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. . P . ‘o | N
Dear Colleague: . 4 . :

The Massachusetts Leglslatdre passed 'the Community Mental Health and Retar-
dation Act (Chapter 735) almost a decade ago. It may, therefore, seem strange
now’to publish a Resource Manual for use by those developing such programs.

The truth, however, is that comprehensive programs:still are lacking in many parts '

of the state. Even where they de exist, the clinical ‘elements of basic services,
organizational patterns for adminlistering them, staffing needs; and costs and in-
come sources often are ambiguous or gonfused. .

The Task Force on Community Mental Health Program Components was organ-
ized in spring 1974 at the request of former Commissioner Willlam Goldman under
the initial chalrmanshlp of Dr. Robert Cserr to assemble information about these
sk Force's mandate was to analyze ways in which unresolved clinical
and administrative issues affect direct and indirect care for the adult mentally ill.
Similar a‘nalyses obviously, are very much needed if services‘to children, the
elderly, and retarded are to be improved. Such anaiytic efforts, however, were

*beyond this Task Force’s scope of responsibiiity and 'should .be assigned:future

task forces. , .

Administered by United Community Plannlng Corporatlon with the partial support
of a 314(D) grant from the Massachusetts Department of Mentai Health, the Task
Force met regularly from spring 1974 to spring 1975. The thinking and recommen-
dations of its members, both service providers and actual consumers, were par-
ticularly guided by these principles:'(1) state hospital phase downs require greater

phasis on communlty-based services for persons prevlously cared for in in-
stitutions; and (2) budgetary cutbacks at the state and federal levels require that

. approprlated funds be used as effectively and.efficiently as possible.

This Resource Manual produced by our Task Force is intended for members of
Area Boards, Area Directors, and other cltizens and professionals concerned with
program development at the community level. The program descriptions inciuded
in the Manual are intended as examples only; they need not be emulated if deem-
ed Irrelevant to locai circumstances. No single program pattern is applicable to all
catchment areas, and local concerns.must bé considered in the planning and
operating of community servlces

The Manual’s primary orlentatlon is towards procedures for meetlng the needs of
aduits through consultative, ambulatory, emergency. and other non-inpatient serv-
ices. Hospital care should be provided only in ;pose limited instances where It is
essential. A correlate of this orientation is that mer\tal health programs are_ part of
the larger network of human services; the former can be effective only when the
latter are available and accessible. ) . ,

This orientation to meetlng our populatlon’s mental health needs contains many \‘
implications for altered Beparg;\ee}tof Menqtai Health services, new staff roles, and

modified administrative structurgs.-Nimerous suggestions for necessary changes

- §tllh§thers\@' occur to the reader. Program and
sistent with the Manual's orlentation already have been
tment of Mental Health, but follow-up is needed to insure

are contained in the Ma

initiated by the D

thelr continuing implementation. We hope this Manual contributes to this process. .
‘ ) .
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man for his firm support of its actlvities during the past yéar. The community men-

tal health principles and practices described in this Manual reflect much of Dr.
Goldman's vision for how best to meet the needs of adult mentally iil persons.
Commissioner Lee Macht, a member of the Task Force, also provided invaluable
assistance In the preparation and production of this Manual. Finally, the Task
Force expresses its appreciation to James Pisciotta of United Community Plan-

The Task Force expresses its appreciation to former Cog{l:sloner Wililam Gold-

r\lng Corporation for his outstanding staff work. Mr. Pisclotta.insured that our work.
p

roceeded smoothly and efficiently; he contributed to. the substance of this
anual; and he directed its production. '

Sincerely, ’ -

Elfll,

Gerald L. Kierman, M.D.
Erich Lindemann Mental Health Center

G C \@/@\n/@

Herbeyt C.-Schuiberg, Ph.D. ' 7
. United\ Community*Planning Corporation » ,

Co-Chairmen
Task Force on Community Mental Health Program Components

-




190 PORTLAND STREET BOSTON. MASS 02114

TO: Department of Mental Health Personnel,

Clients and Their Families,

and All Concerned Citizens \
In 1966 the General Court enacted Chapter 735 of the General Laws which restruc-
tured the Department of Mental Health and laid thé groundwork. for a system of
area-based comprehensive community mental health care. There has been slow
but steady progress toward this goal. The Department and the public policy of the
Commonwealth are committed to the development, area by area, of community
services linked to upgraded hospital-based services. Our goal is to grovide
highest quality, accessible, relevant care to all of the people of the Com-
monwealth. Our services must relate to citizen needs as they define them, be
provided where our clients wish to enter our system and where we can best serve
them, whether in the neighborhood, central mental health center facility, hospital,
or as part of another community agency. T

DATE: May 15, 1975

-

Why has it been so difficult to achieve this goal? Our problems have been -

budgetary, organizational, attitudinal and educational. The report which |was
prepared by United Community Plannfhg Corporation and the Depa iment of

Mental Health over a year ago entitied “Community Mental Health and Thé Menftal .

Hospital” described many of our dilemmas.

This Resource Manual, developed by the United Community Plannlng Cox-
poration/Department of Mental Health Task Force on Wunlty Mental Health
Program Components, is a second step in the process of dur evoiution toward
community-based care linked to hospital services. The Manual was iargely written
during the tenure of Commissioner William Goldman who commissioned it and
who devoted considerable energies to its development. It reflects an attempt to

build upon the changes which were beginning during the tenure of Commissioner’

Milton Greenblatt and the earlier planning which occurred during the com-
missionerships of Drs. Jack Ewalt and Harry Solomon.

Community mental health is not new to Massachusetts and it is my distinct
pleasure, as the current Commissioner, to accept and totally ‘endorse this ex-

- cellent Resource Manual, This endorsement represents the continuing commit-

ment of the Department and the Commonwealth to this system of care. Further, it
represents a recognition that a Manual such as this is essential in providing
guidelines and information as we educate ourselves to continue to fulfill the man-
date of Chapter 735. ,

The Manual should be read, studied and dlscussed by statf, concerned citizens,
planners and students alike. It should become a cornerstone 6f our educational,
planning and program development and operation efforts, It is-a very useful
attempt-to assist in the implementation of our work to develop community-based
services of the highest possible quality.

The Manual should be viewed in the context of organizational and budgetary
changes which must occur over the next months and years inciuding the develop-
ment of a plan and its implementation statewide for a system of mental health care
based in the community with the active participation of citizens.

There is no question that our efforts to maintain 5rdgress occur during a very dif-
ficult period. However, | have no question that we can maintain our momentum,
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 consolidate our gains, and continue our Iéng process of constructive change. The -

~ current context highlights the need to demonstrate fiscal responsibility on all our

' parts. This Is not inconsistent with our basic goals of quality care and, community
program development. We wili need creative administration, imaginative planning

and Implementatldn, and enduring commitment to our.goals. This Resoyrce
Manual is an integral-part of those efforts and embodies these principles. We gre

N all indebted to those whose talents and experience led to its development. The
Department, Commonwealth, and | personally commend it to you, as you par-

.

- realities of the seventies. o

-

Lee B. Macht, M.D. | . e
Commissioner . ' o ‘ .

d

N ticipate with us to make the dreams of the late fifties and sixties the concrete .
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An emergency service which is:part of.a psychiatric facility.could
offer program coverage in greater depth and at legs expense if the 'legal
right (Annotated Laws of Massachisetts,  Chapter 123, Section 12) to apply .
for another person's hospitalization (i.e. transport thé®person to a mental ,
hospital for eximination) is extended to nurses with. Master's Degrees in
Psychiatric Nursing, Social Workers with Master's Degrees of Sociad Work,
and licensed psychologists. At present, .this.is legally restricted to psy-
chiatrists. and policemen. .

I -

u

’ Although the aboye may seem a radiqal suggestion, in many mental health
centers it is already the current practice to provide masters-level nurses,
social workers, and psychologists with "Section 12" applications presigned
by a psychiatrist, It is recognized that persons thus trained are as able

N,m<u 4%ggﬁu¢ge the necessity for hospitalization assessment as psychiatrists, 1In
: the

light these redlities, legal recognition, and protection should.be ex-
tended to the highly trained mental health personneffyho are expected in the
course of'tueir jobs to transpott persons for pSychiétric assegsment, This
legal right should adhere to a’specific Department of Menmtal Health job slot
or functibn and would be extremely useful in rural and suburban areas,
4

The need to adequately protect the civil rights-of persons Qhormay be-

* come’ patients-must receive the highest priority under existing as well as

proposed procedures. Emergency service personnel, whether operating from a
hospital or a nonpsychiatric service, must routinely inform both the prospec-
Live pa&ient and any other interested parties, such as the family and friends
of the: prospgctive patient's civil rights. Moreover, all persons with the
power i fo tragsport persons to hospitals for psychiatri'c assessment should pa

v -

a course on the civil rights of patients and then be held legally accounta
< for insurihg that these civil rights are’ protected. R

>




ildren's services. . )
,'The 1973 Report of the Massachusetts Mental

Summary

Almost a decadé’has passed since the Massachu-,
setts Leglslature in 1966 passed the Community
Mental Health and Retardation Act (Chapter 735).
Much has been accomplished during this period.
Comprehensive mental health services are being
provided\ir;er[nany parts of the state and emotionally
disturbed sons often can obtaln rapid and effec-
tive help. However, even more still remains to be
done in helping the mentally Il obtaln necessary
care.éDespite our present public policy of expanding
servjces in each catchment area, 80 percent of state
fu‘né‘s for mental health care is still allocated to men-

utilized for the inpatient care of psychotic adults;
only approximately 11 percent is directed toward

Hbspital Planning Project asserted that the aims and
provisions of Chapter 735 will not be achiéved until:
(1) program and clinical responsibility for the
residents of a catchment area are shifted from the
state hospital, as an institution, to an, area program
with its own director and (2) the resources so long
controlled by the hospitals aiso are shifted to the
area level.

What obstacles impede these shifts and continued
progress towards the goal of comprehensive com-

 munity mental health services? Without a doubt, ad-

ministrative patterns, personnel policies, fiscal con-

.-cerns, and ambivalent community attitudes are
must &4

lingering impediments. We, nevertheless,
move forward in the next crucial phase of providing
the full array of basic services needed'within each
catchment area. :

Comprehensive programs should be designed upon ‘

the basis of identified mental health needs and
locally established priorities so that the resulting
combination of services Is geared to the specific and
unigque requirements of the catchment area. In addi-
tion to being comprehensive, local programs should
be physically accessible, insure continuity of care,
and pursue. nondisciminatory ‘admissions and
treatment policies. It also is vital that the services
basic to a community mental health program func-

- tion as components of the larger human services

system meeting clients’ other needs. No mentai
health service is fully effective or even relevant un-

.less itislinked to the total caregiving system.

'The Eight Basic Serviges

As the planning of comprehensive programs pro-
ceeds within each catchment area, citizen boards
and program directors should strive to insure the
availability of eight basic. services. For each service
component, they will have to consider organizational
auspices, clinical elements, staffing patterns,
necessary facilities, costs, and income sources.

"tal 'flospitals. The vast majority of this money is ..

Knowledge and sophistication about these dimen-
sions vary considerably. Much is known aboyt
clinlcal and professional requirements, relatlvely lit-
tle is known about associated costs and potential in-
come sources. This Manual, therefore, seeks to
describe contemporary expert opinlon while rec-
ognizing that significant knowledge gaps still remain
to be filled. v

» The elght basic services provided wlithin the catch-
ment-area should be viewed as comprising a ¢linical
continuunt. Service 1 — consultation and education
— Is at one extreme while service 8 — hospitaliza-
tion - is at the other. Consultatjon and educatlon
usually should be the mental health professional’s
initial intervention of choice. Hospltalization should
be utilized only after all Intermediate interventlons
have been exhausted.

Fhe eight basic services are the following: -

1. Consuitation and Education. Most of the mental
health professional’s time is spent in providing
direct servites to clients, but the indirect service
of consultation and education also is necessary
in extending his/her efforts. Consultation-and
education is the provision of technical asslst-
ance by an(expert to individual dnd agency
Caregivers in Nelation to specific mental health-
related work proGlems. The C&E Is advisory-in

nature, and the consultant has no direct respon-

/ sibility for its acceptance and implementation.

Consultation activities can be categorized as
client or case ceritered, and program centered.
The former focuses upon the interpersonal
relationship between consultees and their
clients; the latter deals with problems in plan-
ning, developing, managing, evaluating, and
coordinating services affecting the community’s
mental health. Most méntal health consultation
_focused inititaliy on client-centered issues, but
in recent years increased effort has been
directed towards program consultation. The
precise balance of consultation and education
activites should be established in relation to a
mental health center's goals and prioritiés, the
staff's expertise, the population's needs, and
the range of caregivers in the community. !

Consultation and education remains a relatively
underdeveloped service in*most mental health
centers; in Fiscal Year 1974 only five percent of
an area’s mental health budget was expended
on this basic program component. Among the
complex reasons for this situation is the reluc-
tance of most funding sources to pay for in-
direct clinical care. Current arrangements

between mental health clinics and public .
welfare officeg for Medicaid reimbursement of .

i J
!
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case consultation may be the hatbinger of ex-
panded fiscal support.

2. E£mergency Services. American Socl has
developéd sophisticated systems for handling
medical emergencles but the other psycho-
social crises of dally life generally are met

: in haphazard ways. Comprehensive “crisls-
emergency teamgs" shave' been difflcult to es-
tablfsh since most caregiving personnel seek to

- clearly delimit areas of responsiblilty while peg
ple and their problems rarely conform to )
tablished guidelines. Various “model” emergen. - *
cy services now exist, and they Include/such
diverse elements as general hospltal care, men-
tal health assessment and Intervention, hotlines,
and counterculture settings. .

Personnel operating an emergency service
- should possess the clinical skills, experiences,
and tanguage fluency approprlate to the serv-
ice's clients. This.is most readily insured when
staff reflect the characteristics’of the populatjon
as a whole In terms of sex, soclo-economic
background, and educational attainment.

An emergency service which is part of a psy-
ctfiatric facility c:}ld/tun on more effectively if ..
the legal right to-admit patients for 10 days in-
oluntary, observation were extended to
master’s degree nurses and social workers, and
licensed psychologists. The need to protect the
civil rights of persons who may become patients
must receive the highest priority under existing
as well as proposed procedures.

3. Ambulatory Services. Waell-established out-

patient services increasingly dre being termed

{ “ambulatory” to emphasize the mobility of both

| /staff providing services and the clients receiving

;/ithem. Rather than being concentrated in central

facilities, ambulatory services now emanate

- from local and even neighborhood sites. In fact,

the optimal target population for this service
may be as low as 10,000 people.

Ambulatory care can be categorized into three
major types: (1) information, sereening, and
- referral services; (2) problem evaluation, ex-’
amination, and assessment services; (3) treat-
ment or counseling services. All three types / L
4* " should be delivered within a philosophy of out/.
o reach, prevention, and early Iidentification. At:
the various stages of diagnosis, treatment plan-
ning, and clinical review; clients and their
families should be Infored of what Is oc-
curring. Differing skill levels are needed " to
provide these services, and .several staffing
trends are apparent. Most notably, highly
trained professionals are assuming Increased
consultative responsibilities while para-
professionals and volunteers are being used as
therapists. ’ -

5.
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State-sporsored clinics and mental health
traditionally provided the largest
volumé of ambulatory service., More recenlly,
the-growth of third-party paymént mechanisms
as generated Increagsed gervices among
private nonprofit as well as proprigtary

state can now choose among diverse resources.
Exlsting models of ambulgtory care also différ in
accordance with the catchment area's urban,
suburban, or rural nature. ’

Day and Evening Treatment Services. itis clear
that when properly organized and linked to
other human services, day ang: evening treat-
ment Is equal to, or superlot to, acute psy-
chlatric hospitalization for a broad cross-gection
of disturbed persons needing Intensive care
(Level 1). Day and evenrl?g treatment also Is es-
sential In caring for cII'? ts requiring longer term
treatment and rehab} t}u (Level Hi). After be-
ing signlficantly u usifized for many years,
‘day and evening jfea gént has been gmong the

fa3test growin ser:? 0
communlty ppograms.
The size of/a day and evening center will vary In

accordance with the catchment area's popula-
tion, denslty and transportation patterns; the

‘minimum to maximum number of persons

servéd by a program unit can range from 10 to
70 ¢dpnrollees. Treatment programs should In-
clu resocialization and rehabllitation ac-
tivities, preferably based in a “therapeutic com-

_munity” format which permits individuals to at-
¢

tain their dwn maximum levels.

The staff of a day and evening treatment center
must have the interests, abilitles, and motivation
to function In an innovative setting. Experience
has shown that many personnel without formal
graduate training are, highly skillful in assisting
‘patients. Staffing patterns should vary with the
intensity of treatment services; Lével Il

programs, therefore, s?rould.(\ot require that all *

staff have extensive formal mental health train-
ing. . -

Vocational Rehabilitation. An-emotionally dis-
turbed person’s need to maintain employment
has not received adequate attention from meh-

. tal health and rehabilitation ‘programs despite

our sqclety's emphasis upon productlivity and

_self-support. Both federal and state legislation

now recognize vocational rehabliitation of the
severely disabled as a priority; and new oppor-
tunities, thus, exist.for the Massachusetts
Department of Mental Health and the
Massachusetts Rehabilitatio Cpmnfgssion to
work cooperatively. o 0

Depending ‘on the person's needs, vocational
rehabilitation including evaluation and counsei-
] T "+,

-

organlzations, and cllents in many parts ot the -

elements In expanding

Va4




Ing may be a brief or extended process.
Changes in work placemen} should reflet the
person’s capaclty, with the rehabllitation
process resulting In a gradual Increase i tunc-
tioning and ‘maximizing of potential. Work per-
tormed by psychlatric patlents need not he only

in the competitive work force; persons unable to *

perform at this {evel can be provided -

meaningful and successful experlengeq in
sheltered Settings. )

The effectiveness 'of vocational rehabllitation
can be furthered by appolnting a community
rehabilitation coordinator in each. ,catchment
area. Thercoordinator would be respdnsible for
overseeing not only vocatlonal rehabilitation ac-
tivittes but also community resldences and
soclalizatiqn and recreational programs, The
organization of an area's vocatlonal rehabilita-
tion workers into teams provides another etfec-
tive vehicle for implenienting. local programs.

become ihcreasingly sophjsticated In minimiz-

*ing long-term inpatient care,.and it is evident

that several groups of patients can be main-"'

tained successfully In community residences.
These people range from those who in crisis
require short-term, intensive nonmedical super-
vision and support to those who after long
periods of hospitalization are capable ot per-
sonal care But lack social skilis and competen-

’ * . 1
accept varylng degrees of responsibilty in each
setting. . . - .

Each.communlty resldence must insure a varle-
ty of services. not just physical shelter. to assist
resldents In managing thelr mental health as
well as baslc soclo-recreational needs. These

services Include' Intake/screening, goal * .

development, dally programs. recreation. and
protesslonal psychlatrlc. medical, dental, ang
réhabilitation care. Resldents should b& en- -
couraged to utllize local community resources
as would any other citizen In the community:;
providing all services within the résidence Itself

- Is akin to institutional programmirly and should’

be discouraged. ,
L)

ﬂospltal Care and Treatment. A key goal of
community mental health programs is to reduce

‘haspitallzation and to-shorten its duration when
. required. Once an area has developed a com-

prehenslve resource network, It should, be able "

6. Social Rehabiiitation. Many mentally ill persons t6 handle many and perhaps even all persons
need assistance In learning to cope and adjust now admltted to hospltals. Since hospltal care Is
within social situations. Rehabilitation services the most costly of all*services, Its use should be
emphasizing the development of ‘social skills limited- to clrcumstances where: medical
are essentlal. They may be otfered as a compo- diagnosfic and treatment facilities are needed;
nent of larger programs, or they may be provid- security of the client and/or the community re-
ed as a free-standing service. ] quires 24-hour care; treatment can be con-
Social rehabilitation services generally include trolled only in a hospltal setting: and no other .
some or all of these elements: remotivation facllity s appropriate for around-the-clock

ot o in ' observation. Area program staft should con- ©
resocialization, skills of daily living, and recrea- :
: slder hospltal care as being potentially needed
tion. Appropriate settngs for providing these by the adult mentally ill, both' those currently
services include soclal clubs, common Interest y !
; . reslding In state hospitals and those acutely dis-
groups. and psycho-social rehabilltation t ; .
urbed: aggressive and potentially violent maie
centers. All of these settings permit the mentally . . ;
« ; . and temale patlents; legal ottenders; chlldren:
il to seek meaningful community support . !
thr h peer group assistance developmentally disabled persons; adolescents:
Qahp 9 ' . the elderly; alcqholics; and drug dependént per-
The statfing ©f social rehabllitation programs sons. With all of these groups, Inpatient care
should include a broad range of skllls, with iess should be the major treatment of ‘choice only
. .concern for speclalization than may be the case under-the previously mengloned circumstances.

. with regard to clinical services. Particularly . :

‘ valuable arg individuals with broad back- Igpatient services can*big provided In unitized
grounds who can provide séveral types of ser- ' programs of state hospitals, community mental
vice once trained. ’ health centers, private psychiatric hospitals,

7. Community Residences. Clinicians have and In psychiatrio units of general hpspitals. -

Clinicians should design treatment plans so that |
the patlent and members -of- his/her social
network take responsibllity when possible for
defining the prgoblem and changing ,
troublesome relationshlips. Thus, the soclal and”
physical environment in which a person Is
treated Is, in itself, a key factof In treatment
success.

Area Program Administration

Etfective administration of a comprehensive area
“program providing the elght basic services requires
that the area be responsible for planning, develop-
ing. rnonitoring, evaluating, and managing its own

cies. In response to the ditfering needs of each

ot thege groups, several types of community
. residences have evolved. which inciude group

. residgnees, haltway houses, cooperative
. . @apartments, arfd foster familles. Residents

A
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_ area-level administrators.

» "\
activities and resources. Area offices. therefore,
must be established with the capacity to manage
their own affairs. The functions performed by an
area office can: be grouped into §ix major
categories: (1) executive, (2) clinical services ad-
ministration, (3) business, (4) communhity participa-
tion, (5) evaluation and data systems, and (6)
resource development. ‘

'Statfing patterns for area omcues must be adequate

_to implement these six major functions. Since the

‘major thrust of area programming is toward decen-
tralization and tailoring ‘of structures o unljue area
needs. it is best not to delineate ‘a single istaffing
pattern relevant to all existing and future pragrams.

- Administrative needs necessarily differ from

program to program. Nevertheless, in all instances
the staffing of an area office’should in¢lude an Area
Director assigned overall responsibility, and other
personnel with the clinical competence and
technical expertise to administer sizabie budgets. -

Area administration should be funded In relation to
the'size of an area's program budget, approxjmating

seven to eight percent of the total funds in areas .

with very large hudgets and 10 pércent or more in
areas with small budgets. Administrative resources
trom phased-down state hospitals as well"as from
the Department of Mental Heaith’'s Central Office
could be reallocated to achieve area-level
‘manageridl capability.

) 7
Expanded administrative structures af the area level -

should not merely be another added layer -of
bureaucracy. Instead, as community programs ex-
pand and appropriate functions and resources of in-
stitutions are transferred to them, the relatéd func-

_tions and resources of the regional offices and the.-

Centrai Office should similarly be transferred to

»

The goal of administrative flexibility and program
creativity at the area levei requires that the
Legislature forego its practice of exercising line.item
fiscal control over mental health budgets. Ad-
ministrators incapabie of managing programs within
prescribed standards of responsibility and accoun-
tability should be relieved of their duties; constrain-
ing them by excessive controls is an inappropriate
sorution. i R

\ : o
Implementing. Community Mental
Health Programs : B

Each of the eight services irtegral to-a catchment
area’s cdmprehensive program has unique clinical
gharacteristics, staffing

siderations, et¢, However

collectively, certain trends and program directions
become quite evident. An awareness of these trends

and directions heips 'in ‘coping with .the forces -

"

N Q

. but not by others.

rq{quirefnents, : cost con-.
. , Wese services alsoare
closely linked and interdependent and when viewed« -

%

A - I

facilitating -or.impeding the achievement of locally, -
estabiished program goals. . . : *

Organizational Ausplces. The Department of Mental

Heaith has been the major service provider In

Massachusetts, and it has established many in-
novative and ploneering programs. However,
publiciy operated programs are Subject to many
governmental constraints; and the alternative of
contracts with. voluntary and private agencies is now
receiving increased attention. Contrdcting has many
well-known advantages such as budgetary control
and flexiblilty. Perhaps most significant in times of
fiscal austerity iIs that nonpublic agencies can bill
third-party sources and.retain the receipts for direct
use in mental heaith programs. Third-party
payments obtained by the Department of Mental
Health revert to the Commonweaith’s General Fund. ,
In order to achieve maximum benefit from varied
funding sources, Area Boards should decide Which
program components canbest bg contracted, which
should be provided thTo%i‘;h Department of Mental
Health*staff, and which IQ combination.

Progran¥ Components. Gommunity mental health
programs. are shifting away from the predominant
emphasis now placed upQn hospital care and are
utllizing agmbulatory services to a'far greater,_gxtent.
These_alternative Inteyventions better meel client’
needs during crises, they reduce dependency. and
they are more &conomic. ) ;! y

In planning comprehensive area programs, ad-
ministratorssshould consider How best to distribute
the more than 70 clinical. administrative, and sup- *
port functions integral to these programs. Some
system functions such as recordkeeping must be .
performed hy ‘all of-the basic services; other system
functions such as the dispensing ‘and'supervising of
medication are performed best by some gervices

Recent progress In expandirig commuriity mental
Zealth programs will not be sustdined unless ever-

merging problems are resolved. Those probiems
looming most prominently are: local opposition and

- resistanée - tQ” neighborhood residences; concern

about potentially adverse economic effects in,
focales Where state hospifals are phased down; and
fear of labar unions ang professional groups about -

.job security. far’'their members-when personnel are
redeployed from state” hospitdls to community- »

_based programs. . \ .

Ciients and Their Families. Mentally ill persons are
highly vulnerabfe to the whims and dictates ' of.
caregivers, and safeguards must be established ta

. insure that even weli-intentioned but destructive ac-
tjons are not directed against them. The “civil rights

‘officer” approach thus far*\a8 been qf limited effec-

tiveness in Department. of, Mental Health facilities, ,

but. possibly' can be made to work with more staff.
Perhaps the best safeguard agairst abusing the

-
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mentally ill is to have them and thelr familibs e
particlpate in treatment planning and edlsl
making.. They not only have a right to de”so, It Is
good treatment practice as welll

‘ 'Staﬂlng. Providing the full range of commun,tty*men-

tal heslth services within each catchment area- will
require shifts In staft utilization patterps, For exam-
ple, in Fiscal Year 1974, 67 percent of an area's
mental health budget was -allocated for the staffing

of adult inpatient services. Given present fiscal .

stringencjes,” some of these resources must be
shifted if clinical alternatives to hospitalization are to
floufish. Since personnel reallocations inevitably
create anxiety about job security, staff reassign-
ments must prUceed in carefully deiineated ways.

Community mental health programs have offered,
expanded job opportunities for white male
professionals, but womeén and mlnonty group
members’ have benefited less. The administrative
. princlple should be that of having a staff which
D, reflects the composltlon of the population.being
. served. Also 'to be congidered. in this regard are
fokmer psychiatric patlents and volunteers, ‘two
groups possessing relevant skills but un-
derrepresented in preSent stafting patterns.

veJ¥/ ' CO
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and. lncqme Sources. Few, If any,,com-
rehdpsive mentatl health programs exlst as yet In
Nsm\s\s husetts so that only tentative projections can
\ a- about thelr costs. Area mental health
bud \ averaged approximately $2 mlllion in Fiscal
Year 1974, and costs will grow with program expan-
Intlation. The delivery of services through
¢egmmunity-based facilities, thus, should not be
vlewed as generating fiscal savings. Instead. this
delivery system Is intended to Increase efflciency
and effedtiVeness by providing timely care which
patle 's--sulysequent dependency and

debilitatio

Funds necessary to support comprehensive
programs .inay be sought from a combination of
sources In¢luding the federal, state, and local
, and third-party reimbursements. The
present majar third-party sources include Medicare,
Medicaid, Title XX of the Social Security .Act,
CHAMPUS, \Federal Employee Health Benefit
Program, andy private and commercial insurers.
Psychiatric benefits will become availahle January
1, 1976 to all medical and surgical insurance
policyholders iy Massachusetts, and thls.change will
significantly ingrease revenues from private and
~commercial insurers.
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‘'Section |. Into the Community: Problems and Progress

Retorm of the system whereby care Is provided the
* mentally ill has been going on ever since people and
their governments decided to help emotionally dis-
turbed persons. The current wave of reform Inten-
sitied after World War |l. Particular concern was
directed to the quality of care provided In the public
mental health system, and these concerns led to
passage of the 1963 Federal Community Mental
Health Centers Act. The federal legislation provided
_funds to help states develop comprehensive plans
incorporating the community mental health concept,
it appropriated $150 million to the National Institute
of Mental Health for construction and staffing of
centers during Fiscal Years 1965-1970, and it led to
defining the functions of a community mental health
center.

The Massachusetts Mental Health Planning Project
was established in 1963 with the.support of federal
planning funds to review the service needs of
Massachusetts citizens and to recommend the
structures required to establish comprehensive
_state prpgrams. The Project's 1965 recommen-
dations became the® basis for Chapter 735, the

Massachusetts Comprehensive Mental Health and

Mental Retardation Services Act passed in 1966.
This statute produced the following actions:

1. The state was divided into 37 catchment areas
grouped into seven regions; .. :

2. The Area Board mechanism was established for
citizen participation in local program planning
and policy-making; and .

3." A decentralized. community-based service
delivery system was.initiated for children and
adults. The Department of Mental Health was. to
provide within each area a comprehensive

~range of services, including inpatient and out-
4-hoyr emergency Serwces,
lization, ‘{and consultation and

partial hospi
education.

Many steps <Zave been taken since 1966 toward
achieving the goals of Chapter 735. In 1969, the
state hospitals were directed to unitize geograph-
ically so as to align plans and services with the
catchment areas they serve. Community. mental
health programs have been funded by both the

Commonwealth and the National Institute of Mental .

Health and a wide network of community-based
services are in various stages of operation and plan-
ning. :

H

Action has not kept full pace with Intentions, .
however. Despite the stated goal of expanded com- )
munity mental health care In Massachusetts, an
analysls of the Department of Mental Health's
operating budgets between 1962 and 1972 reveaied
that the vast majority of public resources were still
allocated to the state hospitals for inpatlient care of
psychotic adults. Table 1-1 shows that the state
hospitals' Flscal Year 1974 expenditures of $93
milllon still consumed approximately 80 percent of
state mental health funds (excluding retardation
programs). Furthermore, estimates prepared by the
‘Department of Mental Health Indicate that $73
million of the $89 milllon avallable for mental heaith
services In Fiscal Yea! 1974 were allocated for in-
patient care of adults.' Services provided chlidren in
Fiscal Year 1974 through all Department of Mental
Health programs (excluding retardation facilities)
'comprised only 11 percent of the mental' health
budget.? .

In recent years, the term “deinstijutionalization” has
become a nationwide symbol f¢gr attempts to fuifill
the intent of Community Mentaj Health Acts. The
term incorporates four main goals of the reform
movement:’ .

1. Mental health services should be located
in local settings rather than in large institutions
distant from the geographic areas being qerved;

2. Extensive use of inpatient setvices should be
reduced and.ambulatory care expanded;

3. The populations served should be broadened:;
and =,

4. Dependency in patients should be minimized by
developing comprehensive programs which.
help tcﬁbrevent a "‘revolving door" approach to
care. - :

In tecogﬁitlon of the need to generate new momen-

tum for the continued development of community

mental health programs, the Massachusetts Mental

Hospital Planning Project was established in 1972

as a joint citizen and professional endeavor er

the sponsorship of United Community Planning Cor-
poration (formerly United Community Services of

Metropolitan Boston) and the Massachusetts

Department of Mental ‘Health. The Project's final

report, "Community Mental Heaith an%e Mental

Hospital,”? was released in February 4, and it

stated that the aims and provisions of Chapter 735

.

! jata assembled by Mark McGrath, Special Executive Assistant to the Commissioner, Department of Mental Health.

ata assembled by Dr. Mary Jane Englang, Director of Planning and Manpower for Children’s Services, Department of Menf‘él Health.

1 Copies of this report are available at $2.00 each from Upited Community Planning Corporation, 14 Somerset Street, Boston, Mas- .
) i

sachusetts 02108. .
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Table1 1. Department of Mental Health Fiscal Year 1974 Expenditures

[y

*

State Hospltals

Northampton
Grafton
Gardner
Worcester

Metropolitan

Danvers =
Medfield
Waestborough
Boston State
Foxborough

-Taunton

Cushing

Community Mental Health Centers

Gardner-Athol
Blackstone Valley

Solomon

Subtotals

Cambridge-Somerville

Waltham Hospital

Massachusetts Mental Health

Fuller
Lindemann

Brockton Multi-Service o

Corrigan

~

Region |
Region i
Regionlil -
Region IV
Region V
Region Vi

Region Vi

)

Subtotals

Subtotals

Drug Rehabllitation Servlces

{

Subtotals

TOTALS

Mental Health Services': 2

Expenditures

$ 9,225,060
3,228,435
5,302,130

10,286,279
8,733,724
8,767,769
6,904,435
8,295,654

12,236,588
5,795,697
8,128,824
6,210,380

$ 93,114,975

9

$ , 44947

1,519,405
638,353
112,857

3,785,664
863,480

2,230,279

20,692

1,218,339

$ 10,434,016

Community Servlcee (5x21 Account)

e

$ 986,446

1,092,245

1,672,540

1,430,131

1,750,350

1,881,981

785.427

$ 9,599,120

$ 3,389,599
$116,537,710

/

Personnel
~Costs
01-02

Accounts

$ 7,433,253
2,871,330
4,449,997
8,610,882
7,208,823

7,036,360
5,602,609
7,012,477

10,032,963
4,770,815
7,026,862

_'25.120.21§,

. $77.,176,567

$ 39,947

1,282,302

539,083

3,306,999
277,310
1,755,681

1,045,428
$ 8,246,750

$ 932,121
- 931,456
1,381,090
963,627
1,672,200

1,853,298 -

761,232
$ 8,495,024

$ ° 379,894

$94,298,255

./

' Prepared by Walter Sowyrda, Director of Budget, Massachusetts Department of Mental Health

2 Expendltures for mental retardation facilities and services are not included.

" ERIC

'}

20

Support
Costs
03-16

Accounts

$ 1,791,807
357,105
852,133

1,675,397
1,524,901
- 1,731,409
1,301,826
1,283,177
2,203,625
1,024,882
1,101,962
1,090,164

$15,938,388-

$ 5,000
237,103
99,270
112,857
478,665
586,170
. 474,598
20,692
172,911

$ 2,187,266 -

o

;

$ 54,325
160,789
291,450
466,504
78,150
28,683

- 24,195

$ 1,104,096

$ 3,009,705
$22,239,455

.‘(”




will not be achieved fully until: (1) program and
clinical responsibility for resldents of a catchment
area are shifted from the state hospital, as an in-
stitution, to an area program under the direction of
an Area Director and (2) the resources, so long con-
trolled by the hospitals, ajso are shifted to the area
level. .

The Project’s report emphasized that over the next
several years new program balances must be es-
tablished. The vast resources now directed toward
institutional inpatient care for adult psychotics must
be redeployed toward community services for not
only this group but for children, the elderly,
alcoholics, and others as well. T

~ Obstacles to Continued Progres$

" Now that the goals of Chapter 735 have been
reaffirmed and steps necessary for their iniplemen-
tation identified, what obstacles remain in the way of
continued progress? Without a doubt, ad-
ministrative patterns, fiscal and economic concerns,
staff resistances, and ambivalent community at-
titudes are lingering impediments.

The Department of Mental Health itself, by ad-
ministering a dual system of community -and in-
stitutional s‘erv}ces. has mitigated against-a unified
approach to meeting client needs. This dual system
-has been perpetuated by the Legislature through its
delay in authorizing area program accounts and by

continuing institutional accounts as the major

Department of Mental Health funding vehicle.
Currently, legislative appropriations are locked
primarily into institutional or, at best, regional ac-
_counts. No true area or regional program accounts
have yet been established by the Legislature. Ap-
propriations made directly to an institution negate
both the concept and substance of an areawide
program in the eyes of citizens and professionals
and lead people to continue viewing clinical services
“as primarily those provided. by, large institutional
facilities. ’

Although legislative support is still evolving, the
Department of Mental Health is moving toward area
program responsibility by creating de fatto reégional
and area budgeting procedures. Area-based
budgets for Fiscal Year 1976 have been prepared
throughout. the state under the guidance of the
Department of Mental Health's Gentral Office. The
Executive Office of Administration and Financeé is
considering creating an “area activity” account
along with an “institutional activity” account.
However if the area-centered approach is to be tru-
ly viable, it must be acknowledged and accepted in
the legislative budgétary process so that these
programs finally gain fiscal legitimacy..

Current rigidities in 'the expenditure of appro-
yriations also make creation of relevant area
grograms more difficylt. The inability to transfer
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funds between subsldiary accounts and the difficulty-
of obtaining services through contract are but two of
the fiscal inflexibllities that make area programming,
which by its very nature must bend with changing
community needs and priorities, frustrating and
cumbersome. :

o

Present state Civil Service and personnel policies
represent a further obistacle to area programming.
Job titles, qualifications, and job descriptions for
present Department of Mental Health positions were
initially created gnd assigned to staff the large in-
stitutions. Howevier, many of these job titles and
descriptions do hot fit the personnel“needed. to
operate contemp rary community-based programs;
the qualifications are unnecessarily rigld and Inap-
propriate. The proplem of anachronlstic personnel
practices and policies is accentuated and made
even more profound by necessary’ commitments to
current state employees. There are thousands of
people working in state facilities whose pasitions
and functions are not relevant to or needed by the
community programs replacing state hospital serv-
ices. Current state emiployees must be retrained and
reassigned - before feal- deinstitutionalization and
staffing of community\programs will be possible.

' The large scale phasihg down of the state hospitals

as major mental health care facilities also is feared:
by some to have a| deleterious impact on the
economy. The towns ifi which hospitals arg located
as well as surrounding towns often are Viewed as
dependent on the institutions for economic viabllity
since they buy heating oil, food, supplies, and other
goods which contribute to the local economy.
Capital outlays by the state for construction and/or
renovation of state hospital facilities also provide
jobs and money for the state's construction industry.

Another category of obstacles to deinstitutionaliza-
tion and community-based care is the possibility of
community “backlash.” Some citizens are afraid to
have former patients in their cities and towns. Fre-
quently Gsed terms such as “inmates loose in the
community” reflect this anxiety:-When considered

objectively, citizens may view institutionalization as. -

less therapeutic or perhaps even inhumane in coms
parison to short-term treatment outgide the state
hospital setting. However, many gifizens also view
state hospitals as safe and-8ecure isojated en-
vironments that shield them from patients as well as

“secure places which “protect’ the patients. Only
. through muoch more careful

ommunity planning
and educatidn can fears be alleviated and the’reai
dangers minimized. _ \

One last obstacle worth noting is the ambiguity of
the law regarding powers invested in the Area
Boards. Although these 'citizen groups are
designated by law as “advisory” bodies, the law has
given the Boards implied powers around the budget
process: Furthermore, the Area Boards have been
promised more and more informal\de facto authori-




ty in fiscal, personnel, and program development: ' ill. Although much of ‘the program approach

through statements of Department of Mental Healti ~ described in the following sections can in many

officials even though the law itself does not make ways also be generalized to such populations as

such provisions. Some clarification 8f this ambiguity children, the elderly, and retarded, resource

is urgent to avoid a future impassé between Area manuals focusing upon the specific program needs,

Boards, Area Directors, and the Commissioner. v - of these latter groups also should be produced by
" the Department of Mental Health.

Immediate Prospects g . If community mental health programs ‘are’ to be
Despite these remaining obstacles, many promising effectlve,‘ they must be designed to meet the area's
steps are being taken by the Department of Mental unigue needs. In order to accomplish this, -respon-
Health towards deinstitutionalization and area+ sibility and resources must be under the direction of

based mental health .services. These include the the Area Director 'in conjunction with the Area
funding of Area Director positions and seiection of Board. Program planning for the optimal ,use of
persons to fill them, the beginning reallocation of resources should mcludethe followmg processes:
positions from state hospitals to community pro-.

grams, a project to update the personnel classifi-  * Identification of needs . o
cation system; pending legislation to create regionall . * Survey of resources avallabié to the area;
instead of facility budget accounts, and efforts on . . % Setting ofrarea priorities;.
the part of former Commissioner Goldman and his .* Reallocation of current resources, and seeking
staff to clarify functional responsibility on the ~ hew resources such as money, space, personnel
regional and area levels. : - and authority; and ’
c . .~ * 0Ongoing monitormg and evaluatlon to aflow for
It is ciear that-the crucial next phase of the move- " flexible change.
- ment toward community’ care is completion by the . .
Department of Mental ‘Health of its mandate- to If these processes -are included in each area's
provide in each catchment area the full range of es- program design, the result likely will be a combina-
sential services. This Manual is a guide for Area tion of services geared to the specific mental health
.Boards and professional staffs in the 39 areas in . needs of the local population. The following sections -
developing long-term plans for comprehensive pro- of this Manual, deta|I the manner in which each of

grams. It should be emphasized that this Manual’'s the basic services may be planned and delivered on
primary focus is upon services for the adult mentally ~ an area basis. .




-Section Il. Communrty Mental Health Program Components

The 1966 Massachusetts Comprehensive Mentgf"
‘Health and Retardation Services Act (Chapter 735)
introduced community mental health concepts into
what previously had been-a nonsystem of scarce
and circumscribed services. The legislation re-
quired that publicly supported mental health serv-
ices.be strengthened and reorganized to'achieve the
following client-oriented objectives:

. 1. Comprehensiveness—A wide rangeﬁaservices
is needed so as to e responsive to varying
client needs;.

2. Accessibility—Services should be located within
relatively easy traveling distance for every client
who needs them;

3. Continuity ,of Care—An ongoing client-care-
_ giver relationship should faetlitate client move-
ment from one service element to another-as
client needs change; and '

4. Equity of Access—There should be a non-
discriminatory .admissions and treatment policy;
no client should be excluded from receiving
services on the grounds of age, sex, race,
religion, type of diagnosis, severity of iliness, or
economic status.

Section | of this Manual briefly reviewed progress
and obstacles to achieving these goals. Section I
focuses’ upon the fdllowing eight services to be
-provided in each catchment area: consultation and
education, .emergency services, ambulatory ser-
vices, day and evening treatment, vocational reha-
bilitation, social rehabilitation, community
residences, and hospital care and treatment.
Procedures for determining an area's degree of
need for each of these services are described
elsewhere.'

This Manual analyzes the erght servrces of a com-
prehens:ve program within the following framework:

organizational auspices, program} components,

staffing patterns; facilities, costs, and income
sources. Knowledge and sophistication about these.
dimensions vary considerably. Administrators and
- glinicians have considerable expertise regarding the
professional services they wish offered; on the other.
hand, relatively little is known about associated
costs and potential income sources. This Manual
should be viewed, therefore, as reflecting expert

opinion as it exists in the mid-1970s, with even the

. “experts” recognizing that - significant knowledge.
gaps remain to be filled.

“ commupity mental

Before detailing each of the eight services basic to a
health program, it must be
emphasized that each service can be implemented
only as a component within a complex interacting

“human services system. No service component is

fully effective or even relevant unless it is linked to

the total program. The movement’ of information,.."

clients, and resources among service components
is vital in creating the flexibility needed to ‘match
problems with interventions. .

Continuity of Client Care

Accepting the premrse that a client's needs can only
be met by a comprehensrve human services system,
increased attention must be paid to administrative
arrangements for ensuring continuity of client care,
Continuity of care may be defined as operational? to

..the extent that: ,
1. There are no obstacles to a client remaining in

or moving among direct treatment services in
conformity with therapeutic needs and

2. Administrative mechanisms relate past and pre-
.sent care by providing:

Stdble client-caregiver.relationships;
Necessary communication, written and ver-
“bal, among caregivers and clients about the
a  treatment program; and ’
e Contact with clients. who appear to be
prematurely dropping out of treatment.

Continuity of care necessitates ready transferability
of staff, records, and clients as indicated by the
latter'd clinical needs. It also requires a monitoring
system ‘and a plan for safegnard-mg the privacy
rights of clients. <

In'a comprehensrve mental health program it is
likely that clients will seek care through any of
several points .of entre, e.g. emergency units, out,-
patient clinics, etc. All such intake points are
legitimate ones and once a client is ac,cepted
‘he/she should be able to move freely among the
available services with minimum effort. There
should be the corresponding opportunity to leave
the' comprehensive program through a. number of
service “exits,” but only after a method for follow-up

(or aftercare) has been determined and agreed to

by the client.

The movement of clrents into, thhrough, and out of
the human _services system can be portfayed

~

*

' W. Hargreaves, et al. Resource matenals for corbmunity mental health program evaluation. Part Il. Needs assessment and plannmg San

Francisco: National Institute of Mental Health, 1974,

5. .

2 Nationa! Institute of Mental Health. A Method for Measuring Continuity of Care m a Community ‘Mental Health Center Efepartment of
Health, Education. and Welfare Publication No. (HSM) 73-9067. 1972. P. 8. - .
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through a multitude of schemes. For purposes of il-
lustration ndﬁgures 2-1, 2-2, and 2-3 depict the
manner irfwhich continuity of direct patient services
is arranged in differing types of mental health
centers.’ Figure 2-1 is based upon a center in which
all services are provided at a single location; Figure.
2-2 illustrates client flow among services which are
dispersed organizationally, i.e. through  affiliation
agreements; and Figure 2-3 delineates client flow in
a comprehensive program that is geographically
decentralizéd.

Although continuity gt,cafe/can be depicted schem-
atically with relative ease and necessary interservice
agreements negotiated, in practice it is all too easy
for clients to be ignored or “fall through the cracks.”
In response to this problem, it is suggested that
each client entering the mental health system be

-

assigned to a staff member who assumes a series of *

¥

roies including therapist and case manager in ac-
- cordance with the client's needs. This staff person
would be responsible for insuring that clients are ac-
tively involved in appropriate services. : L.

Another way of dealing with service breakdowns is

to develop the role of ombudsman within the
Department of Mental Health. The ombudsman
would be assigned cansiderable authority to see
that service inadequacies -are corrected ,and that
service breakdowns, when they do occur, are
alleviated. This advocacy role also could be assign-
ed to the Executive Office of Human Services which

wouid deploy such persons in key Iocattons"""”

throughout-the state so that they may be-highly visi-
bie to the general public. In the iatter arrangement,
the ombudsman wouid serve an advocacy function
for clients served by all agencies wnthm the Officerof
Human Services. -

Servnce Delivery in Nelghborhogg
Settings ,

The previously described organizational modelis for
insuring continuity of care are based upon existing
community mentai health centers. A growing
number of practitioners are concerned,. however,
that these models are inadequate since community
mental health centers often do not focus on natural
population groupings or on the geographic neigh-
barhoods where people live. The poor and minerity
groups fréquently view large community mental
. health centers as distant, alien, and -irrelevant to
their need for psychological support and material
_ assistance. This perceptlon is probably Iess true

' National Institute of Mental Health. A Statlstlcal Informatlon System for Community Mental Health Centers.

‘Publication No. 1863. 1969. pp. 4-5.

Figure 2-1. The C nt'er .
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where the poor participate in the mental health
center; it is probably least true when the mental
health center operates decentralized facilities which
are part' of the psycho-social mat(l’ces of the
neighborhoods where people live. - | . . .

2]

In the éxperience of some practitioners;, low-income
- consumers frequently feel that health services or
other neighborhood-based human services are’
most relevant and accessible. Cbhsumers, thus,
enter more readily -into a helping -relationship
‘through :a neighborhood facility offering health

§

i
. t

U.S. Public Hégnh Service

2 National tnstitute of Mental Healtt< A Statlstical Informatlon System for Community Mental Health Centers, U.S. PUbllC t'\ealth Service

Pubttcat:on No 1863. 1969. P. 4.
2 ibid., p.4. 5
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Figure 2-3. The Center.
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vocational. educational or legal services. If these = sider that nelghborhood servuces offer the following
‘services are coordinated anﬁlh mtegrated at the.  advantages: .

neughborhood level, clients cah obtain more than - %

e oe- when, sevassay ano. mova ey | * Many lowincame persole ovperece miliple.
_‘between appropriate human servicgs agencies. neighborhood, thus, becomes a useful sogial unit

In designing new orgamzatlonal models for msurmg within which to ameliorate these problems.
_comprehensive care, program dlrectors should con- * The neighborhood is a manageable geographlc

"
i . b e
. . \
. , )

Nauonal Institute of Mental Heauh A Stanshca! Informahon System for Communny Mental Health Centers, U S. PubHc Health Servnce
" Publication No, 1863. 1969. P. 5. s .




~“division whose™ecologic and interpersonal forces
affecting health and rQental health ¢an be un-
derstood. This allows for“greventlve programming -
and for experimenting with:new treatment ideas. .
* A neighborhoodRenter with\real citizen partictpa-
tion-is. perceived as part of the community, owned,

by the residents, and “worklng Y\Qr them.”
¢ Clients ofterr view mental heégxh services in-

ed_with other health servigds as- more rele-
vant. The® S|Lvices can be detyered by generq
health. staff et

m, however, is more “than the.gum of %
parts. ‘One's experience is furrdamentally di
when he/she attempts to become .part of -
nelghborhood and to see and feel things as do the

neughborhoods residents. Practice becemes more
. immediate, more informal;

in - fact,
titioners deveIOp a keener sense of life's realities
.and the clieht's psychodynamics when practicing in
s& peor heighborhood and allowing themselves to

become part of it. They generate a new appreciation-
for the strengths, talents, creativity, adaptive capac--
ities, and survival &bilities of people with meager

material resources. Nelghborhood practltuoners also
develop a real sense for how the
program relates to other human seflices systems,

and how the available services fit, or fail to fit, th e ©

neighborhoods’ social, cultural.rpolmcal ‘and psy-
chological cqlg-aracterlstlcs .

If service delivery in neighborhood-based settings
expands, we foresee a fhur-level human services
structure carefull%@ked nd ‘coordinated to insure
client continuity of care./At Level | would be the
primary mental health sefvices provided outside the
central facility home base, i.e. in neighborhood

-~

nsultatlon and

7. asyitioner, neighporhood
ghiatry' permits the blending of clinical si\gs and .
colmmunity mental health: prachibes. The resulti

many prac-

ental .Health.

health afnd COmmunlty centers, welfare offuces ]ob ‘
_ ,programs and the like..

‘Examples of such, neighborhood programs are

located- in Boston’s North End Community Health
Center, “Charlestown’s>Bunker Hill Health Center,
Gambridge-Somerville, and Taunton-Middleboro;

‘the latter two are described in the following subsec-
..tion on ambulatory care. Direct clinical services, in- -
“cluding censultation and education for other pri-

mary_garegivers,- also are provided at Level |. Par-.
ticularly appropriate at this level are such aftercare
programs as halfway houses, cooperative
apartments, day programs, e}kpatlent clubs com-..
munes, and medication groups. :

Level Il 4n such a structure of comprehensive care
would be the central méntal health facility which is -

~ often located ‘within a community. gene?’al hospital.
- Here are provided acute, short-term. rmpatlent ser-
\yvices as well as ambulatory-and emergency care for
-those who choqse to come to a- central facility.

Levels | and }l must be closel§
area, this is best accomplishy

ked. In an. urban
ing ‘the

catchment area along neighDéetiy “with the
central program organized ‘into e 1§ linked to-
* specific neighborthood-based personnel

Level IIl in this structural model would be an extend-
ed treatment facility for patients requiring 90 days to
one Year of inpatient treatment. This facility, too, is

ideally based in the commumty Level IV'would be a .
_prolonged-treatment program’ which includes hos-

pital care for those chronic patients requiring it, or
alternatlvely community-based,
tredatment facilities such as nursing-homes, foster
homes, and group-living arrangements Appropriate.
linkages between Levels lil and. IV ‘and between
them and Levels | and |l should be established and
maintained. Quallty-control safeguards must be
built in, and appropriate regulatuons for facnlltles and
staffrng must be enforced

prolonged-4'

k]

o

' Macht, LB. Ne'ighbc\{)rhood Psychiatry, Psychiatric Annals, 1974 (September), 4, 43-58: 0.5‘ ) ST e ae




. Health

‘Service 1: Consultation and Education

- .

The 1966 /Massachuysetts Comprehensive Mental
 Retardatiop Services Act (Chapter 735)
includged/mental health consultation and education
yn it catalog of essential services to be provided in
each catchment area. Modeled upon the federal re-
quirement for communlty mental health programs,
the “Massdchusetts ' Legislature mandated the
De.ghrtment of Mental Health and its affiliated
programs.do insure that.this indirect service was
provided throughout the state along with the several
other direct clinical. ones. Almost a decade after
Chapter 735's enactment, consultation and educa-
tion services still are ambiguous in nature, varied in
quality and focus, and low in overall program ptiari-
s . ’

Budgetary data assembled. by the Central Office of

the Massachusetts Department of Mental Health in-
" dicates that in Fiscal Year 1974 an average of only
4.7 percent of an area’'s mental health budget was

expended for consultation and education services to

adults and children. This effort level is similar to that
found nation&lly in federally funded community
mental health centers. , J

Nevertheless, the Massachusetts'fmdlngs are ironic
in that much of consultation's cohceptual and
technjcal foundation was ‘developed and refined in
such Massachusetts settings as the Harvard School
of Public 'Health and Medical School, the Massa-
chusetts General! Hospital, the Wellesley Human
Relations Center, and the South Shore Mental
Health. Center.
recommendations about the need to expand con-

sultation and education, thus, are built upon both’

K wledge and skills long familiar to local mental
alth practitioners as well- as some of the newer
rends and activiti?s experienced in recent years.

Before turning to the several analytic dimensions
significant to our Task Force's work, it would be
helpful to define the scope and purposes of con-
sultation and ‘education services. The Natiopal
Institute of Mental Health defines these services in
the followmg way:'

Mental Health Consultatton

Mental health consultation. is the provision of
technical assistance by an expert to individual
and agency caregivers related-to the mental
heaith dimensions of their work. Such assistance
is directed to specific work- related problems, is

advisory in nature, and- the consultant has no

B F A i‘
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' National Institute of Mentat Health. The scope of community mental heaith consuitation and education. Department of Health, Education.
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and Welfare Publication No. {NIH) 74- 650. 1971.
? Ibid.
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The following analyses and -

-

. direct responsl'blllty"for its acceptance and im-

plementation.
Mental Health Eduycation:
Mental heal

caontribute to Indlvldua| and community mental
health and mental health breakdown; and

-knowledge of resources and skills for the.
achievement of mental health and the manage- -

ment of mental iliness. Mental health education
includes both theory=and practices, . general

knowledge and training In specific ]oti or task- -

related skills.

Orgamzatlonal Auspices

A clear. trend exists in Massachusetts toward
decreased publlc operation of the six basic mental
health services and towards increased “purchase-

of-service" agreernents between the .state Depart-

" ment of Mental Health and local nonprofit and profit

organizations. Another long-evident trend is reduced
domination of the mental health service delivery
system by -psychiatric agencies and increased shar-
ing of these functions among a‘broader array of
human services. What are the implications of these
trends for the expansion of mental health consulta-
tion and education services?

The National Institute of Mental Health analysis? of
consultation and education suggested that menta|
health consultation emanating from a ‘communit)t
mental health center differs from that offered out of
many other settings, such as private consulting
firms, a mental health professional’s office, or other
human services agencies, in that the purpose and
outcome of the consuitation and education have im-
portance for the center's programs as ‘well as for the
consultee's programs. This is so because communi-
ty mental health centers aim not only to achieve
change in the functioning of individual consultees

and through them, their clients, but also to assist

agencies and institutjons to expand and upgrade

their roles in the community’s mental health

maintenance system. *

The responsibility of the mental health system for
consultation and education is particularly apparent
with regard to ambulatory and hospital services
provided persons in acute emotional distress. ‘Al-
though other human services organizations such as

-
o

“education is the dlssemlnatlon of . -
knowledge related to issues and behaviors which -




the schools and family - service agencies may

demonstrate increased commitments to primary -

- prevention and the rehabilitation agencies to tertiary

prevention, mental heaith organizations remain u-

nique in their continued commitmenf to the secon- -

dary prevention area. Thus, while a broad array of
human services agencies may be expected to ex-
pand their consultation and education services just
as they are assuming expanded clinical respon-
sibilities, mental health organizations must
nevertheless remain committed tQ consultation and
education around issues.of acute clir)ical care.

The questjon of whether mental health consultation
and education should be operated under public
auspices or contracted to profit or nonprofit

" organizatioris is answered less easily. Public aus-

pices go further toward insuring a systemwide

" perspective and accountability for consultation and

education services while also strengthening their
fiscal viability. On the other hand, public mental
health agencies® overloaded with demands for
clinical services may assign a low priority to con-
sultation and education and nevér generate
necessary resources for them. A contract between a
local Area Board and a nonhpublic agency for con-
sultation and education services insures that these
services will be provided at the specified level.

Finally, organizational auspices for consultation and
education services must be considerecypn relation to
the population density of the community. In highly
populated. 'urban settings where the boundaries of

mental health catchment areas are somewhat ar-’

tificial, consultation and education to certain groups
could be provided under regional auspices so as to
better conform with the sociology of the community
and the geographic responsibilities of other human
services agencies. Sparsely populated locales re-
quire decentralized consultation and education

" services and each such catchment area should de-

b

vise its own uniquely appropriate organizational
arrangement.

{Program Components  »

Consultation is conducted with the consultee
‘regarding the referral or manag€ment of an in-
dividual. family or client group. or regarding the
feelings of the consultee about his/her client. Con-

" sultation also is concerned with administrative and

staff organization and relationships. Problems in
relationships occur in the organization of an agency.,
between agencies and the community, between
agencies and agencies, .and through conflicts be-

and staff. Gonsultation assists individuals or agen-
‘cies to-assess the nature and genesis mental
health problems and the need for new or modified
programs. Consultants may also advise on the plan-

. ning and development of research, training, or serv-

_.ice programs, and on the evaluation of a program.

tween staff members and between administratibn - - Patients can

AR

" Consultants utllize consultation_for the transmission

of knowledge with regard to general human
relations, human growth and development, soclal
organizatlon, and special mental health problems.
Consultants transmit skills in treatment, training,
research, administration, evaluatlon, and in prepar-
ing of written and audio-visual materials. Although
consultation may focus primarily on one of these
tasks, there may be several shlifts In focus even in
one consuitation session or in regard to one
problem. - »

Many people have found it useful to divide the varie-

ty of consultation and education activities into two

broad categories—client centered or case consulta-
tion. and program consultation. During the past
decade. there has been increased effort devoted by
mental health consultants to the latter category.

Case Consultation

Case consultation is concgrned with the dayrto-day:
functioning of an agency or service and its‘elients
and deals with the interpersonatl relations of agency
staff and the relationships between the consultees

and their clients. The latter may focus on the feel- X

ings 'and reactions of the consultees, on the needs
and management of the clients, or on the interaction
between client and consultee.

Case consultation not oniy assists the consultee to.
manage day-to-day problems but also provides a
vehicle for liaison between the direct service staff ot
community mental health centers and_ other com-
munity agencies .and for the dissemination of
knowledge and skill in regard to mental health
matters to the staff of collaborating agencies. Case
consultations sometimes_ Stimulate new mental
health interests and capacities on the part of other
service personnel and overlap into program con-
sultation, For instance, public health nurses, after
c(fnsulting on a numbeyr of cases, may decide to add
to their services aftereéare for mental patients or a
parent education program at the well-baby clinic.

Program Consultation

Program consultation deals with problems con-
cerned with the planning, development, manage-
ment. evaluation, and coordination of services
directly or indirectly affecting the mental health of
the community. Participants in such consultations
are generally administrators and planning staff.
There is much value in alsd utilizing former psy-
chiatric patients in these-endeavors since they have
highly relevant knowledge and experiences. Former
ake g particularly valuable contribu-
tion as progrgm consultants to those services
dependent upon Igh'public”acqeptance, e.g. com-
munity residences. <

Program Balance
The precise nature of a mental health center’s con-
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sultation and education program should develop in
relation to the organization's goals and priorities, the
stalf's expertise, the population's needs, and the
range of human services caregivers in the com-
munity. Program consultation generates highly sub-
tle. and complex interorganizational relationships,
and particular thought must be given to ways of

" ,developing and maintaining this activity.
. Many mental health centers have found that their

case consultation services, Including backup client
card, must be adequately established befote other
organizations will seek and accept program con-
sultation. While the resulting consultation and edu-
cation program will be unique and vary from area to
area. it nevertheless should be founded upon a well-
articulated philosophy and set of concepts which
recognize that the mental health center is part of a
larger human sérvices system. A populatlon s men-
tal health needs cannot be met by the ¢énter alone,
-.and the participation of many other human services
agencies is essential. Thus, mental health consulta-

tion and education should include systems interven-

tion as a key strategy.

An example of how program balance is achieved In
consultation and education activities is evident at
Boston University's Community Mental Health and
" Retardation Center. Its consultation and education
program identified 178 local, state, and federal
agencies which dlrectly or indirectly aftect thd men-
tal health care of its catchment area population.

During 1972-1973, the Boston University consulta- '

tion and education pragram determined that its per-
sonnel should be deployed so as to provide epi-
“sodic program consultation to 74 of these agencies
and continuing program consultation to 43 of them.
Client-centered consultation was provided to 61
agencies and direct service contacts on behalf ot

. clients were made\with 56 agencies. Although the

Boston University ¢ tion and education staft
related to most of its network through either case
centered or program consultation, both patterns
were pursued with such particularly relevant human
services agencies as the local Visiting Nurses
Association and the Roxbury Multi-Service Center.

Finally, consultation and edvucailon increasirgly are
being recognized for their value in furthering con-
tinulty of care when more than one human services
organization is involved in a client's treatment. This
approach has already proven useful in ambulatory
settings, it is being developed in day hospitals and
aftercare_activities, but it Is yet to be fully explored

with regard to emergency services.
: 2

Staffing Patterns .

The preceding analysis of the extensive tasks
deemed part of consultation and education services
makes it clear that far too few resources have been

assigned by locai mental health centers to these
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purposes. inre
what types of staff should provide consuitation and
education, andhow ‘should they, be brganlzed within _
thé mental health center? - ¢

The answers to these questlons will remaln rooted In .
‘the center's concepti

of consultation and educa-
tion. Larger staff numb \rs are assigned to consulta-
tion and education by %enters which have made

consultation the major vehicle for contact with the

community. At the other end of the scale,:centers
which have assigned relatively few staff- to this
endeavor view consultation only as an indirect sefv-
ice to the community to/eﬁroylded as need arises."

The organization of cdnsultation and education ser-
vices within a mental health_center also varies..In
same centers, consultatton is conducted by a
separate staff; in other centers, it Is combined with

-direct services such as the ambuiatory program.
- THe advantages of the iatter arrangement are that

where programs are decentraglzed. travel Is reduted
and consultation provides a véhicle for case referrali,

_tor Intimate understanding of locat agencies and

their programs, and for the development of close
relationships between centar and agency staft. It Is

also possible tQ better understand, when clients are

referred- andwhether the problem lies with the
patient or the agency.

However, program and admlnlstrailve consuitation
undertaken between administrative personnel may
demand skills not alwdys possessed by clinical
staffs. It, thus, makes sense in- some situations to
difterentiate organizationally between program and
case consultation. Furthermore, when working with
the court system even when the focus is on the case
consultation, many assert that clinical staff cannot

readily consult with legal officials. The gap between
mental health and legal.values and concepts is'.

deemed so hroad that specially tralned mental
hea!th consuitants are needed for this task.

The range of staffing options and organlzatlona‘i
patterns appropriate to major consultation and
education activities can best be illustrated through
briet descrlptlons of some Massaohusetts mental

" heaith programs which have committed significant

organizational resources to this essential service.

1. Boston Unlverslty Community Mental Heaith
and Retardation Center. As the recipient.of a
National Instifute of Mental Headlth staffing grant
for consultation and education service, the
Boston University’ Center expends far moré
resources for this program component than
does any other center In the Commonwealth.
The Boston University consuitation and educa-
tion program directs its efforts toward com-
munity organization and advocacy and although
limited direct services are provided- local resi-
dents, the: consultation and®education teams
primarily focus upon continuing client and

regcfifying this-situation, how many and .

.«
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program consultation. s This , orientatlon Is

reflected. In' the consultation . ‘and education

.program's structure and staffing pattern. Fanc-

tioning as a’seml-autonomous component of

the Boston University Center,” the consultation

and education program has its own director and

statf. During 1973, the 30 consultation and

education pdrsonnel included three psy-

chlatrists and four social workers, but a third,of

» the consultation and education staff conslsted

/ot community workers-capable of linking the

. .. Boston Universlty Center with the local human
services network. )

2. South Shore Mental Health Center. Many of the |

consultation concepts and techntques now
X commonly utllized throughout the ‘country were
pioneered and refined at this Centef. For many
years, the corisultation -and education staffing
pattern consisted of several psychologists who
specialized in this service and who devpted the

bulk of their workweek to casg’ and program .

consultatipn in the community. However, in the
early 1970s the Centbr shifted to a generalist
model, for copmunity consultation and most
staff now pr?)lz‘e both clinical servlces and con-
sultation. InA1973, the Center's management in-
formation sygtem revealed that 12 percent of &ll
measurable/staff service hours were devoted to
_consultatlorﬁvlth schools and agencles. Dr. Van
Buskirk, thb Center's Director, judged such a
- proportion of staff etforf to be reasonable for-a

mental health program engaged in extenslve :

clinical agctivitles including hospital care. If in-

patlent and day hospital services are not part of -
a center's responsibility, he thought thas con- -

sultation and education activities should.com-
prlse approximately 20 to 25 percent of a

the few copnsultation and education programs
focusing upon the needs of elderly persons Is
the Geriatrics Unit of the Massachusetts Mental
Health Center. The Unit, comprised qf one full-
time psychiatrist, two social workers, two
nurses, three students, and sever#l volunteers,
is responsible for both the Center's clinical and
mental health consultation. services to gerlatric
persons in the catchment area. First established
in the early 1970s, the Unit has found that when
the mental heaith needs of the elderly are
viewed broadly rather than narrowly, many
other human‘services agemcies can fulflll tasks
previously assigned to the Mdssachusetts Men-
tal Health Center. Dr. Gurian, the Unit's Director,
indicated that in mid-1974 only.about 10 per-

cent of this staff's time w?s\ spent in olrect ’

» 3
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Massathusetts Mental Health Center. One of

clinlcal services; most personnef hours involve
case and program consultation to the. dlverse

* . local health and soclal welfare agencles dealing
with the elderly ,

Consultation Skllls i

The varled consultation models described here
suyggest that individuals filfirig this role shguld be.

selected with the same care and concern exerclsed "

in the selectlorf of clinical personnel The National =
Institute of Megtal Healths analysis of consultation
and education programs"
Important criteria for gelecting consultants are per-
sonallty and competefce, capacity to relate to peo-
ple, and ability to develop trust and confidence.

Hawever, othér factors may also be relevant.
Sometimes a consultee wlll have stron§ feelings
-about the protession, religlon, race, age, or sex of a
consultant It may be important to have a consultant

~from the same professlon or to have a consultant

-who is or is not a physician. Sometimes the consult-

-, ant must be.from the same ethnic group. Most times

this is irrelevanf. Some people find it easier to
.accept advice and assistance from a man; others
from a woman. Most frequently, these' initial pref-

- erences can be overcome, bya compéteqt consult-

ant R »

Faculmes

The maj“ ity of case and- program consultatlon
occu ?In the constilfee’s hafhe setting. Office space
Is th& only faclllty required by mental health con-
sultants within the center Itself. In.fact, where center
staft specialize In consultation and education serv-
Ices and spend much of theif time i community
agencies, It mdy be possible for mental health con-
sultants to obtain @ffice space within these agencies.
It the mental health center operates on a decen-
tralized basis through satellite facllities, consultants

working with local human services organizations- .

should be located in these .“field stations” rather
than in the center's “headquarters.”

’

Costs : ' .

In contrast to other basic mental health services
whose costs include personnel plus physical

facllities (possibly even bed space), consumable.”
supplies, medications, equlpment etc., personnef
salaries and fringe benefits are’ the prlmary cost of ¢

supplying consultation and education services.
Nevertheless, -staff sala'gles comprise 70 to 80 per-
cent of the total budgets 4f mental health centers;
thus, the-cost of consultation and éducation. will be
related closely to the salary level of those personnel
yévldlng it. Hourly rates generally are highest for

sychiatrists and lowest for nonprofessionals. If

' National Institu e of Mental Health. The scope of community mental health consultation and educatlon. Department ot Health, Educatlon

and Welfare Publication No. (NIH) 74-650. 197Y.

/

concludes that the most ~
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- more-than‘one centet staff, person particlpates/n a continue as the prime support for this program ele- ]
R consultation session, as in group or team copfsylta- mem . _ e
. ‘tion and, joint supervisor-student arrange

There are many reasons why this Is.the case. Con-

consultation and education expenses incredse ac- sultatlon and education are relatively hew as a men-

cordingly. i .

~ tal health progra’m component, profound problems

Y The true _gost of a specilfic menfar health service, =~ are entalled with demonstrating.its effectlveness,
clinical of nonclinical, had been unclear untll recent and funding sources are reluctant to support In-

©  years whén third- -pasty reimbursers forced mental direct c¢linical care. However, the present flscal dif-
Health adm[nlstrator§ tqQ calculate this-information flculty also Is related to the unwllllngness and/or In-

more precisely. However, qutside reimbursements abllity of most mental health centers to generate a

by and large remain unavailable for consultation buyers' market for consultation and educatlon serv-

. and education, and so few centgrs have determined Ices. It Is highly probable that these services will

_* the specific cost of this service."An exception is the become reimbursable when othet himan services .
South Shore Mental Health Center which pro]ect‘ed organizations percelve a need for thém and express

»®  thatin Fiscal Year 1974, tonsyltation would'cost $25  this need as a “demand” In the human services
per hour to schools angl'$33 per hour to other com- f'“marketplace " This economlic principle has per-
. munity agepcies, a requction from the $30 and $35/.~, tained to other mental health seryices; It holdg true
rates of the previous year. This estimate for con- for consultatlon and edugatlon as well. :
gi:iltatlon and education contrasts with the South In Massachusetts, the cobts of consultation and
ore Center's projected dverage cost in 1974 of
$36 per hour for evaluatlon and treatment servicas ‘education provided by Department of Mental Health
, tg patients. -  ¢linics generally are’borne by state funds. Even the
. .South Shore Mental Hedlth C whikh for years ,
.If conslitation &nd educatlon service costs can be hat. been providing consultgflon and\educatign to, '
» generalizéd to other mental health centers from the schools and other agencleg/In ifs catchment ares; e
South Shore Center's fiscal experience, ad- receives little local reimbursement for this service. A%
*ministrators and planners may anticipdate that this =~ bright exgeption In a gener Ily bleak flscal plcture is
: component of a comprehensive program ean be ex-  the Laboratory of Communfiity Psychiatry of Harvard
" pgnded at 8 ‘percent to 30 percent less expénse than Medical School's recent contract with the Boston
would be needed for expanding direct patient Serv- School Department to provide'i} with program and -
¢ icese Furthermore, the.ability of sophisticated men- case consultation.
tal health consultants to reducé the clinical de- The recently negotiated arrangement betwen Mmental
mands upon their center makes consultation and lini d publi If ffices for Medicald
education a particularly cost effective program ele- health clinics and pubiic weltare oftices jor Meclca
ment. reimbursement of mental health case consultation
may be the harblngerﬁof a flscat breakthrough.
. Under this arrangemefit, the case consultation
Income Sources ~ provided by mental hdalth personnel to public
- Mental health centers have been increasingly welfare caseworkers about Medicaid-eligible clients
7 successful in diversifying the fiscal base for their can be billed atthe same_rate as direct clinlcal ser-
varied program activities. Other sections of this vices. It is expected that §Ignlflcant revénues will be.
Manual point to the multiple insurance mechanisms' generated in this way. Another potentlal revenue
. and to the federal reimbursements now existing for source for case consultation is the service provided "
. direct patient services. Unfortunately, this improved by mental health personnel to public schools in ac-
fiscal pattern has not benefited consultation and cordance with Chapter 766's requirements. The full

‘education services yet. State or local public funds potential of this pr8gram is yet to be explored. 7

. ‘-
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An "emergency" I3 deflned by Webster's Dictionary
as "an unforeseeén comblnation of circumstances
which calls for Immedlate action.” Amerlcan soclety
has develqped a system for handling medic
emergencles through a network of public® ghd
private physicians, nursing services, and hosplt'afs:‘
-In Massachusetts, the system Is being vastly Im-
proved and expanded under the Department of
Publlc Health. Society also has made provisions for
‘dealing with large scale disasters through the
National Guard, Red Cross, Civil Defense, etc.
although the efficacy of“these Interventions some-
times is lpss than optlmal The crises of everyday
life, however, are dealt with, if at all, by the Depari-
ment of Mental Health, thé' Department of Public .
Welfare and/or some combination of private agen- .
cjes working in rather haphazard ways. The need for
Increased-planning and coordination among these
helping organlzations I apparent to éveryone, but
the means by which these ends may. be achleved«
" are not as readily evident.

No state, or even foreign country, thus far has
evolved a comprehensive human services network
capable of handling' psycho-social emergencles
- and/or crises except perhaps in times of war. While

: there is.much recognition of the need for developing

techniques of effective crIsIs intervention, there is a
paucity of Information on how-to structure such a
service with necessary network linkages. ‘An ad-
- present difficulty is that few emergency’
psycho-social services exist in suburban and rural
areas. Nonetheless, the "ideal” pattern for & broad
spectrum_human services crlsis- -emergency team
scapable & dealing with virtualiy any kind of psycho-
social crisis may be inferred from both the literature
and our experlences. 2 .

Crls,ts intervention literature makes aundantly ¢lear

* the rhany stressful events which cén have a destruc-

[

tive impact on people's lives. From this broad

- perspective, the narrowly defined ‘“psychlatric
emergency” is only one of many possible psycho-
soclal situatlons having legitimate’ claims on the
dtme attention, and funds of the Department of
Méntal Heajth and Executive Office of Human Serv-
“lces. Ultimately, it i$ less expensive to the taxpayer .
as well as more humane if in crisis situations the
necessities of people’s lives {i.e. food, clothing; shel-
ter, /protection, understandlng. etc.) are supplled
along with medical care. K

Desplte the logic in thl§ conceptlon of human
emergencies, very few geographic areas in Massa-
chusetts are at this time in a position to implement a
full scale Human Services Crisis-Emergency Serv-
Ice In most areas, generaP hospitals, pollce

9

departments, and state hospitals are the only-social
agencies open between 5:00 p.m. dand 9:00 a.m. A.
narrowly defined Psychlatric Emergency Service
would, therefore, add during the evening, weekend,

and holiday hours only counseling and perhaps
transportation to the limited services of which most
people already are aware. When the basic array of
alternative human services exlst and whére these ¥
gervices can meet Department of Mental Health re-
quirements, the geographic area. could support a
Human Services Crisls-Emergency Team of the type
to be described here as the Ideal. These teams also
should serve as laboratories for research,
generating the Information so necessary to &viable
service network.

Q@ a
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Organizational Auspices

Crisls Interventlon services typically avolve from an
organization’s percepfion of community needs, e.g.

the . 24-hour walk-In psychiatrlc services at
Massachusetts General Hospltal and the Massa-
chusetts Mental Health Center, or from a person's
inspiration around a concept, e.g. the Samarltans, a
worldwide volunteer organization formed to prevant
suicide by using the telephone as itg chief means of .
communication. As Americans on. the whole
become more psychologically sophisticated, it Is in-
creasingly common to find organizations such as
the pdlice or legal agencles adding a psycho-soclal
component to serve thelr constituency. The Boston
Pollcé Department has hired five workers to provide
social services in as many police stations. The .-
Bostoq Legal Assistance Project, a federally funded-

legal agency-for certain poverty areas, also has a
social services unit. The Eplscopal Church has train-

ed groups of bdrtenders to do crisis counseling in
Jsaverns’ and lo nges. There are undoubtedly as
many patterns for, organizing emergency services as -
there are instltutionallzed styles of human.
relationships.

¥

L)

In most areas of the .Commonwealth of Massachu-
setts, mifilmal psychiatric emergency services are .
avallable through local gollce departments, general
hospitals, and state hospitals which are on call 24
hours each day of the year. [f the -area wishes to
provide added services so as to broaden Its capaci-_ b';,i
ty to respond in emergency situations, It might "}

sponsor. hotlines run by trdined volunteers and evén
perhaps several teams which-go into the communl-
ty. However, we now have sufficlent experience to
know that such services nelther function adequately
nor last for an appreclable time unless they are

/Feceded by systematic planning which generates

32
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the support of all Important community elements.'
When these steps are taken, volunteer-operated
services frequently have proved more-available on
an around-the-clock basls than have professionally
operated ones, and they ellcit greater community
support .and interest. If a hotline format Is chosen,
the Area Board must decide whettier the service
primarily will serve adults or teenagers as the two
client groups currently prefer not to use the same
service. ' )

If the Area Boasd, Area Director, and the local com-
munity planning council determine that an expliclt
psychiatric emergency service is needed, several
models can be examined. The Massachusetts Men-
tal Health Center—a state facility—does not
ditfgrentiate its emergency clinic-in apy way from the
outpatient department. Psychiatric residents, psy-
chologists, and social workers cover the walk-In
emergency service as part ‘of their outpatient
responsibility. Assigned psychiatry residents pro-
vide night, weekend and holiday coverage.

Massachusetts: General Hospital has a well known
" acute psychiatric service operating 24 hours per day

ali year long. During.the day, it is staffed by a com-
biRalier’6f psychiatric residents, students and other
mental health professiomals who rotate between this
service and the outpatient department (a separate
service). At other times, coverage is provided by
psychiatric tesidents elther on duty or on cail to the
acute psychiatric service as* well as by other
Massachusetts General Hospital services, e.g. the

surgical service.

Union Hospital in Lynn, Massachusetts is using a
federal grant to field personnel, usually an R.N. and
a "mental, health professional,” at prominent geo-
graphical Kcatlons in the area during the day. Dr.

~ Jackson DYjlon, the former director, and one of the

nurses ‘occéasionally were called after hours: A psy-
chologist arss a psychiatric nursé make emergency
home visits whenever required in the Lynn Area.

When it is fest that greater psychiatric coverage is
needed in a public or private hospitai having an in-
patient psychiatric unit, psychiatric residents and
other mental health professionals such as psy-
chologists, social workers, and psychiatric nurses
should be on duty or on call. :

The-preceding emergéncy service models, 1.e. the
volunteer, the general hospital, and psychiatric .
hospital, have all been found workable over long
periods of time. They have the additional advan-
tages of readily interlpcking with components

- ~

. . J Y
already avallable In the soglal service delivery

- network In Massachusetts, and -of being applicable
to any geographlc area. in choosing a model :
meeting emerdency. service needs, ctommunity
planners along with the Area and Reglonal Depart-
ment’of Mental Health Offices should glve-careful
considergtlon to stich issues as geographlc scope of
the service (area v. community v, regional), ¢harac- ~
tertistics of involved agencies ‘(public, private, cen~"
tralized, decentralized, -etc.);: capacity of-existing
emergenéy servicesr to meet current communjty
needs, an capacity of existing servicés to evolve
Into the projected Human Services Crlsis-
Emergency Team model. '

As previously Stated, the desired evolution in the
local emergency service should be from a small
volunteer organization to an extended ‘psychiatric
service to a comprehensive Human Services Crisis-
Emergency Team. It should be capable of providing
coverage at a minimum, 5:00 p.m. to 9:00 a.m. on
weekdays, weekends, and-holidays. A broad varlety
of service options should range from information
and referral :to intensive crisis Intervention coun-
seling? to alternate forms of physical shelter._

g

ddeally, the Crisis-Emergency Team should be' es-
tablished as an Independent human services-
program fiscally and functionally separate from .
other public and private agencies such as communi-
.ty mental health centers. The separation of Crisis-
Emergency services. from any one organization has
generally ‘proved more effective in. fostering
cooperation and linkages with other agencies.
Emgrgency services established as an appendage
to another organization frequently have been reab-

sorbed into the parent body since emergency’ °*

programs and their personnel tend to be perceived
as an Iirritant. Not only do emergency services by
their very nature have time pressures which ditfer
“from those of all other hurian services, the tasks,’
the styles of approach, the types of staff, plus many,
other variablep alsodlffer@markedly. . e

.
e

The concept .of'the c'omp.reh‘ensive .Crlsls-Emer,-

gency Team squarely” confronts the care-giving .

system with ‘a major dilemma: Néither peopl& nor
their problems come in neat packages despite the:
valid need of care-giving persons to clearly delimit
areas or responsibility. .The Crisis and Emergericy
Team must be able to insure active cooperation-on
every level within the public human services
network, including such important organizations as .
the police, fire degartment. family agencies,

- X »

-

* McGee, Richard K. Crisis Intervention ih the Community. Baltimoré, Md.: University Park Press, 1974. See Chapter X, "Tli'ne Historical

Development of 10 Programs,”

4 N

1 A useful model would be thg/crisis intervantion center currently overseen by Howard Parad, Ph.D. in California. Client} at any level o

crisis are given the option of attending anyix intensive psychotherapeutic crisis groups. -~
. v - .4
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i ministry, business organizations, etc.' Thus ‘the some instances, it must refer clients’ to an Inpatlent
| director of the “ideal” Crisis-Emergency Team op-» service for possibie admission. Furthermore. many
; timally should report directly to the Mental, Health people-apptoach nonpsychiatric services for refer-.
| Area Director or’ in the future, to the. person ral to,inpatient facilities either because they do not -
B designated as having final responsibility for public know of the existence.of Inpatient facilities or
| human servi¢es programs on an areawide basis. ' because they feel more comfortable approaching
. - - inpatient.facllities with the support of nonpsychiatric
Program Content _ . emergency service personnel. " " . el
Extensive community resource networks often . Each area must decide whether direct access to the
* either do not exist or are not perceived a existing inpatient psychiatric unit, or indirect access via a
despite the wide variety of helping person ten- nonpsychiatric emergency service best meets the

tially available in any community.? The program ¢ k‘a%g population's needs. it should be recognized,
tent for newly established emergency services, thus though, that emergency services intimatgly con-,

probably will be limited to ‘risis counseling, aiding nected with .an inpatient. psychiatric unit,; ander
those in need of gsyohiatric hospltallzatlon -and either public or private auspices, often develop a
. forming ties wlth extsting services and agéncies. degree of trust with inpatient workers which facil-

itates the decision-making praocess- regarding

. The experlence of most exIsting, crisis-emergency hospitalization. Trust is most likely to exist where in-

. agencies has been that no matter how clearly they

AR

23, " initially, delineatéd their specially (e.g. suicides at

* the Los Angeles Suiclde@?’reventlon Center, or trained on both types of services. : .
adolescent runaway and drug- problems at Boston's An emerg service which Is part of a psychiatric
Project Place), in time they inevitably come to deal . facllity” could offer program coverage in greater
with a far wider spectrum of problems. Thus, osten- , depth and at less expense if the legal right (Chapter
sibly speclallzed psychiatric services such as the 123, Section 12) to admit-patients for 10 days of in-
Massachusetts General Hospital's Acute Psychiatric voluntary psychiatric observation is extended to
Service- and the Massachusetts Mental Health -nurses with Master's Degrees in Psychiatric Nurs-
Center's Walk-In Clinic added - staft socia) workers ing, soclal workers with Master's Degrees of Social
rot only~for their tlinical skills, but also for their Work, and licensed psychologists. '

abilitiés to mobilize the I&rger environment. It is like-
ly. therefore, that crisis teams Inltlally established
7 with narrowly defined responsibilities to psychiatric
patlents iflevitably will evolve into more broadly con-
ceived Human Servlcés Crisis- Emergency Teams.

Although this may seem a radical suggestion, in .
~many mental health centers the current practice Is
to-ptovide nurses, social workers and psychologists
with master's degrees, 10-day voluntary commit-
ment forms presigned by a psychiatrist. It is rec-

' It the area decides fo 'design a nonpsychiatric ~ ognized that persons thus trained -are as able to
emergency program, a number of Massachusetis . judge the necessity for hospitalization as those psy-,
agenciés have the relevant experience and capacity * chiatrists who may have less experience, JMoreover,

. to train personnel for these types of services. For the police already have the power to brlng persons
example, 735 Inc. in Melrose and Project Piace Iin to hospitals for involuntary psychiatric observations.

g Boston have highly developed teen and drug It is a virtual necessity- in their daily work even
counseling hotlines; and the Samarltans a world- though they are hesitant to use this power. In the
" wide volunteer suicide preventlon group ased at light of these realities, legal recognition and protec- '
. Arlington Street"Church in Boston, use ho@es and tion should be extended to the highly trained mental
“befriénding". to aid’ those in trouble. Th agen- - health personnel who are expected in the course of

-the -otheragencies necessary to fulflll organlzatlonal .tion. This legal right should adhere to a specific
ob]ectlveS“ "Department of Mental Health job slot or furiction

and would be extremely useful in rural and subur-
Dr. Jon Gudeman, Director of Qutpatient Servnces at .
the ‘Massachusetts Mental Health Center, has a’ ban areas where immediate evaluation by a

« ¢ies also can tei\?t!\‘& art of negotiating links with their jobs to admit-patients for involuntary observa-

" differing viéw. He has olservéd that any emergency “designated physician” often Is not possible. '
< . _ service, e.g. 'police, hotlifies, ‘and  suicide centers, The need to adequately protect the civil rights of
not directly lirked with aa inpatlent psychlatrlc serv- persons who may become patients must receive thé

“ice functions at a dlsadv»antage since, in at least - highest priority under existing as well as proposed

- a JUTI . v

S

- 'Jackson Dillon, M.D., tormerly of.Union Hospjtal in Lynn, won the American Psychiatric Agsociation medal for the emgrgency services

" . which he directed In the-San Joaquin Vdlley of California, an area geographically comparable to Massachusetts. Dr. Dillon ‘strongly ad-
votates organizing an emerggncy service from its inception by meeting with aif important community e|ements especially the family
agencles, nne department, police, business organlzations~mini§try“etc ®

? Curtis, R. Team Problem Solving in a Soclal Network, Psychiatric Annals, Decs 1974, ot . .
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patient and emergency service workers have been . -




procedures. Emergency service personnel, whether-
operating from-a ho5pital or a nonpsychiatric serv-
ice, must routinely inform both the prospective
patient and any other interested parties such as
family and friends of the prospective patient’s clvil
rights. Moreover, all persons with the power to ad-
mit patients for involuntary observation should pass
a -course on the-civil rights of patients and then be

held legally accountable for insuring that these civil

rights are protected.

A nondiscriminatory admissions and treatment
policy can be maximized in practice by appointing a.
person from another agency (preferably legal) to act
as patient advocate for-all psychlatric programs
‘licensed by the Department of Mental Health In a

mental health area. The Mental Health Legal Ad--

visors established. under Chapter 221 could serve

this purpose. The Advisor's name; telephone num- .

ber, and functions shouid be posted conspicuously

and clearly in every admitting room and inpatient

ward of Department of Mental Health-licensed

‘faclllths. In addition, all emergency service per-
sonnel’ should be legally required to give each

prospective patient a card bearing:the patient ad- -

vocate's name, phone number, and functions.

" Each area emergency service, whatever its organi- -

zational auspice, should be required by regulation
to document every request for service whether
made by telephone or in person. The disposition of
each such request should be adequately accounted
for In .a recordkeeping system. If the applicant for
emergency service Is referred to any othef human
services program, e.g. an inpatient or otitpatient
mental heaith facility: or community residence, that
_program and a specific person on its staff must be
designated as agreeing to assume further respon-

S

sibility for the applicant. ) .

Any therapeutic modality deemed appropriate,” by
.. both- Area Board and Department of Mental Health
-standards, may be used as long as the patient signs
a written- agreement consenting to the specific type
of treatment or emergency plan. This agreement
should 4be reaffirmed when any new modality” or
location ! of treatment is undertaken unless that
patient is physically dangero%u\s to self or others.

All personnel working for an aréa emergency serv-
ice should possess identification such as a badge
with personal photograph which is recognizable to
Department of Mental Health ‘personnel in any of the
area's other services, i.e. inpatient, outpatient, par-
tial hespitaltzation, community residences, rehabil-
itatiohr programs, geriatric, children’s programs, and
consultative and educational services. A request for
patient service by staff of the emergency service
should “take priority over other responsibilities such’
as staff meetings.

~ Staffing Patterns

Personnel operating an emergency service should

i

0 s o

possess th’é' skill, eXperﬁénc'e.'_a.hd language fluengy
_appropriate to.the service’s -cllents. ‘This Is most

readily Insured when staff féflect the characteristic
of the population 4s a wholg In terms of sex,iso¢lo-
economic background,-and-edugational attainment.
Thus, the team members should Include” men and

_women, and as many persons as possible frorn the .
-et‘hnlc, raclal and/or language groups served. As a

corollary, clients should be-given thé cholce of
meeting with staff possessing the characteristics
meaningful to them. . . -

“If the emergency team, is to function as a true Hu- '

man Services Crisis-l:Jm'ergenc,y Service, it should®

be staffed so that at least one member of the team

is: ‘

* Able to relate to children~apd teens. .

¢ Knowledgeable i suicide prevention techniques
and able to consult with other staff mefmbers on
them.- o S C

» Recognized by the community as being one of its
own (i.e. from the culture belng served).

e Familiar with women's special problems: such as
rape. ' : : :

. KnoWIedgeablefabout the civil rights of persons :

needing emérgency help. o
« Personally experienced in mental hospitalization
(outpatient treatment is not a substitute). '

» Sophisticated in treatment of alcohol and drdg ‘)‘
. problems. . :
~ '« Knowledgeable about geriatrics. o

The team should also possess the skills cited in U.S.
Public Health Service Publication 1477 as par-
ticularly valuable to emergency services, i.e. maturi- -
ty, capacity for- warmth and empathy, trainability,
and some experience If life. Staff also must have
demonstrated capacities in their lives for initiative,

- independence, and judgment (scholastic achieve-

ments are not necessarily indicators of the above
characteristics). In order to insure these capacities,
it will be necessary for the Department of Mental
Health to evolve job-related- screening procedures
which measure these attributes. '

The range of individuals among whom necessary
skills can be found include volunteers, profes-
sionals, and other pald staff. Most hotlines are staff-

. ed largely or wholly by volunteers including ex-

tremely dedicated professionals who provide every-
other-week, round-the-clock coverage. The obvious
advantage to a »yolunteer” staffing pattern is that
costs ‘are minimized even though training is re-
quired. The service can thus provide expensive
coverage at minimal expense. On the other hand, it
may well be necessary to have additional volunteers
on duty simultangously so that they can pool their
knowledge and emotional strengths In dealing with
crisis situations. ' :

Staffing an emergency service with professionals is
expensive but, on the other hand, these. personnel -
do not need additional training and they are capable

§
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of making reasonably app'ro‘ﬁ?riate decisions under
stress. Ann Fried, Director of Casework Services at

+ Family Service Association of Greater Boston, Inc.,
~-»¢xas,;_@i%h;nany years of experience with both
profess nd volunteers. She suggests that the

: rofessionals is their trained

ability to discriminatg t crises they can handle
directly and which they sholid;refer. She estimates

“that it takes a minimum of two.Yvars to perfect this

judgment as well as to fully differentiate one’s own
' needs from those of the\,cllent' However, she
acknowledges that the highly fba[ned volunteer can
be as useful in a particular situ%n as the pro-
fessional. o M‘M

",
Nonprofessional paid staff is a third staffing option.
Most hotlines use some nonprofessional paid s
who coordinate and fill in those time slots left un-
* covered byithe volunteers. Such staff often develo
specialized skills beyond those of the volunteer and
even those of highly experienced professionals. For

example, drug emergency teams are often much
better able to cope with related cns:s\maa@rpsy-

chiatrists.and social workers who are unfamiliar.with -
this po’pula}?,n and unaccustomed to making.

" decisions witifout the security of an agency Struc-
. ture. Nonpréfessional paid staff are common on
most psychiatric hospital wards, and studies have
shown that some attendants have more understand-

©

than do the professionals, —

Unfortunately, the people who make decisions (such
S Area Directors) tend.to be upper-middie class
rofessionals, and they may exhibit a class bias
against, or at the very least a lack of understanding

N of, the nonprofessional’s capability. Yet, with the ex-
; cep ion .of the drug- gulture which is also middle-
class at least un |ta servnces middre-mnddle Iower-

{ing numbers of people at differing
times. Therefoxa, the emergency service team must
have ‘an on-¢ II backup group composed of
volunteers, consyltants, and other resource people.

- Hotline emergency services find it necessary to have
on duty a minim of two-people and preferably
four at all times. The hotlines operated by such
agencies as Project\Place need two people just to
cover the telephones,\but psychiatric clinics such as

those ‘at Massachusetis Mental Health Center and -

MassachuSetts Genera Hospital's Acute Psychiatric
.Service often “make-doX With only a secretary since
the psychiatric -resident\ is frequently on call in
another part of the hospi l. To a major extent, the
economics of the situation\will dictate the type and

amount of staff time availab

Facilities

“homeli

ing for and bette? technique with selected patients’

L

The- physical setting ost appropriate to an
emergency service is obviously where the emergen-
cy is occurring, with the\option of removing the
client to a calmer environment if necessary. Thus,
equipment such as beepers, mobile units, closed
circuit TV, hotlines, etc., are considered as impor-
tant as the physical facility itself which should be
rather than institutiognal. Many people
n more distressed in an institutional set-

become
ting; indee
setting whe

atmosphere, comfortable chairs,
rugs, plants, pictures, etc.

refreshments,

emergency service; therefore optimally shoui
body both the sense of order and security conveyed
in the best of traditional settmgs and the feelings of

~ warmth and emgathy found in the best of non-

traditional settings. Emergency services are oper
ated in each of the followmg settings, and research
on their unique advantages and disadvantages
would be of great value.

1. General hoespltal emergency rooms, provnde im-
mediate medical care, but the psychlatnc staff
and their clients tend to.“clutter up” space and
clash with the medical staff. Use of other space
in a general hospital is useful; on.the other
hand, many people will not use a hospital
emergency service that defines them as “sick.”
Nevertheless, many emergency services pro-
vided in general hospitals are covered urider
medical insurance plans and, thus, are fiscally '
solvent. The Massachusetts General Hospital-
Acute Psychiatric Service is an example of how,
this model shouid function optimally

2. Mental health centers permit many emergency

problems to be paid .for as "“medical” in
character, but again many people will not seek
help under these circumstances. Alsd, it is
harmful to define people as “sick” whén their
crisis is related to the fact that they are .
destitute, etc. Massachusetts Mental Health
Center's program is a gOOd example of how to
provide emergency services in this type of set-
ting.

3. Counterculture settings often provide a warm,

intimate. setting, but only for members of the -
counterculture. Older people, for example, are
often frightened by the apparent lack of or-
ganization, pictures on the walls, etc.. Where a
large effective counterculture group does in-
deed exist, such settings are useful and should
be considered eligible to receive state con-
tracts, for example, 735, Inc. in Lawrence.
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. It is almost impossible to estimate ihe costs for a

' spects serve as working models have not costed out

4. Clergy and p\ollce. statlons have devoted:
. followings who initially bring all of their prab- -

lems to these caregivers since they are perceiv-
ed as naturat emergency service personnel. In
fact, the Boston Youth Activities Commission
and the Boston Police currently employ social
workers in police stations. ' .

5. Hotlines located In Independent facllitles such
_as the Arlington Street Church, Boston, are very

useful when they inclutle adequate private:

space for discussions with applicants, and
accessibility to medical, legal, and police help.
Unfortunately, these facilities are also the
hardest to fund and maintain since they rarely
can charge other groups for the services which
- they deliver. Good examples of hotlines are

Samaritans, Inc. at Arlington Street Church and

Project Place, in downtown Boston.
Costs h . .

comprehensive psycho-social emergency service as
relatively few such services exist yet and none are
comparable to any other. Moreover, even existing
psychiatric emergency services which in many re-

- their services in a fashion useful to others. Thus, the

i

y

-

following data-are suggestive rather than definitive.
The Massachusetts Mental Health Center’s 24-hour

. walk-in service also serves as the outpatient depart- .
- “ment. It antjcipated Fiscal-Year 1974 expenses of

approximately $220,000 for an estimated 7,150
patients, 10 to 15 percent of whom are-classified as

' emergencies. On this basis, $33,000 a year is ex-

@

pended for 1,073 emergency patients, or a cost of
$30 per patient visit.'

The Accounting Department of Massachusetts Gen-
eral Hospital does not break out costs by clinic,
service, unit, or standard figure per square foot. It
estimates that the Acute Psychiatric Service costs
$250.000 a year to maintain after income and
grants.? The average cost per patient visit is $47
regardless of whether it is to the surgical, medical,
or psychiatric.service. - - .

. .

Project .Place has a very detailed accounting system
which has determined thatthe Place Van Emergen-
cy Services, a van staffed by trained ambulance
technicians, costs about $133,000 a year to‘operate.

Project. Place’s housg for short-term care of run- '

away adolescents runs about $128,000 a 'year.A_Bo,th
‘of these Project Place services use about 10 percent

volunteer staff while the hotline, “Place .

“

-

-

,

. Switchboard,” uses 60 percent voltinteer staff. The

hotline costs approximately $85,000 per year.? .

rd .
The Lynn Union Hospital Psychiatric. Service has
asked for a total of $280,000 for Fiscal Year 1975 for
emergency psychiatric services. Of this, $212,000
would be for staff salaries and fringe benefits for two
nursing coordinators, five R.N.'s, four mental health

professionals, i.e. LPN's, and two mental health -

workers.

The Lawrence Area Board is requesting three full-
time Bachelor's Degree Social Work staf_f\a-nd‘one
full-time sécretary to add to' the Social Service
Department of Bon Secours Hbspital. These work-
ers will provide additional 'day-time and on-call
coverage, 24 hours a day, seven days a week. The
approximate costs for the first year of the Lawrence
system are listed ip Table 2-4. ,
Given the inflationary- cost of llving and other im-
ponderables, it would be foolhardy to anticipate the
cost in several’years of the ideal human services
crisis-emergency network operating on an areawide
basis. Yet, it is reasonable to assert that the cost will
be less, both. financially and emotionally, to each
citizen when a human 'services crisis-emergency.
network is in place to resolve psycho-social
emergencies.

-

Income Sources - - - -

_Existing emergency services are financed in part o

wholly through a combination of funds from foun-
dations, trusts, state and federal government agen-
cies, charities, third-party payments, and donations.
More specifically, the Massachusetts General Hos-
pital's - Acute Psychiatric Service, as part of a
medical facility, is able %@ollect third-party.
payments. This service also réceives grants; the rest
of its costs are defrayed by the Hospital Corpara-
tion. : . ~—

During Fiscal Year 1974, Project Place received
designated monies from the National Institute of

Mental Health, the Massachusetts Depar}tﬂem,ab -
epartment of,

Mental Health, the Massachusetts
Youth Services, the Massachusetts Divisign of Fami-

.ly and Children’s Services, and six foyndations and

trusts. It received unrestricted -funds from 12 trusts
and foundations and various churches,: religious

groups, corporate contributions, private donations, s

payments for services, and “miscellaneous.”

. g
The Massachusetts Mental Health Center is a state *..

facility so that most of its income is from public
funds yvhich covers staff salaries for those operatin

~ 'Information given by th@lness Oftice of the Massachusetts Mental Health Center, Ms. Catherine Hurley, Business Manage?.

2 information given by M- Phillip Lenz, Administrator for Psychiatric Services at the Maséachuségts General Hospital. .
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. *information given by Project Place Treasurers Tracy Barnes and Stanley Phillips.
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Table 2-4, Lawrence Area Emergency Servuces o

Approxnmate Frrst-Year Costs -

>
-

™

T o  Mass. Department
Year 1 of Ment#l Health
Staff $43,240.0Q
Equipment and Overhead 1,910.00
Supplies - 300.00
Total First Year Cost *  $45,450.00
Percent N

68%
. .

the service. The Lawrence Area hopes to.combine a
state grant with income ftom a local private hospital
to maintain emergency services :

When the nation's economy is functiomng well an .
emergency Sservice can derive or supplemenwﬁf

. revenue through grants obtained from federal, s 'a
or private sources. Slmilarly, contributions and
donations are mare apt to be forthcoming when the
general population feels financially secure. Unfor;
tunately, grants of all types, contributlons aqg_
. donations tend to “dry up"” during economic reces-
sions. Ironically, times of economic recession are
the very ones %en heavy demands are placed on
emergency services. State Civil Service job blocks
provide a more stable economic base for emergen-
cy services ayid so perhaps should be. the fiscal .
foundation. Grants and other fiscal sources could
then be used as supplemental income sources. It is
~hoped that insurance companies will soon develop
necessary actuarial tables so that emergency serv-
ice costs can be reimbursed tp clients through such
carriers as Blue Cross and Aetna. It also i§ hoped
that emergency services themselves will become the
principal beneficiaries of trusts left specifically for

thesene&ds . o

o3

existing crisis-emergency services.
“should be directed toward any or all of the following:

~ Bon Secours o : _
e Total Cost"

.o Hospiltal
© . $14,320.00 $57,560.00
6,875.00 © 8,785.00
280.00 580.00
. $21,475.00 - - $66,925.00
100%

32%

Research Recommendations

No state or country has yet devised a systemwide
network of emergency psycho-social services, and
no systematic comparative study has been made of
Research

* The organizational structure of crisis-emergency
teams relevant to given demographic conditions
and internal team structures. mos} conducive to
productive work. :
Program content according to types of activities
‘most’ utllized by the public.

Types of ;ob related skills and personality
charactefistics * most useful -in crisis- -emergency

~_team memb

‘Comparativ studnes oftypes of facilities and thelr )
effect on seyvice delivery and studies of com-
parative stress-relnef experienced by people in.
crisis.”

Comparatwe costs related to amount.and kinds of
services delivered by different organizational
structures, specifically, volunteers compared to
nonprofessnonals andprofessionals, .
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Service 3: Ambulatory Serwces
‘vw\

The services traditionally labeled. “outpatient.-.ar
now more frequently being termed “ambulatory ?\
emphasize the mobility of staff providing them and
clients receiving them. This development clearly is
part ofrthe larger trend toward service decentraliza-
tion. Just as we are moving away from providing in-
patient services in large -state hospitals, so are we

2 evolving new patterns of ambulatory care in con-
venient and accessible locations. Rather than benng .
concentrated in central facilities, subarea, munic-
ipality, and even neighborhood sites now are beirig
utilized for this purpose. As a consequence of this
development, the target populatlons for .agencies
providing ambulatory serviges may be as low as 10,-
000 people. The trend towards decentralization
shows no signs of abating and, therefore, fresh
organizational choices for structuring ambulatory
care are increasingly feasible.

Orgamzatlonal Auspices
The largest volume of ambulatory services
traditionally has been provuded by state-sponsored

“clinics. and community mental health centers.
Probably the fastest growth in terms of client volume
and fiscal expenditures is occurring, among private
sector nonprofit and priyate proprietagy organi-.
. .zations. This is due to theFihcreased willingness of
“the public sector to contract with the private sector
rough purchase-of-service agreements as well as

e growth of third-party> payment mechanisms.
‘tly establlshed procdedures to utilize the
Medicaid program for reimbursing local clinics for
various yaental health services will enable many
more agenhgies in the human services system to

provide addi onal ambulatory treatment or counsel-
ing servicess N

L ]

rious socio-economic and ethhic
%hnc settings tend to favor cerfain

Since people in &
groups and geogra

types of agencies, growing diversity of helping
. /yesources is a mosk positive development. Am-
ulatoyy care can be gppropriately sponsored by

S

- general hospitals, compreghensive community men- -
tal health. centers, social ‘gervice agencies, neigh-
borhood health centers, seftlement houses, univer-
_sities, and similar agengies. It is not- the
" organizational auspice whjch crucial but rather
the nature and quality of the)\service rendered.
Pr@llferatlon of ‘the ambulatory ‘care network has
malor implications for procedures whereby program
coofdination can be insured. An affiliation contract
is one method for facilitating interagency com-
munlcatlon and the detdils of this arrangement are
described in Section IV. o A

N\
\_ .

! Nat:onal ldstitute of Mental Health Definitions of/’l’erms ln Menxal Health, Alcoholism, Drug Abuse, and Mental Retardation, Department "
74-38, 1973. pp.36-37.

of Heaith, Educatnon and Welfare Publication NG. {

\«.
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: 'tr|c often'ders
g h the Gp

- Clinics pragram of - the» Deparymémntsang Mel’ﬂa .
Health's Divisian of Legal Medicine® 'l.',hl”rty* such,
clinicg are now 0 atnng throughout the st ey ‘\ f

P A
o N
Program Content . R,
Ambulatory care may be consndered as including a 7
Varlety of services designed to achlevethe following <

. Keep|ng the “client functionlng and t of_ a P
_-hospital setting; el . "
¢ Fostering . client rehabllita- ~and/oM‘.;
chological growth; S

. e cllen

Assisting the. family as part of :
‘\\pm.b-lém solvnng, .

* ldentjfying and treating more Iongstandlng_
problems of the client and his/her family;

» Working with a variety of other communlty
_caregivers with a focus on the client; and

o Linkihg with other community systems to improve
the quality of life by modlfylng envlronmental con-
ditions.

‘Ambulatory care can be categonzed1 into three ma-
“jor types: (1) information, screening, referral; (2)
problem evaluation, examination, assessment; and

(3) treatment or counseling services. These services
should be delivered within a philosophy of outreach,
prevention, .and early identification with the
strongest emphasns being placed on the idea of in-
volving clients and their families in the process. At
various stages, including diagnostic, treatment plan-
ning, and review conferences, the clients and their

- families should be told the details of what is oc-
curring. o » '

1. Information, screenlng, and reterral ‘services
relate to the availability, linkage, and recipient's
eligiblity or suitability for the programs of the
agency or other agenmes The component parts

are:

. Informatlpn services provnde data about the
availability of crisis intervention, 24 our.] -
emergency (no/n-face-to-face) services, nd

- similar activities;

* Screening, which mcludes suntablllty ‘deter-
mination, is a service intended to provide in-
formation about the availability or eligibility of
a person for another ‘organization's services;
and preliminary assessment, i-e. delimitation
of the type and extent of the problem of the
fhdividual seeking help by persons competent

to make such judgments and

@B
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* Referral serviges direct, guide,. or link the

recipient to other, approprIate communlty
resources. -

Problem evaluatlon, examination, and a’ssess- '

ment services identify the detailed. nature and

- extent of the recipient’s candition and formulate -

a plan, for services. The different kinds of
evaluatlon are defined below:

Q‘}, «: Psychiatric evaluation is the psychodiagn05tlc

process, including a. médical -history and
mental status which notes the afjitudes,
behavior, estimate of intellectual func dning,

memory functloning, orientation, and an in-
“ventory of the person’s assets.
* Psycho-social evaluation is the determlr;latlon
of the social situation of the individual related
" to family background, family interaction, /liv-
- ing arrangements, ek/
economic problems, ation,

»

treatment. ev.

and statement of future goals and plans.
* Psycholagical evaluation and testing are:the
evaluations -of , cognitlve processes and
emdtions and problems of adjustment in in-
dividuals or in’ groups through interpretation
of tests of mental . abilities," aptitudes, in- -
terests, emotlons _motlvatlon and personality

body, noting observations and findlngs sup-
plemented by diagrosis if indicated.

¢ Neurological evaluation is the e)ﬁaminatlon of
the central; peripheral and sympathet|c ner-
vous system) noting observations_and find-
"lngs supplemented by diagnosis if indlcated

3. Treatment or counq‘éllng services relate to the.

- reduction of disability or discomfort, ameliora-
tion of "signs and ‘symptoms, and changes in
~$pecific physical, mental; or social funct|oning

a

psycho- or sggio- .

‘There is (need for congiderable fléxibility in,

upon-specific circumstances they may include:

¢ Individual treatment or counseling such as
supportive psychotherapy, relationship
therapy, existential therapy, play therapy,
hynotherapy (with or without the use of

# drugs), and casework.

¢ Behavior modification through systematic
.application of learning theory and principles. -

carL&%g out treatment services and depending

* Collateral treatment or counseling .of the -

" patient through interviews beyond the
diagnostic level ‘with collateral -
without the patient necessarily present
although the patient's approval‘should be ob-

tained as a matter of good clinical pract|ce _

and ethlcs

., tacts and

TSN

e Couplé therapy of intimate partners whether
‘married or unmarried, ‘but excluding other
significant family members children,,,, or
siblings. »

- o Family treatment or counseling applied to the )

family as a unit. !

s Group treatment or counseling includlng
_group psychotherapy, encounter, group-pfay
“therapy, and psychodrama. e

~ * Chemotherapy including tranquilizers, anti-
depressants, anticonvulsants, sedatives, etp

- »  Social system psychotherapy involving “cone-
relationships "between . family -

-members and non-family members to include
+ in the psychotherapeutlc situation "any *
" number of persons who are reIated by either.
kinship, friendship, functional’ relatlonshlp, or
community residence.™

ln addition to the foregoing types of ambulatory
-
e

are, theretis a special format that is used for psy-
hiatric work in. caurt settings. Court clinics were

. origihally mandated: to provide psychiatric services
to couris and dla‘gnostic and treatment sérvices to

offenders before- courts. This.broad, charge has
allowed for an weverdeveloping® scope of services
over .the past 16° ‘years. Thus, the servicés now

s

persons . .

. the cour

" amd programs involved in the welfare of offenders:

Staffmg Patterns .

_provided by c[ourt clinics include the followmg .
Mental eXamlnatlons aé |ndicated by iaw of in-

dividuals referred by the court.

Y
~

Tt

Evaluations of offenders upon request of the court ..

as an aid in planning for their rehabilitation.
Consultation to judges and. 'probatlon offlcers in
legal-psychiatry matters. o8

Psychiatric treatment and other rnental health ser- )

vices to- ylendefs and thelr famllles referred by
Sharing " professional knowledge in probation-
clinical conferences fomncreaslng acumen in thie
difficult tasks of managing and helplng offenders.
Consultation and evaluation services, when re-
quyested,
fachities of offender rehabilitation.

Keeping functlonal case statistics and provid|ng
reports and- evaluations to the court about the
clinic’s fu t|oning relative to the court’s needs.

.« Maintaining- working relationships with mental

heaith and other community agencies, facilities,

v

.

Differing skill .levels are required for the various
“ambulatory services “described previously. Some

]

. C
« basic training.-As these distinctions have become
incorporated within job functions, several staffing

ervices require highly trained specialists, others
an be performed adequately by persons with only a

' Patterson. E. Social System Psychotherapy, Mental Health Digest, vol45, No. 11, November 1973. P. 49. -

>
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to court-sponsored programs and -
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trends have become apparent. Such highly trained

! personnel as psychiatrists, psychologlsts, social
workers, psychiatric nurses, and occupational
therapists are taking on more consultative respon-
sibilities in addition to treatment and community

lialson functions. This trend is consistent with the

o thinking of some that staff should nat provide.con-
sultation and education, unless they also have

clinical responsibillties.

Another staffing trend is the use of paraprofes-
sionals in treatment roles and jas community
development specialists. A related trend Is the use
of volunteers for primary prevention and direct
treatment services with staff specialists-in arbackup

people are most effective and should be recruited to

work within their own social network. This staffing

pattern obviously necessitates_ special care in the

‘ use of confidential ‘information. Nevertheless, .the

»considerable talent available in local nelghborhoods

* represents an untapped resource. For example, in

the Taunton Area and in the Blackstone Valley Area,

one-third to one-half of the many mental health
volunteers are professionals in other fields.

~ An addltional séurce of manpower for mental health
" centers is their “former clients. Such persons,
traditionally underutilized despite their unique sen-
sitivity and awareness. of key concerns, could be
trained to perfory a range of important functions,
e.g. ‘home visiting, orientation to trea , and
assessment procedures.

As a variety of caregiying petsonnet and volunteer
teams ‘assume "broader treafment/functions, psy-
chiatrists are being freed t6sp ze in more com-
plex therapeutic roles as well as the supervisian of
chemotherapy. Administrativé tasks similarly are
, bemg performed by a variety of disciplines and
medical skitls are being concentrated in'those areas
of care where it is essential. :
Staff should be deployed in a variety of ways to in-
sure physical and psythological accessibility to per-"
sons in need. Thus, in all clinical settings, there
] should be an appointment system, evening hours on
a regular basis, a walk-in service for persons unable
to schedule prior appolntments and a 24-hour
telephone service. Specific’ patterns for effectively
deploying staff are described best in relation to
whether the catchment area is urban, suburban, or
rural in nature. The following examples of existing
! Massachusetts programs are presented as points of
. reference and not as ideal models to be blindly
emulated o

' Urban Ca | g
The Cambridge-Somerville Mental Health .and

Retardation Center combines centralized services at
Cambridge whiospital, Cambridge Guidance Center,

capacity. Agencies empioying paraprofessiondls
and volunteers have’found that local neighborhood-
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‘and Somervllle Guidance Center with those which
are increasingly neighborhood-based. Mental health
services at the neighborhood level are integrated in
neighborhood health centers, muilti-service centers,
ahd with such other caregiving agencles as schools,
settlement houses, etc.

The population base for nelghborhood programs is
15,000. When {ully operational, staff deployed at the
neighborhood level will include two parapro-
fessionals, one psychiatric nurse, a one-half time
soclal worker, a one-third time psychologist, & one-
fifth time psychology student, a one-third time psy-
‘chiatric ' resident, and a one-quarter time ‘psy-
chiatrist. Although these personnel will operate
within comprehensiveé health and human services
centers, nonmental health staff of the centers alsa
will provide appropriate mental health services. As
+ this staffing pattern evolves, ambulatory teams also
will be based in central facilities with each team
covering twa neighborhoods of 15,000 people each.
The staffing pattern for these centrallzed subcatch-
ment area adult services should include, one social
worker, a one-third time nurse, a mental health
worker,~a psychiatric resident, one psychologist,
and vabious students. A -similar pattern would be

required for children’s services.

All staff would function as generalists as well as
specialists: For example, the psychologist would be
responsible for the overall care of a number of
- clients in addition to doing psychological testing of
other clients when necessary. Paraprofessionals
employ generic mental health skills and perform a
" range of functions inctuding psycho-social evalu-
ations, individual, group and family therapy, and
consultation and education. Naturally, the more
complex functions are performed only after training
and experience in the human services field.
Collaboration and consultation with a wide variety of
other caregivers are stressed, including youth
workers, social welfare workers, teachers, etc.
. Students and volunteers in a variety of disciplines
aiso are used to provide services. .

Some staff are based centrally to serve people who
prefer the arfonymity of that setting and who do not
have a transportation problem. Staff with special

* capabilities also tend to operate from the central
base. The ambulatory program In this. model is
linked to the.lnpatient program with the principal.
therapist bften contlnmng in that role even when the
client is admiitted fqor inpatient care. On some bc-
casions staff in t&?ﬁ'patlent program provide after-
care when clients-4re transferred-to the ambulatory
setting. . -

Suburban .- e

An example of a suburban ambulalory program is
that conducted in Danvers by Liberty Street Asso-

ciates, a private, proprietary corporatuon which:

provides servuces through contracts with various

€

o
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human services agencies and directly to the public
as well. Although It does not serve an entire catch-
men{ area, this ambulatory program model is novel
in terms of its sponsorship and treatment approach.
Although only the ambulatory service is described
here, Liberty Street Associates offers a variety of
services which collectively comprise a total delivery
system. Two administrative staff operate the entire
program, and additional support is provided by
secretaries and accounting staff.

At present, a variety of ambulatory treatment
modalities are offered by the equivalent of 12 full-
time highly trained staff representing a variety of
behavioral sciences. A staff approximately double
this size weuld be needed to provide complete am-
bulatory service to a population of 100,000 people.
Since personnel are selected on the basis of talent
and ability rather than discipline and credentials,
all are paid at the same rate by Liberty Street
Assocjates. : .

The treatment emphasis is on the client’s family and
social network, an apptroach with both advantages
and disadvantages. Social network therapy takes
considerably more time than individual counseling,
but the staff considers this modality much more
effective and long-iasting in its benefits since staff is

- intensively involved with client and social network

’

change. Prevention is, of course
benefit. .

Personnel are on call 24 hours Ber-day. seven days
a week. Agency facilities are open all day and in the

‘evening. New clients are not arbitrarlly assigned to

staff. Instead, following the evaluation process, the
ciient is matched with the therapist most able to
meet his/her ynique needs. Staff are allowed to use
a combination of modalities. and services in
assisting individuals and their families and are con-
tinually being trained irf various special techniques.
Among the treatment options offered by Liberty
Street Associates to ambulatory clients are a Day
School program for children of a family in therapy
and a Life Skills program which is recommended in
conjunction with active counseling. There is also an
Activities program operated by three staff for
children in groups of six to eight. :

Small City, Town;-Village
An ambulatory program model relevant to smaller

* geographic settings is that provided.in the Taunton

area. It emphasizes social network therapy by

operating through decentralizedmeighbw -

problem-solving or human services centers serving
self-defined neighl;o/rheoﬂ% of 10,000 -people or
less. Although some may contend that this model is
only appllc/ab{é/to rurai areas, it is worth noting that
even urban or suburban settings often can be
demarcated in ternis of neighborhood locales of

" 10,000 people.

, also a major

-
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The staffing pattern utllized in one of the nelgh-
borhood-based human services centers serving 10,-
000 people Is one full-time director, who Is often a
lparaprofesslonal. and one profgssional community
nurse. Ten volunteer counseling teams

‘used with four volunteers on each tean)’ Up to 30
addltional volunteers participate In vdrlous ca-
pacities. . Approximately 80-100 volunteers, thus,
are used in each center program, each person
working an average of three hours per week not In-
cluding training and other meetings. This staffing
component should be multiplled by approximately
10 to staff an area of 100,000 people. °

In addition, there are clinical staff based in the
Taunton Area Office. At present, these include one
psychiatrist, one psychologlst, and one nurse. Ideal-
ly, area staff should include two psychiatrists, two-
to-three senior* psychologlsts, two-to-three .junlor
psychologists, and two community nurses. Area Of-
fice staft also includes one area director, one
assoclate drea director, three research assistants,
and one to two secretaries, all of whom are heavily
involved in conducting training programs fof area
staff and’ volunteers. Most of the area clinical staff
work out of the neighborhood centers with special-
ized staff based in the Central Office to serve the en-
tire area. The very large volunteer program now in
operation requires that training be an active and
continuous process.

Many of the services are being provided by
paraprofessionals and volunteer staff with pro-
fessional staff assuming consultative and speclaliz-
ed treatment roles including medical supervision
when necessary. It is estimated that 50 percent of all
ambulatory services being provided in this area are

given by trained volunteer staff. .

s

Court Clinics

The basic staff for each court clinic consists of a_

psychiatrist, social- worker, psychologist, and a

secretary. This model is expanded when necessary

and feasible to include other appropriate personnel,
such as social work students, psychiatric residents,
and community health nurses. The programs vary in
size from the smallest clinic-€onsisting of a psy-
chiatrist to the largest which includes four psy-
chiatrists, nine psychiatric residents (part time), six
social workers arid four social work students, two

psych/ologjsts,/and two secretaries.

Facilities . -

Facilities- of both a centralized and decentralized
type are needed for ambulatory services. Central-
ized settings are highly visible to clients and funding
sources. They are attractive to clients shunning
service in their own neighborhood. Wheh linked to a
hospital, centralized facllities facilitate
. referrals and third-party reimbursements.-

29
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Decentralized gervices are becoming, Increasingly
common due to thelr accesslbility, e.g. Boston State
Hospital's Nelghborhood Service Center. The shar-
ing of conimon facliities with other human services
which practice within neighborhood setfings has
followed three models:' (a) psychlatrist as con-
sultant, e.g. Mattin Luther King, Jr. Nelghborhood
Health Center In the Bronx. New York; (b) mental
health service operating Independently within a
neighborhood health center,
Neighborhood Health Center, Denver, Colorado;
and (c) mental health service operating as an in-
tegral part of the comprehensive health center, e.g.
Boston's Roxbury Neighborhood Health Center
and Jamaica Plaln Family Lite Center. Mobite units
can operate out of central ortsatellite facllities, par-
ticuiarly for home visiting programs. -

Costs . ,
The staffing patterns .described previously must be

- costed out both forstaff salaries and tringe benefits,

which approximate 80 percent of the total budget,
and for other expenses. Additionally, staff assigned
to other units may also participate in ambulatory
care.

Urban -

The Ambulatory Team of the Cambridge-Somérviille
Mental Health Center is responsible for providing
services at the neighborhood ievel and, therefore, is
stationed in various community settings rather than

"in a central tacility. Each team serves a populationmo/

about 15,000 people; approximately six such teams
are needed to serve a popuiation of 100,000. Suych
staff and their average annual salaries are indic;'{ed
in Table 2-5. ‘ .

In -addition to this basic staff. three ambulatory
teams are based in a central facility, i.e. Cambridge
Hospital, and linked to the neighborhood teams.
Each centrally based team would be aligned with
two neighborhood teams; together they provide the
totality of ambulatory services to their combined
populations of 30,000. In an area of 100,000 people,
three centralized teams would be comprised of the
staff as indicated in Table 2-6. '

The cost per year for six neighborhood teams at
$41,900 each totals $251,400; three central teams at
$85.400 each totals $256,200 for a grand total of
$507,600. It should be noted that the Cambridge-
Somerville Area does not presently have all of these
statf resources in place, but this model is being
phased in over time. o

v

The previously mentioned costs do not ihclude'staff

to provide children’s services for which it can be es-

timated that a similar statfing pattern would be re-

' LeeB. Macht. Neighborhood Psychiatry. Psychiatric Annals, 1974 (September), 4, 43-58. . - :
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e.g. Westside’
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quired in an. area of 100,000 people. These costs
also do not include funds for overall administration
of the mental health center, for administrative sup-
port staff, or for the renting of- nelghhorhood
facllities—all requlsite expenses In & comprehensive
program. In sum, approximately $1,015,000 Is re-
quired for direct service staft to provide’ambulatory

" services to adults and children with additlonal funds.

needed for administration and overhead costs, es-
timated at 20 percent 4o 30 percent of direct per-
sonnel costs. This amount does not include adult

« gourt clintc services and pres@ooL and retardation

programs.

" Suburban .

Costs for Staffing ‘the Llberty Street Assoclates
proprietary medel are based upon the tee-for-
service standard. Staft are relmbursed on an hourly
basls since this Is considered more efficient. The
average staff person has approximately 25 to 30
therapy hours per week. Since thls model Is.
proprietary and subsidies are unavallable, no sliding
fee scale is used. A charge of $35 pgr hour is made
to all cilents. Relmbursement to theraplsts is $17.50
per hour with an additional amount. going for
overhead including administrative salaries; facilities,
malntenance, and Support services such as accoun-
ting, clerical, etc. The charge tor- group ‘therapy- is
$10 per hour. The therapist is pald $21 per hour for

work Wit groups. If there is a co-therapist, he/sheis -

paid somewhat less; often, this
staff trainee. ’

n N °

The Activitles progr;am for children in groups of six, ¢

to eight is conducted by three staft.- The cost is $10
per hour per child. Average staff salary is $10,000
per year. Speeially trained staff are used for this
particular modaiity, and large numbers of children
can be served. '

«n order to°estimate the annual cost of providing
comprehensive ambulatory services to.the entire

second personis a_

Danvers-Salem Area using the proprietary model, -

an effort was made to document the volume of serv-
ice being provided by a variety of private and public
sources. Liberty Street Associates estimated that a
typical staff person delivers approximately 25 treat-
ment hours per week at a charge of $35 per hour.
The equivalent of 12 full-time statf provide thls
volume of ambulatory services, and the estimated

annual fee to Liberty Street Associates would be *

-$504,000. Direct ambulatory services also are

provided by state yzfé‘bﬁnel located at: Danvers
° State Hospitai, the/North Shore Chiid Guidance

Clinic in Salem, the Court Clinic, and the Community
Mental Health Respurces Development Unit. The
_last is a new service, operation directly responsib
to the Danvers-Salem*Area Board. The equlvalent of

v



Table 2-5. Cambridge-Somerville Ambulatory Team

And Salaries: Neighborhood-Based o
. - ' ' . . ° " " ) ’
Staft "Full-Time Salary Actual Salary
2 Paraprofesslonals ' . | . $ 7,200 « $14,400 .- .
1 Nurse .o ) 12,000 , 12,000
1 Social Worker {(one-half time) . 11,000 5,500 ,
1 Psychiatrist (one-quarter time) , 24,000 6,000 -
1 Psychlatrlc Resident (one-third time) 12,000 4,000
) . - ) Vs
, ) Total $41,900
' - . v
Table 2-6. Cambridge-Somerville Ambulatory Team
-And Salaries: Centrally Based | - | : v

- L
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Actual Salary

, Full-TIime Salary ,
1 Psychiatrist - . $28,000 - $28,000
1 Psychiatric Resident - . 12,000 © 12,000
1 Psychblogist 16,000 - . 18,000 T .
1.Soclal Worker ‘ 11,000 - - 11,000 -~
1 Nurse (one-third tlme) 12,000 s ‘ 4,000 -~
. 1 Mental Health Worker 7,200 .. +T7.200 .
1 Secretary ) . 7,200 - ) 7,200 ®
. o . Total $85,400/ .
R . . ) .
hd . @ ’
© N i ’ ‘ ‘

b

11 additional full-time ambulatory 'sta,'ft are
employéd by these various-auspices, generating an
additional 14,892 treatment units per year. If these

* " service units were purchased from a proprietary

source at $35 per hour, another $521,220 would be
required. Salem Hospital's Mental Heaith Unit is also
a significant provider of ambulatory care; in Fiscal
Year 1974, it provided 4,949 units of service. When
calcllated at the rate of $35 per hour, the volume
would cost $173,215. Added to the $504,000 of serv-
ice generated by Liberty Street Assdclates. the'total
estimated annual cost including salaries, support,

.‘and facilities for the area would be $1,198, 435/

Small Cuty, -Town; Village

Costs associated with the. ambulatory program
conducted in the Taunton Area are based on a

. ditional, direct treatnient staff me

0
»

network ofv decentralized.facilities supplemented by
staff based. in a centrai Area Office. Staff in each of

be a mental health worker, nurse, social worker, etc.,
an assistant and a clerk. -This decentfalized compo-
- nent requires 30 paid personnel: The large number
of participating:, volunteers &fe not paid. - Staff
members based centrally in the Area Office include

-~ 10 decentralized facilities include a director who can -

- two psyctHiatrists, two psychologists (Ph.D.); four.”

. persons with master's degrees in the behavioral
sciences, four nurses, three ::(er ! three tech-
niclans performing a varlety of and two ad-

ers This cen-

trallzed/ component requires 20 paid personnel..
Costs for both the centralized and decentralized
compo(‘nents are allocated a,sfollows / o

.l(,}1
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Income Sources

Ambulatory services frequently are relmbursable
‘from- third-party sources, and a large number of
Commonwealth residents now have some .type of
“private health insurance providing at least limited

* coverage for ambulatory service. This coverage will
increase. significantly on January*“1, 1976 as a result
of recent state legislation' mandating that private
hospital and surgical inSurance, carriers offer such
benefits -to their subscribers. Up to $500 in ‘out-_
patient services will be cavered over a 12-manth
period of time when provided by a corgprehensive
health service grganization, ja licensed or accredited
hospital, a Department of Wental Health-approved

~facility, or a pégychiatrist of licensed psychologist.
JThe Group Insurance Commission of the Com-
monwealth, which negotiates™kealth insurance for
the ‘large number of state empioyees and their
dependents, is I a key position to expand am-
bulatory mental health servlce coverage tor many
persons. -

¥ A variety of federal and state programs already
"provide ambulatory coverage. The Civillan Health
and Medical Program of the Uniformed Services
(CHAMPUS) is a broad health insurarice program

- “for active, retired, or deéeased members of th(e/d
-« formed services and their. dependents. Benefits-are
j rsons
i

<t

available for ambulatory services for

covered by this plan. The Veterans Administration,
" while providing the majority of sup?,c{:g in its own

facilities, natlonwlde spends 25 percent of its am-

p?

. Y Chapter 1174 of the Acts of 19‘;3-

- Health Education, and Welfare Publlcatlon No. (HSM) 73-9055 P.32
32

v.them the fl

;"

Table 2-7. Tac'mto_'r'j Area Ambulatory F5rogram Annual Costs

B . Unit ot
Expense - ’ Amount , : ~ Cost
. w»
Personnel (50) $12,000 _ $600,000
Travel . ~ 600 . 30,000
' ' , (average for each . : ‘.
, : of 50 personnel) : . . o
Rent, Heat, Light 0 '
Centers (10) ' 4,000 .. « . 40,000
~ Area Offlce : 7,200 , o 7,200
Telephoneg - : | : . _ .
Centers (10). . 2,400 , : } ' 24,000
Area Office ! 2,000 2,000 -
Equipment and Supplies . oo
Centers (10) ; : 1,600- 16,000
Area Office 10,000 10,000
Miscellaneous “ - - ! . 10,000
. Total $739,200

oulato'ry service resources by relmbursing for care
rendered In non-Veterans Admlnlstratlon facllities.?

The state-admlnlstered Medlcald program In March
1974 gained approval from the Massachusetts Rate-
Setting Commission to relmburse freestanding.
mental health centers for provision of ambulatory

.services. Simllar arrangements werg negotlated In

spring 19&1!5 for Medicaid reimbursement to eligible
family anti°children’s service agencies. This is now.a
significant reimbursement sourcé for eliglble
providers ‘Serv.lng Medicaid clientele.

All of these reimbursement programs are

‘categorical in’ nature. Spedific groups and, in-

dividuals have varylng coverage which complicates
the. process of biling and receiving payment.
Generally, persons who are on public assistance of
one type or another have some type of coverage .
which guarantees -them service. This also glves
Ibility to shop for a provider of their
own chojee. Such persons primarily are dependent,
chlldlge under 21 and elderly 6ver 65. The Jarge
er of low- and middle-income adults not
covered by private health Insurance have the least

L3

/opportunlty to get services wlth thlrd party

coverage. - 3 e
g S

e

) An urban ambulatory center affiliated’ with a gom--

munity general hospital is able to bill various'third-
party sourtes inclyding private insurance com-‘
* panies, Medicare, gnd Medicald. It also pan charge
client fees. On cdllecting such fees, the Center Is.

. ) . .

s Natlonal Institute of Mental Health. Multlple Source Fundlng and ManagemeQ of Communijly Mental Health Facllltles. Department of

l‘
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dble to retain them under a contractuat anangement
to offset operating costs without the fees reverting to
the Commonwealth's General Fund. Such a center
retains much more money from third-pdrty
payments than do the “partnership” clinics operated
by local mentaiNealth associations and tié Depart-

ment of Mental Mealth. Desplte recently negotiated

agreements regarding Medicaid fees, some-

partnership clinics retain so little new money that it
is 'not economlcal to estabiish requlsite billing
systems. .

Income sources for a proprietary organization like -

Liberty Street Associates are as follows: 40 percent
from private insurance companies, 31 percent from
public agencies, and 29 percent from client fees. In-:
come from public agencies includes contracts-
written with schools for consultation and with state
agencies other than the Department of Mehtal
Health for purchase of services. Contracts with the

N .

Departni’ent ére possible but have not been ex-

.

ecuted to date.
In thé,Taun;on Area model, the vast majority of
operating income Is derived from the Department of

ental Health with- small amounts avallable from

' grants, municipalltles, and miscellaneous sources.
- Eaeh of the nelghborhood centers had been Incor-

*porated as a private, nonprofit agency so that it can
raise funds; but no bllling Is being done yet.

The cllentele served by court <clinics differs greatiy

from that of a traditlonai soclal wark dgency in that -

court clinic clients often are economically and
soclall_){__d’ep;l ed, . frequently rejected, and/or un-
motivated. Since psychiatri¢ services in the court
system are mandated and Inveluntary, the income

fro

ublic sources. i

o

©
3

for supporting these services. obviously must come -
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Sérvice 4: Day and Evening Treatment

> .

Day and evening treatment has been highlighted by

* the 1965 federal community mental health center

legislation and regulations as essential. It represents
a distinct anchor point in the community. mentai
health . program's spectrum of alternatives to
hospltallzatlon Numerous studies .over the past
decdde throughout the United States .have
demonstrated concluslvely that this treatment
modallty is equal to, or superict to, acute psychlatric
hospltallzation for a broad cross-section of
significantly disturbed "and disorganized persons
who traditionally have been treated only in Iripatient
settings. The clinical findings apply to day and even-
ing care provided prior to hospitalization as well ag
to treatment for those who have had brlet Inpatlent
stays. There is no doubt by new that the day treat-
ment center, as an intensive treatment setting, offers
meaningful altegnatives to hespitalization for" acute .
or-subacute’ psychiatric problems

This emphasis represents however, only one level

- of the day treatment center’s program and organiza-

tion. It is important to distinguish the other use of
,this modality in caring for clients requiring longer-

‘ “term treatment and rehabilitation. This second

-

A

group includes many for whom open-ended, long-
term resocialization and rehabilitation are nec-
53 ary; for them, day and evening care also are es-
sential services.

Day and- evening treatment as a basic element in a
comprehensive community mental health program,
thus, involVes a spectrum of program organization
treatment modalities, ,and poteritial consumers.
Since all catthment areas contain significant
numbers of present or potential users of the “full
spectrum of day and evening care, it Is approprlate
that. a variety of models and service designs will
arise to meet these needs. it is striking, however,
that at’ the present time this .essential service is
significantly unde”rutlllzed in. most of the state's®
catchment aréas. It is promising to. note, tnough
that in recent years
been one of thé fasyést growing service ei,ements in.
expanding commuriity programs. -

There is sufficient experience to indicate that the full
spectrum“of’ day and wyening care probably cannot
be delivered well in one m, and that at least
two separate programs, serving two distinct clusters
of patients are necessary in each catchment area.
The programs can be referred to as Level | (inten-

‘sive or acute} and Level Il (long-term or chronic),

but the practical realities are the same in any case.

In current practice most day treatment centers offer
services only during the usual business hours of
9:00 a.m. to 5:00.p.m. Financlal expediency and staff
preferences often Welgh significantly in such

" of,

nd evening treatment has -

declsions. Patient ffeeds, however, indicate that In
, many instarices treatment Is just as essentlal In the
evenlng hours, from late afternoon to 9:00 p.m. or .
"10:00 p.m. This schedule may be particularly rgle-
vant for those persons stlll able to maintain
themselves in occupational settings during the day.
Evening treatment- centers als@ Could, provide a
base for evenlng and night-time emergency serv-
ices. Some day treatment centers have exper-
imented with apening thelr program one or two days
a week at noon,” instead of eariier in the morning;
and extending service Into the fnid-evening hours.

Some new and even established day and evening
treatment centers report significant problems in
finding and retaining clients. An inordinate part of
the staff's .energy’ls consumed In malntainlng an
adequate stream of referrals and preventing inap-
* propriate dropouts. it is probably fair to speculate
that in these instances, the cause Is related tolinger--
ing ambivalence about this basic service as a
legitimate alternative to 24-hour residential care.
The problem may also be.related to the fact that
these programs often develop and remain relatively
“isolated, never truly integrated into the community
network of mental health services ‘

Orga‘nizational Auspices

In order to avoid some of the previously cited
problems, day treatment centers should not be free-
standing. They must be formally affiliated, integral
elements of the community mental health network.
This structural arrangement can be pursued under a
variety of public or private auspices; as components
or affiliated with, community mental health
centers, general hospitals, or mental hospitals

While the same programmatlc functlons can be
provided in a wide variety of physical settings, day
and evening treatment centers located directly in a
general or mental hospital experience certain
problems. This in no way reflects adversely on the
quality of service offered by these institutions;
rather, it emphasizes the principle that day and
evening treatment centers operate best in an am-
biance conveying-normalization rather than illness.

" If such programs are to be located in a general

hospital;, rapidly rising costs and space(gonstraints -

. make it essential that they: have separate budget

‘centers to determine true costs. It should be noted
.that a day or evening treatment programjcan be ad-
ministered very well as part of a hospital- based
mental.health system without the day center being
located on the immediate premises of the hospital.

Program Content
The size of any day and evening center will vary in




.
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- Level |

.

" However,

. skills; they must now be taught basic, rudimentary

Level ll

accordance with the catchment area's population,
density, transportation patterns, etc. Based on
average daily attendance, the minimum to 'max-
imum number of persons served by any program
unit within the center can-range broadly from 10 to
70 enrollees. When the daily census exceeds 40, ad-
ditional treatment units or satellites with commen-
surate staff increases generally are indicated. Often,
a continuum of programs develops Qn the basis of
client performance levels and/or their special serv-
ice needs. In the most generai sense, day and even-~
ng treatment centers fulfiil the foilowing purposes:

« .

e An alternative to 24-hour r&identiai care for per-
sons experiencing acute crises.

* A transitional program for those leaving 24- hour
care. .

e A grogram fdr intermediate term rehabilitation of
. persons with long-tegn mental iliness-related
social and vocationai deficits.

-

s A program for persons so seriously impaired that
proionged institutional care wouidrsbe needed ex-
cept for the support and services of the day and
evenling treatment center.

The treatment programs designed for any of these
purposes must inciude
rehabilitation since they are vitai to facilitate com-
munity reentry and adjustment. The terms
resocialization* and rehabilitation imply restitution
approximately to earlier levels of functioning.
many participants in day and evening
treatment centers-« (particularly at Level Il) have
never acquired necessary sociai and vocational

capabilities. These skills and capabilities can be
learned only over extended periods of ‘time; and
Levei ii participants, therefore, must be provided-

- -long-term care. The possibility of Level Il programs

degenerating into “back wards” in the community
must be guarded against. By housing Levek | and
Level Il programs in the same physical facility, this
danger is reduced, costs are reduced_. and the
availability of specialized staff is increased.

e core of a day or evening treatmentprogram is

-baded in a therapeutic com munity which permits an

individuaj to find his/her own maximum levei within
a self-actualizing group. Such a quasi-community
shares activities and responsibilities for its members
as individuals and as a community. Meaningful
decision-ntaking is fostered and encouraged. Out of
this approach and atmosphere develop increased
self-confidence, : self-responsibility, and self-

correcting - experiences fostering both |nd|V|duaI
growth and group identity.

If the goals of a day and evening treatment center
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are to be achieved, Its services should include a -
variety of larde and 4mall group activities, sched-
uled and informal progfam_ activities, individual,
family, and group therapy, and creative and' ex-
pressive therapy sesslon; (music, drama, art, body
movement, etc.). Group ‘activities can include, but
should not 'be limited to, discussion groups on such
topics as: coping with problems in dalily living, es-
tablishing personat ‘hygiene and nutrition habits,
and.being aware of current exents. Educational in-

. struction groups may focus on poetry, photography.

cooking, pubili¢ speaking, crafts activitigs, sewing,
occupational therapy, newspaper writing (complete-
ly uncensored), sports, etc. The~program content
should be variéd enough to appeal to at least the
vast majority of individuals. Cultural awarerness
groups are critical in .hetegpogeneous communities.
Thus, relevant program, content should be available’

to.meet the specific goals set for the person.
‘Provisions should be made for.patient governmént .

in the center so that patients may play an active Kple
in planning a large portion of their daily program
tivities. Community officers can be elected monthly

_Acti\mies may need to be started by staff. or”
» volunteérs, with ¢he patients brought into them by

the leadership and enthusiasm of these individuals.
However, when activities are spontaneously initiated
by patients, they shquld be encouraged and ap- -
propriately staffed by the center personnel.

" In addition to actuvrty therapies the center's treat-

ment programs also should include when ap-
propriate intensive psychotherapy, goal-focused
counseling, and marital and/or family\therapy. The
specific therapeutic-oriented approacp)e's utilized by
a center inevitably will dépend upon program
design, the: skills and treatment philosophies of its
staff, and the availabiiity of speciatized personnael.
Thus, treatment approaches at some centers aiso

may inciude behavior therapy, ge echni . '
etc. Regardless of the specifig”elements in any
center, medical diagnosis and prescriptional med-

ication by a qualified physician should be included
as a basic part of the treatment program.

The rehabilitation component-of the program should
be multi-dimensional and include in its objectives
helping persons achieve maximal independent liv-
ing. Whenever possible, full-time emplowrient
should be considered a goal. Where appropriate

- and desired, full resumption of a relevant role in the

home might be an appropriate end goal. When in-
dependent functioning cannot be achieved, place-
ments in the community on voluntary tasks should
be considered. These iatter placements could be
used either as terminal or as work-conditioning ac-
tivities, depending on the goals established for each
person. The center's vocational rehabilitation efforts

. can be facilitated through active linkages with state

agencies such as thé Massachusetts Rehabilitation

Commission and the Division of Employwm
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Security. Sheltered workshops emphasizing work
skills and habijts leading to regular outside employ-
ment can be Integrated or affiliated components ofa
day treatment center.

A number of centers have found that by developlng
an Alumni Club, an important open-ended link Is
provided many patients and their families for whom
the center-is the only or major sqgial contact. This
group, in turn,‘can be .quite helpful and, "in turn, s
helped by warking with newcomers to the center.

Policies and Proceduu:es

The day and/or evenlng treatment center's goal of
client self-reliance through active therapy can best -
be achieved when specific policies and procedures
guide the center's activities. Necessary guidelines
include at least the following:

1. A ‘statement of objectives and personnel
responsibility.

A written admission policy descrlbing the
criteria ‘for acceptance into the program; the
criteria should be as broad as possible and in-
clusionary rather than exclusionary lmcjrtant

£

2.

criteria include:’

Willingness and ability to acdept a
peu.tic contract.

Willingness and physical ab|lity to attend and
participate in the program activities.

Status as an outpatient or an inpatient in the
final stages of hospitalization.. '
Residency within a practical co
tance. - -

Self- medicati.on status (this is desirable bu{ ..
should ndt éxclude alternate methods o
receiving medication).

. hera-

A written intake policy which includes pro-
cedures for multi-staff.assessment of each in-
dividual and review by a designated intake team *
of each patient's problems and treatment plans.
This review should include participation by a
psychiatrist,.even if only on a consulting basis.
An active treatment plan for each patient based
on an assessment of the individual's functional
problems and specification of treatment goals
relevant to each problem. The treatment plan
should include a schedule of the individual's
program activities, recommended frequency of
attendance, and anticipated length of treatment.
A requirement that each individual enter into an
explicit, negotiated, agreement to participate in
) program{actnvnties as specified in his/her treat-
ment plan.

A procedure for perlodic indepth review of each
patient's goals and treatment plan. This indepth
review should be done within~20 attendance

L]

°> v

- additional three months. The: “average length of

'7'4”“"9 dis-’;[ an-institutional experience is their expectation
-of perpetual passivity and dependency; thé max-

v

‘and the program must tolerate g great deal more

days after admission, and at least.-once every 40
(60 in Level II) attendance days thereafter. Thls
review should involve ‘the ‘‘case manager” or
“primary therapist” and at least two other statf
members. The team members and each patient,
where appropriate, must review any substantial
changes in patient goals and treatment plans.

. A weekly staff meeting at which patient

problems, group issues, and activity plans can

be individually reviewed.

A policy that relatives or friends supporting the

patient be ‘involved regularly, or at apprapriate

intervals, in program actlvities and plans.

. Written procedures for referral for col-
laborative treatment or discharge and follow-
up.

. Written procedures- for'Teffﬁai of patients to
other community. facllities for specialized
evaluation and treatment services not provided
by the day or evening center.

. Formal recordkeeping is recomménded to
facllitate referrals.

e

Numerous advantages are evldent in the policy of an
explicit maximum length of stay for.patients in the
Leve| | program. Many centers have fixed this limit
at six months, with procedures:for exceptions for an-

atient stay in a number of programs is ap-
proximately 10 to 12 weeks. The"clinical issue which
is ‘particularly central, for those persons who have

imum length-of-stay “contract” keeps this issue in
the forefront of the therapeutic program.

No maximum time limit need be set in the Level Il
program. These programs are designed to keep
people for as long as they might need to be*in them.
This population tends to be fairly stable but chronic,

dependency from its participants.

When the wide-ranging responsibilities and services
of day and evening treatment programs are placed

_in perspective, it is clear that they cannot function in-

isolation from the human services system if their
goals are to be achieved. Thus, the center must *
have explicit,“formal, and direct administrative links
to other facilities such as hospital inpatient services,
hospital ‘emergency services, community resj-
dences, social clubs, community workshops, and
other community life-support ‘agencies. When .all

-relevant treatment facilities come under the direct

‘authority of the Area Director, administratively or -

contractually. continuity of care and access|b|l|ty
should be assured.

' The Day Treatment Genter Organization and Therapeul:c Programming Program Guide, Veteran's Admlnlstratlon Washington, D.C..

December9 1974. G-10 M-2, Part X. P. 3-1.
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-least a masters degree and a minimun’

Staffing Patterns S
In hiring staff for a day—and evening tréa

center, conslderation should be given not only to an
Individual’'s quallfications' but also to his/her In-

terests, abllitles, and motlvation to function In an In-
novatitg treatment and rehabilltatlon se‘?lng Ex-

perienceN ‘or evening treatment centers has

showa that many personnel without formal graduate

tralning are highly skilfful In assisting patlents. Ex-

perience also has shown, however, that day and
- evening centers should employ skllled professional
staff from a varlety of disclplines. Thegt are con--
siderable advantages to ek
.dents of the nelghborhood an
mental health assoclates. Sut
make approprlate con tlons to the program, but +
they also facullt,ate linkage with the community:

Staffln& pat tterns shjuld vary with the leVel of inten-
sity of t reatment services. Therefore, it.is ap-
propriate to expect that a Level Il program would not
* require that all staff have extansive formal mental =
health training. Natural Interpersonal ski}s and
talents with ability to use appropriate supervision
and capacity for long-term stable commitments are
the essential requirements’ for staff In this type of
center. Howevar, skllled staff should particlpag,in
diagnostic workups, in'Zetermlnlng € appropriate

componerits of the tregtment program, and in the

perlodic review of the tréatment progfam.

The foll&wmg staffing pattern identifles parsonnel
that various federal and state agencles consider ap-
propriate. The hlg/myAﬁmHC format Is not intended "

- to imply that alternatlve approacH‘es ta staffing such.

- programs should not be considered. Nevertheless, it
should be kept in mind that future funding of these
programs wlll gepend on meeting accreditation
standards which emphasize staffing patterns and
capablllty to perform stated program functjons.

It is unnecessary to require that a physiclan serve as
program director. Such a professlonal should be
considered for the job of program director only If
he/she has the skills and interests to work within a
rehabilitation proﬁram model. The basic principle
fust be that the” most qﬁgd mental “health
professlonal regardless of discipline willl be. chosen
as the program director. Similarly, the salary of: th/
director should be commensurate with-the scope of
his/her overall responsibilities rathef than being tied. ~
to his/hér- professlonal degree. This. salary scdle
should be flexlible enough. mpe@ an in-
_dividual according to the scope, breadth, and com-
plexity of the,program being ad
and petsonnel include the following}
' .
Program Director

Qualiflcations: A mental health profesd

fnve years of ¢linical.and administrative experience

“ clinl

which may include fullstime’graduate or postgrad-
uate tralning, expérlence and responsibility; one
year of experlence must be in a therapeutic mllleu
- program. If an individual does not meet the
profes/slonal degree requirements, at least fuve
years of progressively responsible adminjstrative
and clinlcal experlence should be consldered as a
reasonable - substitute.” The mental health
professional In charge of the day or evening treat-
ment center program sheuld be deslgnated: Direc- ..
tor, Day (or Evening) Treatment Center; when
program slze requlires, another Individual may be
designated: Assistant DIrector, Day (or Evening)
Treatment Center

Dutles: The d|rectorshlp of a day and evening treat--
ment center is consldered a full-time position. The
director should have complete professional respon-
sibllity for all “clinlcal and adminlstrative functions

« within the centér. He/she should have responsibllity -
for the hiring of staff, their~work assignments,
‘arranging for supervision,"and subsequent evalua-
tion. The director of the day or evenming treatment
center could be administratively responsible to the
Area Dlrector or to such person asds- deslgnated by
.the Director.

Psychlatrist (Part-time) .

Qualifications: An M.D.: reglstered in Massachusqtts o
and who has,completed at least three years of ac-
credited psychlatrlc resldency ‘ <

“

Dutles: Responslbje "for_ the me icél/psychlatrlc
assessment and medical treatmenf of patients, and’
consultation with staff on program objectives and
actlvitles. Under most condltlons, it is expected that -
the psychlatrist would be a part-time staff member;
however, the position could be a full-time one when
the program has reached sufficient size, has com-
plex medical needs, and the psychiatrist is in-
terested in working within a day treatment model.

Psychologlst A licensed psychologlst with relevant

"clinlcal skllls. . o

Psychlatrlc Soclal Worker: A graduate from.an ac-
credited School of Social Work with at least one.
yearof@ﬂﬁ‘%ﬁmy@merlence '

- Occupatlonal, Rehabllitation, or Actlivitles Thera-
plst: A bachelor's degree’ graduate from an ac- .

credited college with one year of relevant clinical ex-
perlence. : . o

Ps‘ﬁlatrlc Nurse: Av master's degree graduate In *

latric Nursing with at least one year of relevant
| -experience, or an R.N. with at least three
years of -dppropriate psychiatric experience. LI
censed Practical Nurses or Psychiatric Techmcnans
also should be mcluded -

~The foll&lvlng staft constitute the core professlonal'
personnel, and they should work fult-time: program .
director, social workeﬁ._qurse and occupa lor.
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other therapist Other personnel skills relevant to
» the services of a day and, evening treatment center
are those of music, art, and drama therapists. As
with other mental health services, former patients
can make a unique contribution to a day and even-
ing treatment center’s work. They should be hired
when possible for appropriate positions. Day and
evening treatment centers also should be. en-
couraged. to devise programs, for students and

volunteers. The former are readily available at local -

_colleges and universities having mental health-
related eurricula with practicum assignments. It is
imperative, however, that adequate supervision and
consultation be provided for students and volun-
- teers. A staff-to patient ratio of 1:5 or 116 based on
average daily attendance and level and intensity of
therapeutic program would provide adequate treat-
ment resources. Additional staff would be required
for such support functions as secretarial,
bookkeeplng. and maintenance,

Several centers-in various parts of the/ate should
bexselected as model training facilities for -newly
hired, inexperienced professional and paraprofes-
sional personnel. The training, programs offered by
these centers should deal with both the clinical and

- administrative responsnblllties involved in operating
a day and.evening treatment facility. .

o

Facilities N

Location: Day and evening treatment centers may
show considerable variation in the location of their
physical plant. They can be located within a general
or state hospital building or be part of a community
mental health center. Some centers are located in a
separate building on the hespital grounds others
are located from several blocks to many rhiles away
from the hospital. Simple, flexible program space is
thé most important determinant. Distance from the

hospital setting will strengthen the social rehabilita-

tion goals of the center and give patients a greater

sense of autonomy in achieving their therapeutic-

objectives. It is strongly recommended that the
facility_be located in the center of its community so

- that both psychological and geographlcal acces-
sibility are’facilitated.

Transportation: Though particularly pertinent to
rural centers, the issue of transportation also must

be addressed by i 03 pecially by
> urbameeveliing treatment centers. Easg of access to

the center for both the acutely disturbed patient and
the ofttimes less-motivated chronic patient becomes
reasingly critical when daily or near-daily atten-
che is required. The day or evening center must
address this .need and federal
dvailable for developing transportatiof services, e.g
Department, of Transportatior!, El ly Affairs, and
Developmentat Disabilities funds y be sought for
this purpose. Local revenue sharing furfds also have

3
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been tapped in some communities for thé one-time
expens%of purchasing vehicleé
Space:
in direct proportion to the program's:size. The
following suggestions for spage allocation are based
on standards considered to be in the range of very

adequate to ideal. The square footage and variety of

rooms, may not be attainable for “all programs. In

geperal, a light, airy, homey atmasphere is desirable

with a minimum of 2,500 square feet. Beyond the
2,500 square feet minimum for 10-15 patients, it is
recommended that-an additional 120 square feet of
space per patient be provided. The space should be
arranged so as to permit the varied functions of the
center, to occur as effectively as possible. De-
pending upon local costs and available funds, any

- or all of the following could be included in the

center:

e A living room large enough to allow for non-
institutional groupings.of attractive, comfortable

* home-like furniture. This room would be used for
formal and informal gatherings, prlmarily of a ver-
bal nature.

e An activity room correspondlng to a homeé rum-
_pus roem or recreation room would be used for
active group gatherings. It would normally contain
billiard and ping-pong tables; folding tables and
ehairs.and sliding accordion doors increase the
flexibility of this space.

* A kitchen is important for promoting social and
‘homemaker skills and serves educational pur-
poses as well. It should be large enough to ac-
.commodate groups for classes in such activities
as economy- shopping, personal meal prepara-
tion, and thé preparation of group meals. Par-
tlcularly for older ‘women and more chronic

rehabllltative program.
» Creative skills activity. areas for occupational and
manual arts therapies should be

well as a closed, soundproofed room for musnc
are very useful.
ice space should include an adequate work
area for ‘all staff, with the ideal being one office
per full-time staff member. Sufficient sup-
plemental space should be:allotted for clerical
functions as well as for students and consultants.
* Group rooms will vary in"number and size accor-
ding to the philosophy of the program. These
* rooms can accommodate such activities as group
therapy, group discusgions, family groups, com-
mittee meetings, staff meetings, etc.

- o A physical activity ar¢a is used for larger motor A
[} programs (refer to

activities and minor gy ymn
previously mentione
areas). |

reative skills actwnty

Space allotments for needed facilitles vary '




- 'sonnel pool. The following positions

* A sheltered workshop, no matter.how modest, is
suggested for Inclusion within larger facllitles in-
cluding specmc space for work potential assess-
ment. . .

;'k

Cos s _ &

The costs of
largely on staff-salary expenditures. This salary ac-
count may vary greatly, depending on the profes-
sional disciplines from which personneliare drawn,
their length of experience, and other such factors.
As was indicated previously, the cluster of skills
needed to operate day and evéni treatment
centers can be drawn from a wide-sanging per-
d disciplines
are usually “associated with this tyfe of program,

either on a full- or part-time ba,sns program :ad-
ministrator; clinical psychologist; psychiatric” social”
worker; psychiatric nurse; -psychiatrist: aqc-
cupational, recreational, or activities therapist;
- special cgynse or therapists and aides;

secretarie clerks; and ma|ntenance personnel.

The fotal costs for qgay and e\/enlng treatment
centers, in general, witkbe based oh a program
serving an average daily ceqsus: ' 30 patients.
This average is based on & recent D
Mental Health projection that, in the near
to 1,000 persons,in the dtate should be serv
such programs. Budgets for these progra
are being forwarded to the Department '

) average cost per patlent will be between

Iivering human services depend .

fiscal circumstances.

per day, based on a program serving 20 to 30

‘patients.

Income Sources
A task force, composed of members  of the

Departments of Mental Health and Public Welfare is -
- at pregent negotiating with the Rate Setting- Com-

mission for a per diem rate of reimbursement. The
established rate will be In effect for ghe year or_yntil

such time that the Rate Setting Comialssion can es- -
tablish an indlvidual rate for ‘each facility. This rate
will be used to gain reimbursement foy the cost of
services rendered patients covered-by Medicaid
and Workmen's Compensation. Other third-party
sources indlude Medicare, dommercial insurance
carriers, pat|ent f’ees and local governmental and

philanthroplc support. All of these reimbursement
sources are r t, but fiscal Viability is predicated
on-the assumption that the Department of Mental
Health will make initial startup fundsavailable to
provide the services which will be billed for tater.

Again, in this instance, it is important that the billing
be done by a corporate entity other than the Depart-
ment of Men ealth so tha/Leberpts can be re-
tained for futufe program use. This is the most
effective way-- ;é;sure some type ‘bf absolute
resource growth and stability under foreseeable

o
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Service 5: Vocational Rehabil‘itatioh) .

Great progress has tieen made in récognizing the
importance of the patient's family and network of
social contacts and supports. Treatment in the com-

_Jmuniggamakes possible an alliance between the
s Ratient, tal health professionals, and the pa-
tignt's fam friends to help the individual main-

~

2

“tajn a family Fole. Frequently, the patient's illness
significantly undermines relationships with such
figures and damages the patient's ability to function
socially so that intensive- and even prolpnged
therapy must be done in these arez8. It is a credit to
the community mental
recognizes the need for such help and that it is be-
ing dgpe.

The patient’s need to establish and maintain his/her
position in the field of employment has not yet,
however, réceived comparable attention despite the
.fact that our -culture' continues to place strong
emphasis on productivity and. self-support. Voca-
tional skills are learned later in life, often after the
onset of illness, but the patient's iliness often im-
pairs ego functions that are essential to vocational
functioning. Employers and coworkers also typically
have less of an investment than family and friends in
maintaining a viable relationship with the patient,
making the task of vocational rehabilitation for-
midable. Yet, the significance of work in the building
of a positive and viable identity, and in the accep-
tance of the individual within the family and social
network, as well as the community-at-large, is so
central that vocational retiabilitation must be includ-
ed as an essential and integral component of com-
munity mental health services.' °* ‘

Rehabilitation as an approach to helping the mental-
ly ill sets forth the expectation that a person function
at the highest level at which he/she is capabie,
emphasizing appropriate social behavior and voca-
tional achievement. Rehabilitation focuses directly
. on the in&i;ridual's strengths, helping him/her to
become aware of, rely upon, ‘and build upon them.
“Work activity is seen by the patiént, family and
friends, and community as a concrete manifestation
of this strength. The work setting is also'a vehicle

through which the individual can develop interper-

sonal skills, and a sense of confidence” in the
\_sQr;Surless and resilience of his/her identity. The
' strutture which work activity offers provides the in-
~ dividual with day-to-day support and a sense of
- security. Finally, the wotk setting offers a mode for
“reality-testing” to disorganized or sogjally alienated

o

health * system that it .

" individuals. Through the direct guidance of work
supervisors and the app’ropr_i_éte role modeling
which they offer, the individual can be helped to
restructure unacceptable behavior and to develop a

" positive identity based on the ability to behave ap-
propriately. The acceptance and approval which
such appropriate behavior elicits from others help
reinforcd this behavior.

Organizational Auspices T
A variety of state and private agencies provide

vocational rehabilitation services to the- mentally ill;
however the Department of Mental Health and the

= Massachusetts Rehabilitation Commission each.

have mandated resp\onsibilities in this area.

Chapter 735, the Massachusetts-Community Mental -
Health and Mental Retardation Act, designates
rehabilitation services as one of the service com-
ponents needed in an area based community men-

" tal health system. Rehabilitation services include -
residential, vocational, and social programs for the
méntally%’(?b&hll range of rehabilitation services
must be retognized as an essential program com-
ponent of a community mental health service if
patients, particularly long-term. chronically ill pa- .
tients, are to live in the community. Vocational
rehabilitation and other rehabilitation services are
recognized in Chapters 735 and 991 as essential to - ~
the deinstitutionalization and community functioning

of the mentally retarded. They are no.less essential
for the mentally ll. '

Since 1943, the federal-state vocational rehabilita-
tion program, administered in Massachusetts by the
Massachusetts Rehabilitation Commission, has
been mandated to provide vocational rehabilitation
services to the mentally ill as well as to the physically
disabled with the goal of enabling the disabled to
become employed. The Federal Vocational Reha-
bilitation Act of September 1973, diregts state
" vocational rehabilitation agencies to serve more

- . severely disabled as a priority. The mentally ill are

specifically included in the regulations outlining the
severe disability groups targeted by this legislation.

. The goal of employment remains the basis for®
providing services; however, this population will

, often require long-term, comprehensive services. to
function in sheltered or competitive employment.

A new opportunity, thus, exists for the Department
of Mental Health and the Massachusetts Rehabilita-

» 'Several of the following reconiméndations were firs“t set forth in Helping All The Handicapped: The Reptz: Of The Massachusetts

Vocational Rehabilitation Planning Commission. Although the Report. commissioned by > ) n
as published in 1968, the specific recommendations cited here have yet %bellmplemented. It is our hope that this Manual will

5

- (MRC),
~romote and facilitate such implementation..
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tion Commission to work ceoperatively in meeting
the vocational:
patients. In order to do this, it is necessary for the
Department of Mental Health, and each of its area
community mental health programs to become
directly involved in the delivery of vocational
rehabilitation services. This is necessary . to. the
malntenance of continuity of services, fo' the full
utilization of Massachusetts Rehabilitation Commis-
sion resources, and to the execution of the Depart-
ment of Mental Health’s responsibility” for the
maintenance and reintegration of the emotionally
disturbed individual in the community.

Top-level administrative support for cooperative
planning is vital, but actual programs must take root

at the area level While each area is mandated to

assess the needsjand assure the providing of these

services, actual delivery will be undertaken under a
variety of private and public auspiges. The network
of vocational rehabilitation services will probably

véry considerably from one area to another de-

pending on such factors as density of population,
availability of public transportation, and the nature
and extent of employment opportupities. The need
for expansion of vocational rehabilitation facilities in
each area will depénd on the availability and quality
of present resources and the increase in demand for

- these resources ‘as concerted efforts are made to-

keep patients in the community.

Program Content

Rehabilitation Servnces

The process of returnlng or introducing the patlent
to work activity and then helping him/her to
progress within this “world of work” involves the
rehabilitation worker in direct client work as well as
in program development. Since frequent, or at least
periodic, fluctuations in functioning are widespread

rehabilitation needs- of chronic .

for many psychiatric patients, mental health reha- ,'

bilitation in contrast to rehabilitation of the physical-
ly disabled tends to assume a more open-ended
quality. Depending on the patient's need for long-
-term services, evaluation and counseling may be an
extended process with changes in work placement
reflecting the ups and downs of the patient's condi-
tion. For most patients, the rehabilitation process
will result in a gradual increase in functlonlng and
maximizing of potential. :

Comprehenslive Pianning, Coordinatlion, and Con-
sultation: A rehabilitation worker should par-

ticipate as a team member in intake, comprehensive

treatment planning, ongoing assessment, case con-
ferences, and discharge planning. Thus, each
patient has the/benefit of a treatment plan which in-

plemented in a well-coordinated way.

Evaluation and Counseling: These Iservices are

from all relevant disciplines and isim-

-avaluation overlaps with overall clini

' Placement and Interfacing:

performed-by a rehabilitation counselor so that each
patient can be placed in the highest level of work ac-
tivity at which he/she can achieve success im-
“mediately. The patient is then helped to proceed to

the highest level of work actuvuty of which he/she is

ultimately capable. Vocational and rehabilitation
| assessment
and should be done upon admission a
continuing basis thereafter. Evaluation®is based -
upon data from a number of sources: (a) patient
history with special emphasis on education, training,
and previous work experience; (b) the observations
of the rehabilitation counselor in counseling ses-
sions; (c) the clinical judgments of other mental

health workers involved with the patient directly or .

on a consulting basis; (d) formal tests, both written
and performance, on aptitude, work tolerance and
interest; and (e) patlent behavior in work "activity

" placements.

L

‘The counseling relationship is the structure in which
the vocational rehabilitation counselor and patient
work together most.directly. This relationship begins
at an early point in the patient's treatment and may
transcend movement from one unit to another,
based on fluctuations in the patient's condition. The

relationship represents an alliance between’
counselor and patient to work together to develop .

short- and long-term plans, effect placement, cope
with problems*of vocational adjustment and obtain

- necessary support. Counseling may be structur_éd
_on an individual or group basis. The fatter may be-
established as an adjunct to other treatment
modalities in individual service units. For example, a.

vocational counseling discussion group may be one
of a number of activities in a partial hospitalizatian
‘program or an evening vocational counseling group
might be held in a residential facility. for those work-
ing during the day. Patients should be encouraged

, to take maximum responsibility in this process as a

means of promoting increased autonomy TN

W|th|n the com mu mty
mental health system, the rehabilitation worker is

responsible for advocating and overseeing the .

placement of patients into appropriate work ac-

tivities. In relationships with these program units,

the rehabilitation counselor develops and coor-
dinates mechanisms which permit'the smooth un-
impeded entry of patients into w“ork activities. Ap-
propriate counseling activity ‘also is enhanced by
sound relationships with treatment, resudential and
-work activities personnel o R

- a.

The, rehabilltation worker also has responsnbuluty for. '

placmg patients in work activities in the community.
In this capacity, he/she works with professionals ip
other agéncies or with employers who ma arrange,
finance or directly provide training or WorR\ggtiviti¢s
(mcludlng com petntuve employment). z

ell as ona—~

~

_
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Wark Activities ’
The work performed~by psychiatric patiénts ne
not be only in the competitive work force. Patients
who are unable, at any given time, to meet the
demands of competitive employment can be pro-
" vided with méaningful, relevant, and dlgnlflja work
actiyity at a level at which they can experience some
success. While many car® then progress to more
ambitious work activities and to competitiv
gmployment, others may only be able to susta
their vocati functioning in a sheltered setti
Suitable wé¢rk activities must be availabie to
patients, regardless of their level of functioning.

Access. to such work activities must be smoothly
and easily achieved, with free movement hetween
levels of work activity for those whose level of func-
tioning suggests advancement to a higher level, or
retreat to a less demanding work setting. The first
priority Is to see’that a variety of work activities exist
. which provide for a continuous progression from the
"~ most basic_activities of daily living and graded oc-
cupational therapy activities to the training and

placbment of patients in responsible positions in |

competitive employment. Such work activities can
and should overlap in terms of acceptabie levels of
functioning so that options will be open to patients
&nd their counselors. It is essential that no-gaps re-
ain lest a patient be blocked from advancempent by
having to go from too easy to too difficult & place-
ment. '

Occupational Therapy: Inpatient and partiak
hospitalization programs include activities of various
kinds, such as manual and creative atts and tasks of
daily living, which assess and develop the patient's

response to the expectations of qthers. A variety of
. such activities must be provided in these treatment

settings, with ongoing evaluation of the patiemf—-"

cognitive, perceptual-motor, and interpersonal
functioning. For some patients these activities will
represent a stabilizing structure of easy tasks which
help them to control their emotions and behavior,
and return to a previous level of functioning. For
more regressed individuals, these activities repre-
sent a tangible achievernent, and a beginning level
of satisfging, successful work actlwty

Speclflc ork Activities in Treatment and
Rehabilitation  Settings: Within full and partial
hospitalization, programs, halfway houses, psycho-
soclal rehabilitation programs, and social clubs,
such activities as meal preparation and serving, fur-
«niture set up, light cleaning, and the maintaining and

, ¢ posting of lists, schedules, and announcements can

.be organized into a program of limited structured
. work, Activities which are therapeutic as well as
ngcessary to the program’s functioning can be the
-responsibility of the clientele and, thus,
responsibility, self-sufficiency, cooperation,

self-esteem. -

and
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ability for self-care and for performing a task in

foster ,
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wOrkshop-wOrk Actlvity Center: A wér’«shop
‘should have a close relatlonship with the freatment
setting and place minimum demands-on the patient
in terms of reliabitity and established work Habits.
This workship. should accept reférrals quickly
-)without the delay of a formal or extenslve intake
procgdure. It-should permlt work activities which are .
simpl and easy for patients whose vocational. and
skills are minimal and who might still be
20ccupled, disorganized; or behaving Inap-

flexibNity so, that changes could be made promptly
nse to a patient's progress‘or to flareups in
his/her ymptoms. Such a workshop program could
be established and, operated directly by the mentat
ﬁth ‘reha Ilntatiqn team, or by a special cofitrac-
tya

| arrangément. A system whereby fees are

nged on \a-per=client basis, such as the typical
contractual afrangement between the Massachu-
setts ‘Rehabilitation Commission and private
workshops, may be unfeasible fg;such patients.

Sheltered Workshops: Workshops which morg
closely simulate actual competitive employment
would be a next step. They should offer a variety of
-work and job. training experiences for both tran- =~ |
sitional and exterided employees, require a higher .. .
level of commitment, investment,-and functioning,
~and involve a more formal and extensive referral
procedure. The Massachusetts Rehabititation Com-"
mission model of authorization" and sponsorship on
a per-client basis would be feasible; and,’in fact, this
is the typical workshop service provided by the
Massachusetts Rehabllitation Commission in most
areas. Once again, pay would be at the established
workshop rates.

~

Hospital Work Training Programs: State hospitals
historically have depended heavily on patient labor

to help carry out maintenance functions. The
Sauder decision (December 1973) ruled that the
minimum wage provisions of the Fair Labor Stan-
dards Act now apply to working patients. To facil-

itate “deinstitutionalization, state hospitals should
prepare working patients for meaningful jobs’in the -
community. By spring 1975 It is expected that tasks |, -
will be identified for each work area and clustered to
correspond to community jobs. Patients would be
assigned to a job cluster and trained according to
the job requirements with attention given . to
developing work adjustment skills and identifying -
unacceptable sociai behavior. on the job. Patients™
gaining proficiency. would be considered for com-
munity placement. Compensation would be made
according to the Fair Labor Standards Act's’
provisions based on prodéctlvity Under the law,
personal chores and the maintaining of one'’s living
area would be exempted providing that they do g
exceed one to two hours per day.
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Primary Manufacturlng: State hospitals and men-
tal health, centers, either under their own auspices

or under the auspices of privately Jncorporﬁggd,«

workshops, may develop primary manufactufing
programs. Products produced would be sold
through various outlets and the proceeds returned
to the patients. Training and worker adjustment
skills thus developed would help prepare the patient
for community placement. .

On Site Supervised Work Activity: Creative use of
- private industry to provide transitional work settings
is an area of rehabilitation yet to ‘be fully explored
. but which has undeniable merits. in terms of
economy and effectiveness. Some “rehabilitation
programs assume responsiblility for perfarming one
or more jobs on a subcontract basis and then
employ patients to work at the industry site under
staff supervision. Working conditions thus can be
adjusted to suit  the patient's needs. Sometimes, a
company, without requiring a subcontract, will
design a position specifically as a transitional or
rotating placement for patients.

Patient-Run Enterprises: Patients, with the help of
hospital staff, could, offer:their services to the com-
munity as a way of facllitating their work adjustment
and preparing themseives for community living.
Groups of patients offering their services in painting,
landscaping, housekeeping, janitorlial services, etc.
would give clients an opportunity to interface with
the real work-a-day world. Patlent-ru}‘u enterprises
could result. '

On-the-Job Training, Vocationai Education,
General Education: Educational programs which
lead directly to jobs are obviously.of value, but the
value of education as ari activity itsglf should not be
overlooked. Educational programs which require
" skills and effort‘compara,ble to .those in work set-

tings are often less threatening and can greatly .

Massathusetts Rehabllitation Com{mission could be
involvea in the planning, placement, and financing
of eligible clients in these programs.

enhance- self-confidence and rjélf—esteem. The

Volunteer Work: Volunteer work activities in a
nonprofit enterprise rather than in settings swhere
such efforts are a substitute for paid work could be
used as a means to a specific rehabilitation goal.
However, the issue of exploitation and the need to
encourage the individual toward self-support should
be considered carefully before volunteer work is
chosen. ’ ’

Competitive 'Employment: Finally, an agctive
_-relationship between private and public employers
and mental health rehabilitation counselors shouid
be maintained to facilitate placement of capable in-
dividuals in competitive employment. The Mental
Health Job Placement

a direct approach to the establishment and
maintenance of such«a relationship. Such a

roject is a good example of -

//k

partnership between rehabilitation programs and in-
dustry can enhance the community standing of all

area mental health programming while facllitating
the establishment of on site work activity

arrangements and competitive job’placement.

Staffing Patterns :

It is beyond the scope of this Manual to present a
detailed ovgrview of the staffing patterns required
for the entire range of area rehabilitation services. |t
is essential, though, to examine the staffing com-
ponents required to provide the supportive reha-
bilitation services and work activities. described
previously. Staff must work directly with the in-
patient, partial hospitalization; and outpatient units
of each area. .

Within each area, a position should be established
for a community rehabilitation doordinator. Second-
ly, vocational rehabilitation-oriented staff should be
organized Into an area rehabilitation team.

@

Community Rehabilitation Coordinator

This individual would be responsible for overseeing
all aspects of the Area Rehabilitation Program in-
cluding vocational rehabilitation, community resi-
dences, and socialization and recreational
programs. Accountability to the Area Director would
underscore these services as essentlal to communi-
ty mental health programs. :

The community rehabllitation coordinator's respon-
sibllity for functions related to vocatiorial rehabilita-

. tion programming could be delegated to. other

rehabilitation staff members. The responsibilities in-
clude the follsWing; ‘

1. Integrating vocational rehabllitation services
into overall treatment philosophy of the mental
heaith system. At an executive level, the com-
munity rehabilitation coordinator would repre-
sent a vocational rehabilitation perspective on
policy-making committees, with the Area Board,
and in negotiations with individual unit heads.

- . He/she will have a particular responsibility for
gaining administrative support for the efforts of
rehabilitation workers and student interns.

]

2. Supporting. rehabilitation workers as’ persons
with a specific functional identity and program-
matic orientation. The community rehabilitation
coordinator gains administrative sanction for
appropriate involvement of rehabilitation
workers in treatment teanys in all clinical units.

3. Identifying and articulating vocational. reha-
bilitation concerns in relationships with the
Massachusetts Rehabllitation Commission, the
Department of Mental Health, and other agen-
cies. In working closely with vocational
" rehabilitation line staff and heads of other
programmatic area components, the communi-

’
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ty rehabilitation coordinator Is able to assess
and articulate patient needs for vocational
rehabilitation programs and effectively.
negotlate for approprlate resources.

4, Provlding supervision, tralnlng, and supporting
research. The community rehabilitation -coor-
dinator would provide directly, or at least in-
sure, adequate supervision for all rahabilitation
oriented personnel. He/she would-have respon-
sibility for participating in the overall training ac-
tivities of the area. In addltlon the community
rehabilitation coordinator *
relationships with university prog a
port training of students an
research. .

to™Sup-
*“encourage

Qualifications for the community rehabilitation geor-
dinator shouid include the foilowing criteria: -

* Several years of experience in rehabilitatio
programs and services for the mentally ill,

cluding - experience with inpatient and p rtiai-

hospitalization programs. = *. .

e Several years of ,administrative experlence with
demonstrated abilities in interpersonal skills,
written communication, and leadership.

« Training ,in psychology, psychiatry, rehabilitation
counseling, social work, or nursing. Speclfic dis-
ciplinary training should not be a primary-con-
sideration. - .

Salary would be commehsurate with the qualiﬁi’
cations and status needed $o function effectively.

Area Vocational Rehabilitation Teams-

The organization of vocational rehabilitation workers -

intb teams will provide an:effective vehicle for im-
plementing specific program needs. Basically, the
team will. consist of rehabilitation workers who work
directly with staff and patients in- clinical treatment
units. These .individuals, working under the com-
munity rehabilitation coordinator, .have direct re-
sponsibility in supporting patient involvement and
movement in work activities. Specific team ‘com-

position will vary -based on area preferences,

resources, and devélopmentai issues.

If there is joint sponsorship of area . vocational.

rehabilitation teams by the Department, of Mental
Health and the Massachusetts Rehabilitation.Com-
mission, specific agreements concerning areas .of
responsibility, lines of authority, evaluation of per-
formance, and use of cage service funds would be
negotiated best at an area level. Other options might
include participation in {feam support by local men-
tal health associations, private sheltered workshops,
and other psycho-social rehabilitation programs.

étaffing for "area_ vocational rehabilitation teams
should be pragmatic and’undertaken with maximum

- e e e i

.. ' » o
/.
N Ly

N f’ lexibility to permit optimal responslveness to
patient and program needs. Vocatlonal rehabilita-.
tion staff may include individuals at various levels of
training and experiénce in a varlety of disciplines
«ranging from those with little formal training to those
with certification and advanced degrees. Staff might
include psychologists, rehabllltatlon counselors,

socjal workers, and nurses. Students in training also

could play a valuable role in service delivery as part
* of a carefully planned internship program. It should
benoted however, that each team should include at’

would , promﬁw*MleaSt a minimal number of professional rehabilita-

tion counselors who by virtue of their disciplinary

training could undertake certain tasks and provide .

leadership in emphasizing a vocational rehabilita-
tion approaoh to treatment

"Clvil Servuce positions and salary schedules must: be
modified to .encourage individuals to work in mental -
health-vocational rehabilitation oriented, pubjlclY
operated programs which provide a{reasonable ex-
pectation for professional growth, agvancement,
and compensation commensurate with skills. Effbrts
should be undertaken to deemphasize specific dis- -
ciplinary requirements for Civil Service positions,
focusing instead on skills which transcend Indl\giual
disciplines. Alternatively, blocks for professional
rehabilitation counseiors should be created’in the
Department of Mental Health. A further option is to
contract for rehabilitation services with 4 nonprofit

> ;grganization linked to the area prog '

Costs

The Boston Center House, Inc..6perates the. Center
- House Workshop in which 58 persons participate,
‘_‘ -36.0n a full-time basis and 23 on a part-time‘one.
The Genter House has-an affiliatiorr agreement with
the Bay Cove (Tufts) Mental Heaith Center through

.

'
1Y

“which staffing funds are made available for the ,

Workshop. The  staff employed to operate the
workshop include a director, three workshop super-
visors, and a business manager, all full time. Part-
time personnel ‘jnciude -a secretary (three-fifth’s
time) and a bookkeeper (one-fifth time). Income and
expenses associated with thls program for 1974 are
identified below.' )

+ Income ol s U ‘
" Subcontractors | wH . § 64,058.52 *
Massachusetts Rehabilitation
Commission . - 6,964.50
‘Fees® 5o = 1,655.00
.Bay Cove (Tufts) Contracts: .
PhaseslandIl, .V 3593329
Commonwealth of Massachusetts — t
WIN Program . ‘ 794.29
Total $109,404.60

.
- . @,
.

' The nét gain of approximately $5 000isa bookkeeplng artifact in that certain expenses were not pe/ted unm early 1975.

«
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- Expenses’ ) R - ~ rehabillitation facllities, -,L!nlte,diu~f\£\‘lay.°‘fbun_datrfko;n
4‘Salarles (including Retirementand ~ - ./ grants, and fund:ralslng.- , : T :
Payroll Taxes) $ 63,137.99 State:  (1)"Department of Mental Healthy Staffing -~ -~ °
-Clients' Payroll ' . 35,312.69 {Rehabilitation counselors in mental health fgc!lltl/es. L
Work Activity Expenses . ~  Staff blocks for. programs); Contractual Purchgse of
" v  (Furniturg] Supplies, etc.) , " 5,617.43 Services (Workshops ‘and social rehabj}{ ation
/ Work/Stydy Students ' ©, _._ 95785 faclities); and (2) Massachusetts Rehabilitation B
v ' Comrhission: Staffing (Massachusetts Rghabilitation N
- e / T Total ~$104'?25'96 . Commission counsgiors assigned ,to’l)%?:llltles); Fee :
7 B . . for. Service (Wgtkshops, other rfehabititation -
Income Sources . . o programs, and extended employment support).

'

Since the vocational rehabiliitation services require a~ - Federal: (1) National Institute for Mental Health: .
- complex netWork- of facilities. programs and staff; a . Grahts as part of community mental health, after-
variety of private and public income sources have care, and rehabilitation services; and (2) Rehabllita-
.been utilized to support these. services. ]Zh’e'follow- tion Services Administration? Facilities, construction, - ,
ing outline categerizes ‘the tradltlonpap.k"sources of equlpment. and expansion g;an;s. ’ /

support and suggests new fundl,pf,, ossibilities to - ' .
* be explored tb expand vocatiopal rehabilitation ocal: Comprehensive Employment and Training

’

_ R .Act: Funds to provide employment andjtraining to
services to the mentally lll. .~/ ; " Junempleyed, e.g. for paraprofess/lona/and- other
Private: . Mental health,-/,assoclatlons, private staff positiohs. e : PR
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Service 6: Social -Rehabilitation oS
- For many mentally ill individuals, participation in ~Materials about everyday situations could be
work - activities, sheltered workshops competltlve drawn together from newspapers, magazlnes
» employment, volunteer work programs partial tel ion, and radio. Task assignments gn topics

*hospitalization programs, Inpatient programs, and
the like are not feasible. Therefore, a social
. rehabilitation program emphasizing the -develop-
.,ment of social skills is essential. Social rehabilitation
‘programs represent a diverse group of individual

and group activities. They have as their main pur- m

ly il. approach some degree of growth

* pose dssisting those who are, or have been, mental- | even if this is in_terms of behavioral control ‘only.
" ly ill to improve upon their abilities to cope and ad- Groups focusing, _on interpersonal “variables and
just within social situations at all levels of interac- the cliént's .d l\lv hehavior could be ‘held. .

ch-as payment of taxes, price of food, inflation,

and the like would be given with a group report
expected.

esocialization: Internal. evaluation of personal
ection and needs are’essential to assisting the

ividual's needs and not)those of others such as '

tion. They may be part of a vocational rehabilitation . .Emphasis sh0u|d be pjced on meetmg the in-

program, con unity residence, partial hospitaliza- . d

/on progra and/or inpatient program, i.e. they , family, staff, etc. .
eed not be separate and, distinct -organizationally- . Skills of Daily Living: Many mentally ill individuals

Y

~although they should be proframmatically dis- experience problems in controlling money, plan-

tmgunshatple for evaluative purposes.

ning menus, shopping, buying items undet con-

tract, using a credit tard, etc. A program aimed at

Organizational Auspices

Social rehabilitation services may be provided by a ©
propnetaryl private nonproflt or public agency. A

private nonprofit corporate structure has the advan- P

assisting these individuals cope with and under-
stand the essentials of daily life should be.held.
Recreation: Day/evening recreational programs

rovide an opportunity for individuals to pursue

passive and actlveorecreatlonaf activities in a

tage of being able to raiSe and retain income from a - structured and goal directed manner.’ Such

variety of sources. Such) programs also may be
jointly organized by groups and agencies of differ-
ing structures. No matter how organized, the Social
rehabilitation program should provide services for. a
wide spectrum of needs among the mentatly ill..
Client participation in such programs should not be T
estrictive but rather representative of citizens
iding in the comrunity within which such a
is taking place. :

p

Board. Such programs should represent part 6 a
broader network of services with formal and infor-
mal a/greements linking them to other constituent
members y ~

When social r'ehabﬂitati'dh‘s'er’vices are components

of.a program under the auspices of a vocational *
tehabilitation program, a community residence, par-

tial hospitalization program, inpatient program, .
social club program, or other related program, then 2.
its structure should.be delineated specifically as a
separate component. .

Program Content

The comprehensnve mental health program de-
signed for a catchment. arfea should include the
followrng social rehabilitation services: ’ s

. Remotlvatlon This focuses on content wh|ch is . .
reality based and deals with current situatjons. 3.
-— ’ i

rograms should involve trips, taurnaments,

socials, meétings with volunteers, etc. They would
afford each client a broad range of activities
relating to most developmentat needs.

e types of social rehabilitation services, as well

imilar ones, can be offered in any of several
ro- program settings such as the following:

" Soclal Clubs are formally designated settings
where the mentally ill can meet to socialize,
develop common interest(\groups and seek out

- meaningful community support through, peer

group assistance. The social club’s availability
may vary from one evening per week to 8even
days and nights per week..However, it
represents a major resource for these in-

dividuals to gather for socializing and suppor-

tive purposes. This setting is especially impor-
tant for patients not participating in other
programs with socual rehabilitation components.

Common Interest Groups Follqwing the exam-
ple of Alcoholics Anonymous an Alanon there

Schizophrenia Anonymous Such gr
the ex-patient to find full expression of feelings
and emotions regarding mental iliness. Further,

. - group and peer pressure may restrain the ex-
.patient from destructive behavior while

providing a major resource at times of crisis.
Psycho-Soclal Rehabllitation Centers have

D9
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been developed which incorporate soc«al as
well as vocatidnal rehabilitation congepts, e.g.
Center House in Boston.-These centers provide
a gamut of psychological and social services for
the mentally ill including social ¢cfubs, vocational
rehabilitation, sheltered housing, and tran-

* sitional employment Comprehensive psycho-
social rehabilitation centers should be en-
couraged so that a multiphcity of social
rehabilitation activities can be coordinated
through one organizational structure. The Com-
mission on Accreditation of Rehabilitation
Facilities standards' should be used as a
guideline for such programs.

Staffing Patterns .

The staffing of socjal rehabilitation programs should
include a broad range of skills with Iéss concern for
spegialization than be the case with regard to
clinical services. Theegcruitment process sh_ould
focus on individuals with broad backgrounds who
¢an provide ‘several types of services once trained.

The intent, therefore, is to establlsh functional staff—
ing patterns as follows:

. Communlty Rehabiiitation Coordinator: An in-
dividual responsible for’ overseeing-atl ‘aspects of
the Area Rehabilitation Progr including its
vocational ahd social components °commun|ty
residences, and recreational services.

¢ Social Rehabilitation Leader: An individual with
demonstrated abilities in one or more of the sogial
rehabilitation activities. The leader provides direct

.

leadership of ‘these activities within a structure

and organizational design developed in conjunc-
tion with the community rehabilitation .coor-
dinator.

* Social 'Rehabllltatlon Aide: An individual who
assists the leader in the operation of a specific
Social rehabilitation actxvnty #

¢ Volunteers: Each catchment area should have a
volunteer program which offers the mentally ill a
diverse range of social activities. Interaction with

. members of the community affords the client an«
opportunity to renew social skills while developing

- meaningful relationships with local persons. The
emphasis may be more upon the development of
a social relationship than any specific outcome.:

The Center House, Inc. in Boston operates a social -

rehabilitation program called Center Club. Through
an affiliation agreement with the Bay Cove (Tufts)
Mental Health Center, staffing fupds have been’
made available. and the Club employs the following
full-time staff: a program director, three MSW social
.“workers, and two persons with college degrees. One
. of the latter works exclusively on prevocational ac-
tivities.. Staff employed on a part-time basis include

’ Y
' Standards

Facihties 0'North Lincoin Avenue. Chicago. lllinois 60645.

consultants in adminjstration and social work (both

one-fifth time), secretaries (equivalent of one and

& one-half time), and a bookkeeper (one-fifth time).

!

.

Additionally, some clients are employed at the Club
in ways intended to encourage thelr productivity and
* .greater self-reliance. These clients are paid for such
actlwties as light maintenance, serving meals, and .

,worklng on subcontracts. This staff operate the -

program for-all of Region VI. in.1976 the Club ex-
pects to have 275 active members which includes an
average of 70 persons attending on weekdays, 30
persons on Saturday and on"Sunday, and 250 peo-
ple attending during any single month.

%
Facilities - .
The- ‘physical structure occupied by ‘a social
rehabilitation program-should be inspected to in-
sure that it meets the "health and safety standards
outlined in existing regulations. Though such
facilities may not require certification or licensure,
the spensoring organization should provide:for a
thorough evaluatian with regard to health and safe- -
ty. These facilities should be centrally located to the,
degree possible or be lotated where public trans-
portation allows equal access to all individuals
within a given area. Social rehabilitation services
can be encouraged in all areas through the use of
satellite facilities or by the development of new u-
nits, Center House in Boston utilizes facilities, in
social agencies and other community organ|zat|ons
facilities on the grounds of state hospitals are inten-
tionally not used for sociat rehabilitation activities.

»

Costs

Costs should reflect all djrect expenses incurred in
the operation of a social rehabilitation program as
well as the associated indirect costs. Cost effec-
tiveness for purposes of accountability and realistic
maintenance of such programs should be empha-
sized. Affiliations with existing resources in the com-
munity should be encouraged to foster cost effec-
tiveness. This may be,achieved by operating social- ~
rehabilitation programs within a community
residence, sheltered workshop, or similar settings.
‘Comprehensive social rehabilitation programis af-
ford a greater opportunity for d|versif|cation and
accountability of such programs is high.

The 1974 budget of the Center Club illustrates the .
income and costs associated with this program.
Major expense categories have been consolidated
for this illustration.

It should be emphasnzed that Center House con-
siders the staff budgeted' for this progrdm insuf-

ficient since service$ are provided 76 hours'per
week spread over geven da s. If income continues
| P L//

\

e@/lanual for Rehabilitation Facilities. 1975 Supplement amends 1973 Edltlon Commission on Accredltatnon of Rehabmtanon
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to increase as it did in 1974, additional staff will be
hjred. ‘ .

_Income Seurces

Multiple funding sources are needed to maintain
program continuity since total reliance on public
funding is unrealistic. Social rehabilitation organi-.
zations may generate income through fee-for-
service contracts, foundation grants, donations;
United Way allpcations, and Department of Mental
Health resources (including staff assignments). The
- Center House, Inc. additionally spohsors two.major

fund-raising events annually. %

~

-

Income - * [, o . T
Contributions _ . * . $710, 000
Dues : ‘ - +3412 7
New England Medical Center 38,419 L
Boston State Hospital . _ - 42,5500 & -
Massachusetts Mental Health Center - 25,000
Interest 200D- o
Total $119,531
Expenses . Lo
Personnel (Includlng work/study
students) $ 74, 956
.» Payroll Overhead and Retirement * 9,272
Rent, Maintenance, Depreciation, P
©  Amgrtizaton « 8,821
Food (net) 6,193
Group Activities (net) 3,488
Office Expense ,998
Telephone, Gas *2,280
Client Payroll . ! 5,682
Camp (net) ‘ . 981
“* Other (Legal, Audit, Insurance, -
_ Travel, Miscellaneous) o 1,178
Total $115,819 /
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Community resldences are a relatively new resource

) for the mentally ll. In 1950, there were only two such

facllities In the entire United States but in the en-

. suing decades they have grown at a ggometrig rate.

Ih 1960 there were 10; in 1963 theré Were 40; and-in

- "1969 approximately 130 cornmunlty resldences ex-

+ Isted throughout the country.' By 1974, there were
60 such programs in Massathusetts alone! '

This growth stems from the efforts and concern of a
comparatively small number of indlviduals to find
less traumatizing, alienating, and costly forms of
service  than traditional hospltalization. A major

rationale for the Md¥sachusetts Mental Hospital =

Planning Project’s recommendation that large state
hospltals be phased down is the demonstrated abili-
ty gf community residences to serve as effective
alternatives in providing sheltered living ar-
rangements. In fact, the-Massachusetts Department
of .Mental Health now requires that community
residences be included as a sixth essential service
in comprehensive area-based programs.

As clinicians have become more sophisticated in
. minimizing long-tgrm inpatient care, it Is evident that
~ several "groups of people can successfully utilize
community residences. They are:

* Individuals In crisls, coming directly from the
community, who require short-term, ‘intensive
- nonmedical supervision and support. (Many of
" these Individuals are now cared for in stat
. hospitals.) . ‘
* Individuals ready to leave a hospital after short-
term care but not yet ready to assume the full
responsibilities of independent living. ;
* Individuals who after long periods of hospi-
talization are capable of personal care but lack
soclal skills and competencies.

in response to the differing needs of each of these
population groups, several types of community
residences have evolved in recent years. The
residents accept varying responsibilities in each ac-
cording to personal abilities. .

- * A group residence generally has no requirement
that the residents leave for total independent liv-
ing within a specified time interval.
* A halfway house explititly expects residents to
" leave for independent living within a defined time
period. ,
» A Tcooperative apartment is a group-living

arrangement which may become a person's per- .

manent residence, or it may be transitional. No
- * staff live in the apartment. -

.

' Glasscote, R. et al. Halfway Houses for the Meptally Ill. Washington, D.C.: Joint Information Service, 1971.
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* A foster family provides room and board for one
to three individuals who need an alternative home: -
The home may provide a permanent or tran-
sitional living arrangement. - .

Under current care patterns psychiatric hospitaliza- .

‘tion Is often over-utilized. This is due to the fact‘that

alternative nonmedical facilities are not sufficlently
available In the community for people in crisis. More
such facllities should be utilized when Intensive
medical supervision Is not required.,

In order to rectify’ this sltuation, one of -two
possibilities exist: ‘ :

1. Each community residenée could have one or
two beds avallable for individuals in acute crisis.
This would glve such residences maximum
utifizatlon; however, two problems might be
created: -

« Staff are severely stressed, and this takes\/

. thelr time away frdm currént residents and
"creates turmoil in the facility. S

* Special fiscal planning would be necessary to
accommodaté-the fact there would be empty
beds some of the time.

2. An intensive care residence could be devel-
oped. This is a small nonmedical facility
providing intensive supervision for crisis.

— management on a 24-hour basis. Residerice in

- the facllity is primarily short-term, ranging from
one day to two weeks. A person may leave the
intenslve care residence and return directly to
independent living, or be discharged to another
more appropriate residence.

Organizational Auspices" |

There are varlous organizational auspices possible
for the operation and adminigtration of community
residences. These Include private proprietary or:
nonprofit agencies, state government agencies, and |
joint private/state agencies. Operating a nonprofit “_
charitable corporation facilitates the receipt of

public funds and foundation grants as well as

private contributions. Profit-making corporations
can recelve state funds through contracts when
funds are available for services rendered at a rate
compatible with those determined by the Rate Set-
ting Commission. .

If a program is operated directly under public
auspices, funds may be feadily available through

- the agency's operating budget, or staff may be

reallocated from other state programs. By investing

@




programmatic and fiscal responsibilities in nonstate to the facility in"a team meeting with the follow-

organizations whilg-using state funded staff and an- ing individuals: . A
cillary supports, maximumflexibility is possible. " ,, . Theclient. . he
Irrespective of the organizational auspices, the .. . Significant others including family and friends ™

* who are involved theﬂ;lient or who the

client deems appfopriate.
~ » Community-caregivers (teachers, ciergy, etc)

who have been jrivolved with the client or
would provide rjieded resources.

* Staff from the community residence.

» Mental health clinlcians, i.e. psychiatrist psy-
chologist,; and/or social worker. i

following common elements should exist:

'

» o« Community residences receiving public monies
should relate to their surrounding communities
- throygh participation at the Area Board meetings,
through community advisory groups, and/or
through, a‘- house board representing relevant
segments from the community.
» Community residences should operate programs ’

providing residential services for a variety of dis- 2. Goal Development: A major emphasis should
ability groupings. Each facility should operate with be placed on the resident's participation in the
adequate administrative.autonomy so that impor- _definition of goals while in residence. Goal
tant administrative decisions are not made at a “definition coupled with the -delineation of expec-
site re from the program and without con- tations of the resident and the staff in' meeting
sultation With the program.. . . these goals - should be . pursaged. A written
e Contracts should be awarded to each community _program plan should be developed as soon as
residence based upon its cost effectiveness, its , possible, and not longer than a week after each
feasibility, and its plan to utilize available com- resident’s entry to the program, and reviewed at
munity resources, with the expectation that every least once a month and in the case of short-
effort will be made to develop innovative ad- " term residents évery two days. This pIan shouId
" ministrative linkages to support the programs. For emphasize: .

* Social programs in the house ass|st|ng the
developmeént of interpersonal “relations that
are free from pathological patterns such as
isolation -and* withdrawal, grandiose Jhype,‘-
manic intrusiveness, paranoid suspicious-
" ness, or malevolent manipulativeness.

* Avocational ‘interests in the house such as
'developing a capacity to be aware of the
world about and to engage in social activities

example, this may involve private, profit-making
landlords with state supported staff, and private,
nonprofit administration.'

o Affiliation with the Department of Mental Health
area program should be maintained to assure
proper communication and linkages. Area staff.
and Board should be involved in decisions regar-
ding the establishment oi new residences.

. 2 "

- PrOg ram Comem * . such as cards, Monopoly, ping-pong, etc.
Each community residence ‘must insure a variety of Outside the house, the capacity to seek and
services to assist residents in the management of - enjoy such social and avocational‘activities as
their mental health needs as well as basic socio- tennis, swimming, boating, skiing, hiking, and
recreational needs. These services include: ’ entertainment such as movies, concerts, and

art museums. <

¢ Vocational planning so as to ensure that each
:resident participates in a da|Iy program at
maximum potential.

e Education planning either for elementary
high school, or college levels. An educational
consUItant should participate where
necessary in planning goals, in* application
and entry, curricuium selection, and
academic load-level judgments. ’

e Lite skills improvement includes personal
hygiene, cooking skills, ability to get around
in the.community, using public'transportation,

- . abilltyvto handle money and a checking ac-

It is strongly urged that the resident's program count, capacity to shop in local stores, and

and treatment plan. be designed upon entrance a_cquiring-knowledge in apartment selection.

1. Intake/Screening: Each community residence
must have a written intake/screening policy
-which clearly states the basic admission criteria.
-This policy should assure each candidate for
residency the same chance for admission as
anyone else who may meet the basic criteria.
Restrictions based on age, behavioral patterns.®
seéx, or any other factor should be clearly
stipulated so that each candidate and potential
referral source will know them:.Bocumentation
should be made of this process and findings

- provided to -both \candidates and referral
sources. -

e ' Richard D. Budson® Justine Meehan. and Emily Barclay. Develop/ng a Community Residence for the Mentally III Boston: COmmonwealth
of Massachusetts 1974.

*ltems,3-5 of this section are taken from the monograph Richard D. Budson, Justine. Meehan, and Emily Barciay Developlng a Com-
mumgy Residence for the Mentally lll, pp. 18-19.
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tal care, exercise,

- * Physical health carM%agement includes.
7

general megdical care, d
diet, and birth control.

* Psychiatric cdre and therapy. The client's
needs, \resources, and problems should

determir\e his/her treatment plan. Rele i
therapies’ may include chemotherapy; in-
and.

dividual ‘counseling; family, group,
couples therapy; problem-solving in a social
network:- day support; types of behavior
therapy; short-term and long-term psy-

- . chotherapy; and crisis intervention, |
* House and statf milieu planning involves an-

ticipatory consideration of requnrements for -
4 staff and group to provide support, limit set-

ting, reality testing, confrontation, etc. in in-
dividual cases as appropriate.

e Family. Relations. Planning for crucial
relationships with close * family members,
parents. spouses, children, etc.

¥ .

3 Dally Programs. The daily program in the house
us?y includes the group eatitig together

nig) family’ style, and the group gather/ng
together weekly for house metings. ‘Many

*

models are possible fér the house meeting. It i

may be led by the, residents, the house
managers,.the program cons\ltant, or lee-joint-
ly. Depending on the program\and the needs of
the residents, the house meeting may be an in-
formal discussion ‘at meals or a kggular meeting
of the residents and staff. Such issues as house
rules a@nd policieg, adjustment ol residents to
the program, and changes in ‘§taffing .and
acceptance of new residents are all relevant

. agenda items\for a house meeting.

Housekeeping; copking, shopping, and minor
maintenance of the dwelling also may be part of
the in-house program. Residents take respon-
sibility for these chores as they would in
their qwn homes. In addition, 'small group
recreatidnal activities prevail in.the evenings
such as-card games, ping-pong, and teievnsio\
viewing. Another important part of the in-housé&

daily program is the constant availability of the

- managers for support and advice at times of
-Crisis as well as engouragement and sharing at
times of pleasure and success.

Residents should have a specific program of
daily activities, often outside the house. If this is
lacking, the community residence may in time
begin to fungtion like an institutional back ward.
Each community residence must provide a
structured program throughout the waking
hours which may include school, work (in com-
petitive employment or sheltered workshop),
day hospital or day activity programs, or
volunteer work. In planning the residence
program, consideration should, be given to a

-

;

s
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mechanism for flnqpng appropriate jobs f

residents.

.

Avocatlonal/necreatlonal Residents may

assistance in developlng cfeative and
pleasurable useg of thelr lelsure time. The
availabllijty of recreatlonal facilitles is therefore a -
distinct asset to any program. These include
movie theatres, bowling alleys, parks, YMCA-

YWCA facilities, etc. Avocational, opportunities *

also could include religious, civic, social, and
other community interests. Vacation time away
from the residence during holidays ar in the
summer should be arranged when appropriate
and pogsible.

Ancillary Services. Psychiatric, social re-
habilitation, and dental services are needed.

. Residents should be encouraged to utilize local

-toward increased. economic, social,

community resources as much as possible, as
would any cther citizen in the community.

- Program Continuity. Under appropriate Cir-

cumstances, community, residentes should
develop continuity. recognizlng that a resident's
tenure .in the program involves movement
and per-
Sonal independence. Planning with other agen-
cies, the family and related resources is an es-

‘sential aspect of programming, especially with

- regard to discharge planning and aftercare.

7.

"

8.

Use of Communlty Resources. Wherever' possi-
ble, resources already available in the com-
munity should be used in developlng a
resident’s program Total programming within .
thé® community résidence itself is akin to in-
stitutional treatment and, thus, should be dis-
couraged. . . .

~

House Rules. Each community residence must
develop a manual which clearly denotes the
programmatic requirements and expectations
of residents House rules may describe daily
costs, services available, fixed and mandatory
programs, and other pertinent information as

_ delineated by the residents and staff. Fire and
~saféty rules should be posted on each floor.

10.

Y

. Recordkeeplng. Each community

residence
should develop and maintain an adequate .
recordkeeping process which includes for each

- resident: clinical reports, when available, from

the referral source; monthly progress notes;
periodic notes including medication changes;
hospital visits; behavioral problems; clear
description of goals’ and methods to reach

~ them; and delineation of effect when reached. °

.

Pertinent fiscal records also should be main-
tained.

Program Review. At leassannually, each com-
munity residence should review its program on
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ia as outcome for individuals who

munication with referral sources, and other data
as they are available. Client portfolios also -
should be reviewed to determine potential dis-
crepanciés in programs and in.the process of
recording them. The purpose of such review is
to determine program effectiveness in meeting

individual needs and to reflect programmatic
changes necessary to meet those needs.

Monitoring and evaluation of the program for
regulatory and licensing purposes is a respon-
sibility of the Department of Mental Health.

Monitoring should be carried out on a regular,
basis to, avoid the abuses that, in some in-

stances, have characterized deinstitution-
alization. ! -

11. Afte{?/e.' Linkages with community mental.
. healtif aftercare (outpatient) programs provide
continuing care after a person leaves the res-
idence, including follow-up medication- review,
psychiatric evaluation, and crisis intervention.
Follow-up through the community residence,,
where possible, may serve as a meaningful
linkage for the resident,and provide for recogni-
tion of another source for assistance.

-

Staffing Patterns’

Creative staffing patterns for community f&sidences
should be demonstrated through the linkage of state
and private resources. This can be enhanced by
career development ptograms aimed at creating
new staff classifications. Training aids, training
programs, ongoing in-sefvice education, and in-
novative approaches to staff-motivation should be
emphasized. The potential for career opportunities
in the field of community residences needs to be
recognized and stressed. Limits should be placed,
however, on the volume of training activities feaS|bIe
in a given facility.

A new area position of “Community Rehabilitation
Coordinator” is recomimended. This individual
would be delegated the responsibility for coor-
dinating, through the Area Direcfor, tffe manage-
ment of a community-based rehabilitation program
which includes community residences and related
support programs such as social clubs, day activity
programs, and socio-recreational programs.

The staffing of a community residerice req'uEe:s:

1. Residence Director. The directof has the re-
sponsibility for the overall coordination of the
legal, flscal and programmatic aspects of the
commumty rgsndence Critical to the success of

the program is meaningful coordination be--

tween the director and the house managers.

o » ’ !
' ltems 1-5 in this section are taken from Budson, et al., Devéloping a Community Residence for the Mengally ili, pp. 15-17.
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red .and left the residence, gom- ,

. In-Realdenc

Those responSiQi,lities assumed by the director
and those delegated to the house managers
should be delineated clearly. Where a program is

" under the direction of a corporation, the director

should have adequate means of communicating’
with the corporate body.

Management. A young married
couple often i _
ing a full-time employee of the program, the

other working outside the house each day or at«
tending school and working as a part-time em-,

ployee in the evenings. It is valuable to have both
male and female managers. Provisions should be
made for house coverage when the managers
are on vacation and on 'fheir days off. Often a _
relief mapager Is hired on a part-time basis for
this " purpose. It should be noted that very
stressfui situations haye been encountered by
married couples serving as .house managers.
Other combinations of persons might be
preferable, and a variety of sets of house
managers should be encouraged.

When less supervision is needed by the
residents, the requirement of in-house manage-
ment may be waived with the permission of the
Department of Mental Héalth. A possible mode]
might even be that of house managers living in
the dwelling as the programis being established
but moving out when the residents achieve suf-
ficient autonomy in their own lives and in the

“house's management. The residents may then

continue this living arrangement indefinitely with

‘only periodic visits from staff. *

When hiring house managers, it is often possible
to find interested candidates through university
graduate programs ¢f social work, psychology,
special education, rehabilitation caunseling,
theology, or other related programs. It i§ thought
to be important for the stability of the residence
that the managers be available for at least a year.

In the case of the therapeutic facility serving -

acutely disturbed residents, it will be necessary
to provide more Intense supervision. Com-
munity/neighborhood workers and a doctor
should be on call 24 hours a day for crisis
management. '

. Professional Consu]tatlon._This should be

arranged through the area program. Depending
on the needs of the residence, the consultant
may meet solely with the house managers ad-
vising them on issues regarding the residents
and program, or the consultant may- meet with
the residents as well. Depending on the
program's needs, consultation may be arranged
with a psychiatrist, social worker, rehabilitation
counselor, or psychologist. A consultant should

'

»

ired as house managers, one be- -

.




meet with the program at a minimum of once per
month.

* 4. Emergency’ Medlcal Avallablllty. Although resi-
dents may have their own physicians in the com-
munity for routine care, medical treatment in
case of medical'emergency should be drranged.
This arrangemenf,may be with a local physician
or emergency room team of a iocal hospithl who
should be aware of the program's mtentlon o call
upon them when needed,

5. Volunteers. The use of volunteers should be con-

sidered since they not only supplement the staff -

but provide a valuable link between the residents
and program to the community, assisting par-
ticularly in recreational and socialization ser-
vices. Volunteers also can provide support to the
resident returning to a more independent living
arrangement. Volunteers may be recruited from
universities, churches, local service, and mental
health associations.

6. Job TItles. Givii Service classifications,
specifications, and entrance requirements are
not compatible with current Department of Men-

tal Health program needs. The reclassification

project of the Department, thus, is urgent.
Specifically, job titles should be revised and
désigned to reflect more closely the work actually
performed; Civil Service exams should be
offered more frequently and should test more
validly and reiiably the skills needed for work
_performance. The requisite criterla for non-
governmental agencies should be competency
rather than credentials.

Facilities

A variety of- dwellings have been utilized as
community residences, including large old homes,
lodging houses, multi-family houses, apartments,
and inns. The choice of dwelling, from a program-
matic viewpoint, shouid be guided.by how it lends
itself to a family or homelike atmosphere and by its
accessibility to such com munity resources as shop-
ping, transportation, and the like. Institutional
features such as steel doors and cinder blocks walls
found in old dormitories or hursing homes generally
should be avoided. ‘Although the Department of
Mental Health regulations: specify a maximum of
four persons per bedroom, the nurhber of people in
a bedroom should be guided by the room's layout
and available space, avoiding a dormitorylike
arrangement. Space should be available and ade-
quate for group activities in a living room &r recrea-

tion room. The dining room should be sufficient to.

-seat the entire group at one time. Attractive decor
and furnishings in good condition contribu/tzle pos-

itlvely' to an overall atmospheré of self-esteem.

couragement of residents to participate in’
decorafing thie dwellimg can foster the feeling that it
belongs to them.

" In general, the community residence should blend in

with other dwellings in the neighborhood, not bear-
ing any distingulshing characteristics. It Is important
to locate in an area which is not isolated, but-in the
midst of a community, thereby facilitating access to
transportation; jobs, schools, shopping, recreatiopal
facilities, and appropriate health and social service
agencies.

In selecting a residence, particular attention must be
given to safety, building code, and zoning regu-
Iatlon§

. In-House Safety. Certain precautions should be
taken by the program in case of emergency.
Health and safety rules should be developed in-
itially and *agreed upon among the residents and.
staff and subsequently reviewefl as population
turnover occurs. These rules mi
issues as: smoking, curfews, sex, od arid
meals, drugs and alcohol, noise, etc. I

. 2. Bullding.Code. The Department of Mental Health

will review a community residence from a
programmatic standpoint only. Community
" residences are subject to a new building tode
specifically developed for them under the
provisions of Massachusetts General Laws
Chapter 143, Section |, as most recently amend-.
ed by Chapter 1098 of the Acts of 1971. The code
‘has been drafted by the Uniform Building Code "
Commission with the advisory assistance of the
Interdepartmental Rehabilitation Facilities Board
of the Executive Office of Human Services. Upder

. _ihis code, the inspection was conducted by the

state Department of Public Safety until January 1,
1975, after which time local inspectors as umed
this responsibility.

3. Zonlng. Location of the community residence\
guided by the zoning ordinances of the cities and
towns in Massachusetts. These cities and towns
have authority over 'such factors as density of
poputation of a neighborhood, and height, size,

- location and use of buildings, structures and land
for trade, agriculture, residence or other pur-

* poses (Massachusetts General Laws + Chapter
40-A, Section ll).

In many communities detailed zonlng _ordinances
-are being written regarding the location of com-
‘munity residences. Since the community
. residence is a single housekeeping unit of per-
sons Ilvmg together as a family, the prepon-
derance of ordlnances have identified all

P N -5 . .
IS ~— N '

4 Items 1. 2. and 3 of this section are takem from the monograph Rlchard D. BudSOn Justine Meehan, and Emily Barclay Developmg a
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Community Residence for the Mentally fll, 1974, pp.8-10.
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idential zones ,as appropriate for these
dwellings. In some cases, these community
" resifience ordinances have ifcluded a require-
t that the program obtain a special permlt
b¢fore locating. -

Where zoning ordinances specifically a(c-jdressed
. to community residences have not been drafted,

the residence often is.considered to be a family -

for zoning purposes. Some communities, in fact,

identify a single housekeeping uf’i’?t without any.

reference to degree of kinship of the residents
(Danvers, Massachusetts Zoning By/laws p.-2). A
recent Supreme Court decision”puts the famlly
argument into some jeopardy.

Itis important to undefstand that components of
the decision-making by planning boards, etc. un-
der the authority of Chapter 40-A include political

and public relations considerations. These may

be voiced by citizens at a public hearing and,

therefore, community relations play a key role in

the location of the community resldence

- Sources of Income

Income to meet expenses may be obtained in a
number of ways. Individual residents generally are
charged a daily fee which may be derived from one

or more of the following sources: (1) supplemental

security incomnie -checks; (2) family support; (3)

« . earned income from employment; (4) thlrd -party

" Table 2-8. Community Resid_ences: Income And Expenditures

payments;-and (5) savings.

As a general rule, unless most residents can afford
to pay a fee of $10 to $20 per day, a program must

rely on additionai sources of income. Purchase of

accountablllty for com munity reside
costing procedures should include all costs and not
only those incurred by one sector or sponsorshlp )

The critical cost factor associated with staffing may
be dealt with through a linkage of state and private
providers. Assignment of)state employees as pdrt-
time professional staff sould reduce the cost for the
provider as a direct expense, thereby reducing the
overall operating budget significantly.

As noted previously, cost variability relates to. the
differing types of community residences now in
gperation. It thus is appropriate that rate setting
should be on an individual program basis. Further,
communlty residences are. subject to cost-of-living
increases, requiring that their basic rates change
frequently. Contracts should reflect an awareness

‘and {consideration for this variable. Community

residences should be considered eligible for surplus
food stuffs and surplus purchasing. Where possible,
community residence sponsors may wish to enter
into cooperative arrangements to make use of
group purchasing power and centralized disburse-
‘ment benefits.. '

Costs” o

The costs of operating a community residence -
program €an vary considerably. The costs of 18 ex-
isting and typlcal community resldences have been
calculated as follows; . N

Range - . Median -Mean
Income $ 6,176. — $263,071 N?; 561. "~ $57,528.
Expenditures - 6,473. — 261,504" 6,422. 46,942.
Balance (13,917.) — 22,150. 549. 483.
Table 2-9. Commumty Resndences Expenses - o ~ .
i . Range Median Mean
Manpower - $ O — $111,666. . . $10,363. $19,003.
Equipment : 0 — 6,453. : 0 - 1°,308.
Supplies . 0 —_ 7,591. 377. ’ 1,259.
Food . 0 — 29,432 ~ 6,046. 7,133.
Transportation 0 - — 4,768. 100. ‘ 888.
Rent 0 —  18,283. 1,401. . 3‘455..
Mortgage ' ~ 0 — 6,984. 0 1,105.
Insurance ' : 0 — 17,076. 500. . : 1,369.

. Utilities - 240. — 18,714. 1,954. ° 3,083.
Other 500.  — 49,561. ’ 2,932. ' 8,136.
Costper diem per bed 296 — 2469 9.10 10.06
Charges per diem 3.57 - — 21.42 - N  .6.34 10.27
54 = <

N
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- Se‘rVice 8: Hospital Care avnd\Treatment |

Most mental health" programs\ emphasize 24- hour

« fcardprovided iq hospital settings. As we become in-
creasingly sophisticated in the uses and- benefits of-
lternatives to hospltalizatlon. 24-hour -inpatient

care is no longer regarded as the major treatment of
choice. Consequently, one of the goals in develop-
ing comprehensive community mental health e

programs is to reduce hospitalization and to shorten
its -duration when reyguired. When available,

therapeutic fdcilities, halfway houses, group homes, ",

" detoxification centers, developmental -disabilities
“.centers, and other community residences are viable
alternatives to hospitalization. Once an area has
. developed a, network of community resources of the *
types described in this Manual, these resources
should be able to handle many and erhaps even all
patients now admitted to hospltals g

In moving services from state hospitals to.communli
ty settings, program directors must be s e to in-
clude the full range of physical and medical support

- services currently equired for accredited hospital
care. Locally base
charasster of the community being served and to the
mcreasingly common practices of brief inpatient .
stays during acute crises followed by early dis-
charge into appropriate community settings. To_
facilitate this goal, hospital programs should main-
tain functional relationships with other compohents
‘of the communlty-based mental health service
system.

Appropriate Utilization of
Hospitalization ' -

6

»

Hospital services are the most costly of all mental ~

health services. Their use, therefore, should be
limited to the fellowing circumstances:

 When the patient's medical needs -require

. diagnostic-or treatment facilities ava|IabIe only in"-

+ hospitals.

e When the security of the patient, h|s/her family, or
-the community requires 24-hour care. L.

» When the patient's treatment can be adequately
controlled only in_a hobspital setting (e.g. medica-

tion or physiological emergencies such as
‘\;epartment disability assessment, etc. should be .

seizures). -
e When no other facility is appropriate for around-
" the-clock observation.

- Hospital care is not appropriate for prowdingq

emergency shelter, for extractlng a ctient from a
stressful social -setting, for impressing on the client
the fact that othérs are disturbed by his/her
behavior, or to‘relieve the family of a distressing
'burden Furthermore, the fact that “Blue Cross will
pay” does.not justify hospitalization except where:

rams must adapt.to the

N

this . kind of care is the best method of treatlng the
person.

. Populations at Risk

_populations who may potentially need this care. The
: foIIowing groups-require consideratlon

Adult Mentally I

The largest. group potentially requiring 024-.hour
hospital care are adults whose mental illness "and
“emotional problems are manifested by psychosis,
suicide attempts, severe depression, episodes of
confusion, etc. Within this large group, it is impor-
tant to - distinguish the,_two subpopulations with
unique program pIannin nd facilities needs

1.« Patlents Currently Residlng State Hospitals.

" These individuals have muItipIe social, medical, and
psychiatrlc handicaps. When, dischar g d from state -
hospitals, alternative’ communlty facilities must be

~ avaflable. “Dumping” these persons constitutes in-
'humane treatment and generates communlty
““backlash.”,

The Department of Mental Health in December 1973
reported statistical data by catchment area on all

initial step\isv{r area staff to Identify the specific:

patients in state hospitals.. This report is available '

through the Department of Mental Health's Central *
Office. Division of Evaluation, Research and
Statistics, and can be of considerable assistance to
areas in planning for deinstitutionalization. There
are approxlmately 100-200 residents per. 100,000
population in state hospitals, the exact *number
depending on such factors as socio- econqmlc
status, availability of halfway houses, ihstitutjonal -
policy, and community tolerance and.'acceptance. -
Increased public concern is. being expressed about*
this hospitalized population, and Area Boards-and
staffs should carefully review their needs to deter-
mine clinical and social readiness for transfer from
« institutional to community facilities. The availability
in the .community of such human serwces as psy-
choactive drug supervision and monitoring, physical
health care, community residences, halfway houses,
cay treatment, vocational. rehabilitation, Welfare

sessed as part of the planning process since it
has.a major bearing on the number of_patients
needlng continuing hospitalization in order to
receive adequate care.

In 1972, social work staff of the Department of Men-
tal Health analyzed the functional needs of patients
residing in state hospitals; 6,500 patients in 10 state
hospitals were categorized into the foIIowmg four
functional groups: .
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e Ambulatory Patients with Predominant Medical
Problems. This group included 2,775 persons, or
35 percent of the total. “Ambulatory” was defined
as being able to walk the length of a hospital cor-
ridor and up a flight of stairs. Members of this
group had physical problems which were getting
progressively worse; they required a large amount
of nursing care but relatively little psychiatric
attention. These patients could-be appropriately
cared for in Levels | and Il nursing homes.

> o Ambulatory Patients Who Are Psychotic. This

group included 1,950  persons, or 30 percent of
the total. They have been in state hospitals for 10-
40 years and have great need for social stimula-

tiort and close supe rsion. Many patients in this
group have sub tal meptal retardation.
e Ambulatory “Nonpsychotic Patients Who Are

Institutionally Dependent. This group was com-.

prised of 1,300 persons, or 20 percent of the total.
Its members were placed in state hospitals’many
years ago and consider them “home” since ties
with families have béen severed. These persons
were'for-the most par\guiet and cooperative, they
work on the hospital™grounds and functron
dependentiy within the institutionalized setting.

. ACuter Psychotic Clients Who Require Short-
Term Hospitalization. These persons are in-
patients for approximately 10 td 15 days of crisis
intervention and comprise 975, or 15 percent of
the total. Psychiatric units in general hospitals or
communrty mental health centers could treat most
of this group. for whom intensive medical and
psychiatric services are often necessary. Day and
evening treatment centers oan best provide con-
tinuing care to these patients after the acute crisis
has passed.

" The findings of this 1972 study clearly indicated that
a large proportion of the‘ 6,500 persons .then

residing in state hospitals could be cared for equally

well (n alternative settings. Approximately 4,000 per-
sons. or 62 percent of the total, could have been
transferred to other facilities it such settings were
avajlabie. It is important to emphasize agaig that the
first step in moving patients from the ar€a’s state
hospital unit to aiternative care programs is
evaluating the cjlient’'s specific needs and

capabliities. Since many hospitalized patients func-,

tion better in settings with higher expectation levels,

itis strongly recommended. that all hospital patients

be evaluated and arange of alternative settlngs con-
. Sidered.

If the goal of reducing the number of patients in
hospital settings is to be achieved, communities
must develop the residences and therapeutic
facilities described elsewhere in the Manual. These
include nursing and rest hpmes for persons needing
~a high degree of long-term supervision,' intensive

. +

-
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care facilities. for th ing short term inten-
sive psychosomatic su {(Asion and care, halfway
houses and group hormeg for those needing minimal
supervision, and coopg ative apartments for those
needing little if any s;fpervlsnon It is especially im-
portant that it be possible for patients to move from
one residential setling to another as they become
able to live more independently. Flexibility in area
ptograms will foster patients’ growth and in-
dependence; gdministrative ngyis will inhlblt
them. :

2. Newily Agmltted Aduit Batrents.

S 0 0 et on e e

Based upon national statistics, each catchment area
can axpect 800-1,000 arinual inpatient admissions
per 100,000 population. Only about half of these
episodes take place in public facilities—county,
state,” or Vetertins Administration. The other half of

. inpatient care is provided by psychiatric units in

general hospitals and private mental hospitals. It js
of note that as recently as 1971, Massachusetts
ranked well below the national average in utilizing
psychiatric units in general hospitals but above the
national average in its use of public apd privza
facilities.' During the succeeding.years, psychiatri
services in general hospitalg have been growing; the
Massachusetts Hospital Association reported that in
1974 thirty of its members operated such services.

' Thus, area planning for the psychiatric needs of per-

sons who must be hospitalized ‘should include the

" full gamut of services available through private;.

voluntary, and public hospitals. Area planning also
should consrder the range of services needed to
réduce ' the duration. of, hospitalization as well as
alternat:ves to inpatient care itself. . «

Aggressuve and Potentially VroIent Male
and Female Patients.

" A small number of patients requrwnlt
with locked ‘wards and careful supervision

gener feellng of planners and administrators is
that thefe patients are best cared for in a regional
facility.”In fact, a Departmen} of Mental Health Task
Fargce is, plapning* such aéogram now. Regioris
should be extremely cautioys and wary of creating '
such institutions which may become: (a) means of
repressidn for certain deviants, (b) means to “lock
up problem people” rather than: meeting their

_needs, and (c) an exporting mechanism for areas,

communities, and neighborhoods. It is strongly
urged that area programs try to deliver services to '
members of this group through local pfogram com-
ponents whenever possnble

Legal Offenders

A moderate number of adults are referred each year
from the courts to the Department ot Mental Health

.

© Massachusetfs Mental Hospital Planning Project. Community Mental Health And The Mental Hospital, 1973.P. 12, .
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‘Developmentally Disabled

for evaluations of competency to stand trial for .an
alleged offense or because they display emotional
problems while in correctlonal institutions,

Children ]

There is currently a serious short@ge in
Massachusett$ of lnpatlent and/or residential serv-
ices for children. Although the number of children
who require 24-hour care for strictly psychiatric
reasons tends to be very small, when the need does.
arise, it involves a complex mixture of medical, psy-
chiatric, and social services. The only inpatient
facilities currently available for children are the
Gaebler Unit at Metropolitan State Hospital in
Region |ll, and the League Day Program School at

the Erich Lindemann Mental Health Center and the .

Massachusetts Mental Health Center in Region VI.
With this limited bed space, clinicians have had to
place children in state hospitais, pediatric services
of general hospitals, and group or foster home
placements. This situation' has created serious
public concern; its resolution will require ingenuity
as well as long-term planning and advocacy at the
area program level. hd i

A combination of resldentlal/day schools should be
established for sevetely disturbed chijdren needing
intense supervision. Because of the small number of
children who would benefit from a special school, it
may be necessary to’@stablish the school on a multi-
area or regional level. The Department of Mental
Health has already developed five resideritial mini-
schools for autistic and seriously disturped youth as
well as 27 day mini-schools. Such mini-schools
would replaceg public school education/only in the

their local schooi system. - .

nd Mentally
Retarded

Approximately 30 percent’ of the persons now
residing in state hospitals are considered
developmentally disabléd and/or mentally retarded.
If these individuals are to be served in an alternative
system, appropfiate community facilities must be
estabiished for them. These facilities should be
planned in conjunction with the Regional. Ad-
ministrator for Mental Retardation, an area-coor-
dlnator\or mental retardation, and the newly evolv-
mg‘geographlc units within state schools. .t

. 3
Adolescent Patlents

About 120 seriousiy disturbed adolescents between

ages 14 and 18 now reside in adult 'units of state
hospitals. There is an increased awareness of the
need to design services more relevant to their

needs. Some advocate separate adolescent units _

specifically geared to the developmental and
educational needs of this age group. Others assert
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that fully separate unlls are clinically unmanageable.

. adolescents should participate In unique day and

'evenlng programs but reside on adult units.

The Dgpartment of Mental Health Is éxperimenting
with both types of programs at several state
hospitals. A program for Bridgewater State Hospita
youth will be housed under contract at the Solomon
Fuller Center in Roxbury. In addition, residential
facilities for troubled adolescents rapldly are
developing outside of the hosplital system. Examples
include Freeport in Newton and the network of com-
munity " residences developed for youthful drug
dependents by the Division of Drug Rehabilitation. It
is recommended that adolescents not be treated in
hospital settings if at all possible. As another treat-
ment model, disturbed adolescents can be treated
in therapeutic day programs related to educational
programs, such as the Woodward School at
Worcester State Hospital or the Robert W. White
School at the Erich Lindemann Mental Health
Center.

Geriatric Patients

Elderly persons frequently become Department of
Mental Health patients because, in addition. to
medical and neurologic ‘problems, they have psy-
chiatric -problems often manifested by dementia;
confusion, memory difficulty, difficulty in locomo-
tion, incontinence, wandering, etc. Such pérsons
pose difficult placement problems. There is a
moderate but significant group of gerlatrlc in-
dividuals too chronically ill for acute™ medical
haspitals and/or who are too disruptive or confused
-for nursing homes. They get transferred or com-
mitted .to Department of Mental Health facilities;

" hospitalization then is often protracted because of

difficulty in;locating alternative placements.

Admission rates for geriatric individuals can be
reducéd when mental health centers effectively
utilize specially trained gerlatric consultation teams
which establish liaison with nUrslng homes, rest
homes, and general hospitals. The geriatric
specialists consult with staff at such institutions
about mapagement and behavioral problems,
prevention of psychosis, treatment of depression,
and other problems. The lialson work of the
Massachusetts Mental Health Center's gerlatric con-
sultation team wag described in the Manual’s earlier
section on Consultation and Education.

Despite-the success of these effarts, nevertheless,
there remain geriatric patients who require the
medical, neurologic, and.social service resources
found only in hospitals. It'ls estimated that 50-100
elderly persons per 100,000 population will require
such services annually. The avallability of Medicaid
has significantly reduced the number of geriatric
mentally ill patients admitted to public hospitals, but
there still remains a group of geriatric persons
whose needs are met by neither nursing homes nor

4




general hospitals.

Alcoholics

Alcohollcg requiring 24-hour care often have severe
intoxication' problems and .withdrawal syndromes
such as D.T.'s, hallucinosis, and Wernicke's syn-
drome. A large number of these’ persons also have
medical problems. In many states, 20 to 30 percent -
of admissions to psychiatric hospitals are related to
alcoholism. ‘Since July 1973, the Department:of .
Public. Health in Massachusetts has facilitated the
opening of a network of detoxification centers
throughout the state. The avallability of such
facilities has reduced greatly the demand for admis-
sion of alcoholics to meptal health facllities.
However, alcohol detoxification units do require
psychiatric backup for problems such as sulcide,
hallucinations, confusion beyond the initial perlod,
and severe personality difflculties. Lialsons need to -
be established with these detoxification centers ‘and
procedures developed for admission and fo
transfer to aftercare programs such as AA, halfwa

- houses, and vocational rehabilitation programs.
" Drug Dependent Persons

There is a small but slgnlflcant number of persons
with serious drug abuse problems who require 24-
hour care, often on an inpatient unlt. Special
medical problems exist with persons addicted to
barbiturates and related drugs, and who also may
be involved with amphetamines or who have had

_ very serious "bad trips" with LSD or mescaline.

Heroin problems have recently become less of a.
burden on mental health facilities because of the
network of¢*programs developed by the Divisiorgof
Drug Rehabilitation. The addict’'s short-term need is
for hospitalization for detoxification. Long-term -
problems of rehabilitation are best handled through
self-help groups and the various halfway houses es-

tablished by the Division of Drug Rehabilitation.
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Organizational Auspices and
Facilities

Four types of organizations can provide hospital
care within comprehensive treatment programs for
tHe mentaily ill. They are the following:

1. Unitized Programs in State Hospitais. These
units cyrrently are the Iargest publicly operated
providers of hospital care for all types of adult
patients. Traditionally controlled by hospital
superintendents, these units Iincreasingly are
coming under the budgetary and clinical control
‘of area program staff and Area Boards. Itis an-

- licipated that over time, staff and patients from
these units also will be shifted to the communi-
ty. For example, when 10-patients are returned
from the unit to community facilities, one state
hospitalistaff member should accompany them

. to provide aftercare and help develop other
necessary services. Many innovative programs

1

have 'been developed by sta‘te héspltal units.
Area programs must accept responsibllity for
these units and recognlize that they are a major

resource from which arrange staft
reallocatlons under“kmg, condltlons.

Communlty Mental Health Centers. There now
are. several  freestanding ‘community mental
health centers with Inpatient capabllity. The
oldest Is the Massachusetts Mental Heaith
Cepter; others Include the Corrigan Center in
Fall River, the Solomon Center In Lowell, the
Erich Lindemann Mental Health Center In the
Harbor Area, and the newiy completed ‘Fuller
Center in Boston. Plans are under way for con-

struction of simllar centers In Plt’sfleld and In-

the South Shore Area.

It Is not expected that additional freestandlng
centérs wlll be constructed. Enthusiasm for
them has subslded since the early stages of the
National Institute of Mental Health communlty
mental .health centers movement. There
currently is more interest In developinglinkagds

_between Department of Mental Health’

programs . and psychiatric units In general

. hospitals. and othey non-Department of Mental

Health programs. rathar than. continuing the
earlier pattern of-having all services located in a
single building. -

’

For the most part, existing commuhlty mén‘tal ]

"health centers are operated as Department of

Mental Health programs and are staffed by
state employees under the direct administrative
control of the Department. As such, the centers
are subject to many of the administrative dif-
ficulties and program encumbrances
characteristic of state services. Attempts now
are being made in some centers to develop
autonomous, community corporations which
would. contract to replace the Department of
Mental Health in administering center
programs. ‘ ”

Private Psychiatric Hospitais. Facilities such as
Glenside, Westwood Lodge, McLean, Human
Resource Ingtitute, etc. Increasingly are being
used by patients with third-party payment or
private resources. Where such facilities exist.as
major resources for local communitles, Area '
Boards and staff are encouraged to develop
liaisons for planning and program development.

Psychiatric Units In General Hospitais. These
units have rapidly expapded in recent years.
Federal statistics indicate that while in 195580
percent of all inpatient care was provided in
public institutions, i.e. state and Veterans Ad-
ministration hospitals, this is now down to 45
percent. Approximately 50 percent of all psy-
chlatric inpatient admissions now occur in psy-

chiatric units in general hospitals. Untll 1970,
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Massachusetts lagged behind the national
trend, but a number of,psychiatric units have
been opened recently in general hospitals
throughout: the state. Department “of° Mental
Health area programs have encouraged and
supported these units via centract, asslgnment
of personnel, or through National Institute of
Mental -Health grants as at Union Hospital in
Lynn and at Newton- Wellesley Hospital

There are several advantages tor area
programs which utilize psychiatric units in
general hospitals. These tacilities provide
-coverage through third-party payments, they
have readiiy available neurologic, medical, and
X-ray services; and they enjoy greater public

acceptance. Duration- of stay also tends to be -

shorter in general hospitals than in other psy-
chiatric facilities. On the other hand, these units
tend to be heavily medicaily oriented in treat-
ment services, and linkage with community
agencies is highly variable. Too great en-
couragement of the *'sick” role may increase
dependency and decrease patient initiative for
independent living. Moreover, general hospital
services are expensive with an average per
diem cost of over $100. The complex and ex-
pensive facilities of a general hospital may not
be needed for many patients wilh so-called
functional mental disease, Le. depression,
schizophrenia, neurosis, and personality dis-
orders. These factors must be acknowledged
and balanced by area programs in planmng for
inpatient services.

Program Content

The patient’'s best interests require that he/she be
treated at minimum cost, regardless of whether
costs are measured in time lost from work, in-
convenience, psychological regression, removal
from ordinary habitat, stress on tamily, or dollars
and cents. Inpatient services should be .based on
the principle that the social and physical environ-
ment in which a person is treated is, in itself, an im-
portant factor in the success of tredtment. fn addi-
tion to pleasant physical surroundings. clinical
programs should emphasize a person's remaining
resources rather thansdeficits. Thus, the inpatient

service should strive to keep the client active and in-. *

volved irt therapeutic programs and activities. When
inpatient. care is deemed necessary, admissions
should be coordinated with the procedures of the
general hospital or, freestanding center,
acceptable diagnostic process negotiated.

- Treatment plans should be designed with clinicians,
the ¢ient, and members of the tlient's social
network (family, friends, neighbors, empioyer, etc.)
taking responsibility when possible for defining the
problem and changlng troublesome relationships.

" A ~variety of therapies and activities should be

and an

1]
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available within an Inpatlent service, *Including: in-
dividual counseling, group, famlly, coupies, and In-
sight therapy, problem-solving In a sogcial network,
genetic counseling, day activities, vocational
counseling and training, workshops, behavior
therapy programs, recreationai and occupational
* therapy, short-term and long-term psychotherapy,
independent living skills, and educatlonal instruc-
tion including tutoring and English as a second
language. Special care should be taken to match the
needs of the client with appropriate interventions.

The patient’s treatment plan should be reassessed,
at @ minimum, one and twa weeks after the in-
dividual enters the system and monthly thfeatter.
Efforts should be made to help the individual live in-
dependently. Ahn individual entering inpatient care
through the general hospital might be moved.to an
intensive care facility or other community residential
program within a short time, Follow-up and continui- .
ty of care are extremely important during these tran- .
sitional times to help individuals manage life
problems without being overwhelmed. Y

Staffing Patterns

Inpatient care is best provided, by staff who are
sensitive to individuals In crisis, have the abllity to
listen and empathize, are resourceful,”"have abilities
in problem-soiving, are knowledgeable of human
services resources, have nonprejudiced attitudes
toward the “mentally iIl,” and are willing to con-
tinuaily reevaluate their work in response to
criticism from other staff and patients. These skills
can be found in individuais with varied professional
backgrounds.

/

The exact number of statf required in the different
kinds of hospital facilities described préviously
depends upon the size of the facility, and the type
and amount of care it provides in the network of
services. An area's programs and facilities, in‘turn,
wifl depend upon the needs of communities and
neighborhoods within its boundaries.

Traditional medical and psychiatric settings are
utilized most appropriateiy .in the evaluation and
treatment of organic disorders and in use of phar-
macotherapy. Admission, treatment, discharge
planning, and patient records functions should be
performed by staff specifically skilled in these ac-
tivities.

» Community volunteers are an important resource to
the area inpatient program. The clinical staff of each
area faciiity, as well as the area administrative staff,

-~ #5hould be responsibie for recrultlng volunteets.

Supportive relationships between clients and com-
munity neighborhood volunteers are a vital resource
tfor "helping persons move from the hospital back
into the community. Once clients return to the com-
munity, this.relationship with a volunteer may prove
to be the essential variable in reducing recidivism.
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Due to the potentlal Importdnce of thelr relation-
ships with cllents, volunteers, should be offered
meaningful roles such as advocates, tutors,
program participants and developers, grqup
leaders, etc. v I

Former patlents also can provlde skllls and 9uppom
within an Inpatlent program. These Indlviduals have
valuable knowledge of what It-meahs to be an’In-
patlent and should be utllized and respected in the
developmerit of treatment plans and programs.
They can adg much needed support to Indlviduals In
crisls and to thelr soclal network. Such work also
can beneflt ex-patlents by reassuring thefn ,of thelr
self-worth, thus facllitating a smooth transltion Into
community llfe.

Costs and Income Sources
Within' a tew years. It Is recommended that the

.
A

Department of Mental Health, with some exceptions,
no longer directly provide Inpatlent services. When
haspltal care Is required and third-party payment Is-

‘not avallable, these services generally should be

provided by the Department of Mental Health on a
contract basls to private psychlatric hospitals or,
preferably, psychlatric unlts In general hosplitals. In

*~gome areas where local Inpatlent units already exist,

such as at community mental health centers, these
could continue to serve thelr areas as contracted
services rather than, as direct adminlstratlve units of
the Department of Mental Health. Untll this goal Is
reached, the vast state funds now allocated to In~
patlent care could be used to provide sérvices.In a
transitional perlod and fdr the creatlon of support
programs which eventually will become elthér self-
supporting or partlally tunded through other’
sdurces.

<
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Section lll. Area P°régrqm Adm

-~

The adréﬂstratlve structure of a comprehensive .
area-based mental health program should facilitate
the provision of services described in Sectlon Il of
this Manual. The design of such an adminlistrative
structure is more readily determined when consen-
sus exists about the premises underlying comryni-
ty mental health programs and when relevant par- .
ties agree to the administrative functions associated
with such enterprises. However, even under these
circumstances, some desirable admlnistrative
patterns cannot be implemented immediately or
even in the future since they would require major
changes in existing law or state administrative and'
fiscal practices. Nevertheless, if is Important ta
delineate the most effective and &fficient means of ,

administering area programs in agcordance wltz/;' *}y \more costly than tHe abuses it was designed to
s

our premises and conceptual framework since thés

Q

goals are realizable by the Commonwaalthin the

near future. Moreover, we beiieve tthoumablllty ls?’w
suggested principles,are broadly accepte loss of cred|lit

most adminlstratlve} procedures could be im-
plemented by internal reorganization of the Depart-
ment of Mental Health without major governmental.
or legal changes.

In keeping with the rationale that greater consensts
can be achieved for new administrative structyres if
the underlying program principles are made. ex»
plicit. we reiterate two principles fundamental {g.-
community mental health programs:

1. Mental health and retardation servlceé should
be delivered at the area level through programs

deslgnﬂ\'}serve a specific géaﬂ"’é‘ﬁh’fé gopula-

tion. Although an area program may not_be able

and. combining the resources of several ar .
might be required to provide services for some
low incidence-high need groups, the catchment
area model still has the best potential for
providing services that are readily avalilable Yo
the client, accountable to the popuiation served, .
and responsive to the community's particuia
needs. ’ , ‘

to meet all’the service needs of its popafaj‘lgni‘

2. Eftective administration of an area program

: requires that the area he responsible for plan-
ning, developing, monitoring, evaluating, and.
managing’ its own programs and resources.
Each area should set its own priorities,' prepare
and manage its .own budget, reallocate its
resources and appropriations as needed, han-
die its own personnel and payroll, and write and
administer its own contracts and agreements.

' /

' W Hargreaves. et a/ Resource Materials for Community Mental H
San Francisco. California: National ln?mute of Mental Health, 1974,
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Implementing these principles wlll require transfer- .
ring responsibllity for tinanclal and staff transactlons

* from the central to area adminlistration. Although -
this concentrates consldera rqspansiblilty ‘and * W
authority at a decentrallzgd level, In the preserI}X" *
system responsibllity Is o widely diffuged. whife AT
authorlty is centralized and subjgct to such exten- '
sive ¢checks and balances t y one transaction
can require apprdval by as many as’sevenflevels of
government. The existing gystem, which appears to
have developed in part'to prevent abuse df power or
misuse of funds, has become so cumbersome and
dysfunctional as to constitute mismanagement In ~ -
-apd of itself. The ratlonal planning and management

-0l resources, therefore, is often Impossible‘and like-

correct. Furthermore, . the present diftusion of-
_responsibility~has, produced a system where ac-
f?rly nonexistert, with consequent

y among both the government and

the cltlzeq§:f/;'ljfntended to serve. -

o ~ :
_Adequa}é“c ecks and balances on the misuse of .
authorfity atthe area level are attained by the follow-
ing means: o0

e Eéabllshlng careful cost-accounting and post-
p’/r audit procedures for each area account; ~ - )
Establishing an Area Board with the power to set .

policy and priorities, approve or disapprove major -
expenditures, major changes or -additions to
programs, cggtracts arld agreeménts (all within
appropriatiofis), and hire and fireé Area Directors;
and o . '

* Establjshing -pro edurgS within the regional or
Centrat offices f7_evaluation and monitoring of
programs, .eeView of personnel grievances, setting

o

- 'of standard§ dnd regulation and inspedtion.

r
1

administration of comprehensive

at the community level requires an/area
office’ with the capacity to manage its own affairs, in-
cludirlg staffing levels that will assure competent
clinical direction and the technical expertise to ad-
minister sizable budgets with multiple programs and

numerous employees. As a corollary to this
development, many staff now assigned to the

- Fegional and Central offices should be gradually
reassigned to Area Offices. -

Expanded administrative structures at the area level
should not be merely another layer of bureaucracy
added to the existing structure. Instead, as ap-
propriate functions and resources of the institutions
are transferred gradually into community programs,

-
o
-

ealth Program Evaluation. Part Il. Needs Assessment and Planning.
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the related functlons and resources of the reglonal
and Central offlces should simllarly be transterred
to .area-level adminlstrators. Accepting the finite
resources of the Department of Mental Health, an
adequate area-lgvel administrative structure
probably could pot be achleved without reallocating
some of the resources now utflized at other levels.

The goal of adminlistrative flexibillty and creatlvity at
the area level requires that the Legislature forego Its

+

practice of exercising line item fiscal control over -

mental health budgets. Administrators incapable of
managlng %rograms within prescribed standards of
fesponsibl y and accountabllity should be relleved
6f their dutles; constraining them by excesslve con-
trols is"an iifapproprlate solutlon. Until such time as
clear admlnistrative authority Is vested- at the area
level, there are budgetary mechanisms that can be
utilized to redeploy resources within an area
program. Whlle these aré often cumbersome and
time-consuming, they should be applled on an in-
terim basis. The following are examples of such ad-
ministrative mechanisnis.

* Reallocation of untilled job slots. Certaln positions-
which are’'no longer needed can be “traded in" for
other job titles. For example, three housekeeping
staff slots might be reallocated to two social
worker slots, as long as equivalent funds are in-
volved.

" e Personnel reassignments and training. Staft
currently stationed at a hospital lbcation could be
reassigned to a community locatlon, if this were a
more relevant use of such staff. Inservice training.
including thorough orientation, should accom-

. pany such transfers.

« Cooperation among Department of Mental Health
institutions. In a situation where state hospitals
are phasing down and some state schools are ad-
ding personnel, surplus manpower in hospitals
should be given first option on available jobs in
the schools.

* Cooperation among sta:e agencies. Personnel
can be transferred between agencies where
specific services are no longer required in one but
are necessary in another. Such staff
maintenance, launderers, truck drivers, laborers,
etc. now are needed less by the Department of
Mental Health. In the tiscal yedr following the

transfer of staff, the Department of Mental Health,

could realiocate the vacant job block to a more
necessary function or to the consultant (03) and
contractual (07) accounts. .

‘In addition to these procedures, the Department
might also use the contract mechanism for per-
sonnel utllization. For example, in contracting with
organizations to establish cqmmunity residences or
other community mental health programs, a com-
mitment should be included that job 6penings would
be posted in state hospitals, and that interviews
would be offered first to personnel In institutions.
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A recent development related to personnel

redeployment Is the enactment by Congress of Title
XX as an amendment to the Soclal Securlty.Act. This
new federal program, which Is a 75-25 federal-state
matching program, becomes effective October 1,
1975 and provldes for a wide varlety of soclal serv-
Ice programs. It Includes funds for tralning staff
affected by the delnstltutlonallzatlon process since
personnel who, have worked for many years In an In-
stitutlonal setting wlll have to make slgnlflcant ad-
justments In assuming work responsibliities In the
communlty. Progess tralning as well as sk|lls traln-
ing wlll be necessary. Simllarly, many communlty
workers face the challenge of moditying negative at-._
titudes toward these new coworkers'so that they can
function as effectlve teams.

Area administrative structures wlll force much more
careful specification of the future roles, functlons
and responsibliities of the Regional and Central Of-
fices than can be stated yet. Although the major
focus of thls Manual Is on area administration, ob-
viously larger questlons must soon be confronted.
For example, the reglonal office structure wlll con-
tinue to play an essentlal role during the transitional
perlod of phasing down institutions and developing
comprehensive communlty programs. However,
enlarging the interim structure and functions of
reglonal offices, as is being proposed by some, may
vitiate the development of a viable area administra-
tlon truly capable of ‘managing its own programs. In
the future, when the areas are able to provide most
essential services at the local level and to provide
additional services.through contract or agreement
between areas, It is clear that the function of a
strong regional office would be modified. In resolv-
ing the future rple of reglonal offices, it Is important

-to review each one individually since these offices -

now are at distinctly different levels of development.

No uniform policy is appropriate on the relative .
effectiveness or efflciency of providing clinical serv- -

ices directly by the Department or through the
mechanism of contract for service since this Issue is
determined best by the Indlvidual areas. The extent
to which an area program contracts for services, of
course, affects its adminlstrative structure. For ex-

ample, areas that use contracts extensively should -

include adequate numbers of personnel capable of
supervising, inspecting, and enforcing regulations to
assure that quality is malntained by contractual
service providers. The issue of labor negotiations
and unton contracts requires careful study since It is
closely linked to expanded contractual -service
arrangements. ‘ '

The Components of Area Program
Administration

The functions performed by an area office can be
grouped into six major categories: (1) executive; (2)
clinlcal services administration; (3) business; (4)




- .

community partlclpatlon} (5) evaluatlon and data

-~ systems; and (6) resource development. The -

responslbility for and performance of these func-

- 'tions are shared often by more than one staff group, -

but we have tried to list the functions under the
category where major responsibllity resides.

Executive

1.

5.
{

6.

7.

Overall Direction of Clinlcal and Non-Clinical
Programs. The Area Director will have ultimate
responsibjlity, authority, and accountability on
the area level for directing all area mental health
functions. i order to facilitate this responsibili-

ty, the Area Director will develop a formal table-

of organization designating subdivisions of
clinical and business functions and theéir in-
terrelationships. Since the service delivery
system varies from area to area, thg table of
organization need not follow any single
prescribed pattern.

Program Planning and Identification of Needs.
The Area Director will assume responsibility for
these functions at the area level. In so doing, a
mechanism will be developed by the Area
Director for receiving appropriate input from
and providing input to the Area Board, other
commuriity agencies and groups, and the area
program staff. - :

Resource Allocation. The. Area Director will
have responsibility for allocating financial
resources and will do so in consultation with the
Area Board. :

Reporting. The Area Director will be responsible
for delivering reports required by and consis-
tent with Department of Mental Health policy.
The Area Director will develop a mechanism for
assuring the collection of client, staff, and fiscal
data, and the preparation of reports appropriate
to the Area Board and regional and Central of-
fices. :

Negotiations with Outside Groups Involving Ex-
change of Services, Affiliations, Contracts, and
Labor Relations. The Area Director will arrange
to have appropriate and adequa’ie legal and
business consuitation, probably supplied by the
regionkl or Central offices, in order that con-
tracts and other negotiations be performed in a
thoroughly legal and businesslike manner.

Communication and Relations with the Regional
and Central Offices of the Department, Ex-
ecutive Office of Human Services, Other State
Agencies, and Local Legislators. The Area
Director will be responsible for establishing a
network of communication with reievant state
and federal agencies and legislators to assure
coordinated local services. i '

Personnel. The Area Director will be responsi-
ble for the hiring "and firing of-upper level

s
a

) .
clinical and managerlal staff within the area
program in line with state and Department of
Mental Health policy. All hiring and firing of
other area program personnel will simllarly re-
quire the Area Director's approval. The Area
Director shall be responsible for approving role
definitions for all area employees, inéluding job
descriptions and lines of responsibility.

Budget Preparation and 'Monltorlng. The Area
Director will assume responsibliity for super-
vising and monitoring the preparation of the
area budget in conjunction with the Area Board
prior to Its formal submission to the Regional
and Central Offices.

‘Clinical Services Administration

Overall Responsibility for Clinical Services. The
clinical program will be subdivided into units
reflecting the. program needs-and"geographic
nature of the area. The directors of the clinical
components shall be responsible to the Area
Director for thelir clinical decisions. If these serv-
ices are contracted, the providers shall adhere
to Department of Mental Health standards for
care, and the program shall be accessible at all
times to the Area Director or his/her staff who

- will monitor the performance of the contract.

When the area program utilizes regional or cen-
tral progranis for the care of local citizens, the
Area Office shall negotiate the nature of serv-

~ lces to be provided at such a facility, the policies

regarding entry and exit from the regional or
central programs, and the expected rates of
utilization.

2. Coordination and ‘Integration of é\nlcal Serv-

ices. The heads of the service units of the area
program shall meet regularly as clinical ad-
ministrative teams to review issues arising
among them. They will ensure continuity of care
and the smooth flow of patients’ records, staff,
and other resources among the clinical services
as needed by the overall program.

Planning, Implementation, and Evaluation of
Clinical Programs. This function shall be taken
on by the clinical administrative teams and the:
Area Director.

Facilitating the Flow of Information AAmong
Clinical Units in the Area Program. Clients shall

" be admitted to and discharged from the area

program in its entirety, not to individual facilities
within this programi. This will be true for persons
admitted to contractgd components as well as
to those which are directly operated by the
state. Clinical information will be available to all
program components and clients will bé: in-
formed of this policy. Confidentiallty of informa-

- tion beyond the area program will be protected

as stipulated by statute and Department of
Mentai Health regulations.

-

.
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5 Client Records’ Supervision. Client records’ 2.

* supervisidn will be undertaken by a registered
medical records' librarian, and a uniform
system will be developed for the area as a-
whole. Active records for clients in" reglonal
facilities will be on flle at the regjonal facility, but
each patient will have an area case number.
. When the patient is discharged, the file will
revert to the area program'’'s medical records'.
unit for storage and retrieval, o

6. Facilitating Communication Among Clinical
Units and Non-Clinical Support Units. This will .
be undertaken by-the clinical administrative

wteams which will be composed of the directors
of the clinical components and those involved in
nonclinical consultation, education, adminisfra-
tion, and planning..

7. Supervising Laboratory Facilities. Laboratory
facilities' supervision will be undertaken by the
Area Office for services pmdggip:y ‘contracted
laboratories or local facilitie rated by the
Massachusetts Department of Mental Health.
Where these laboratory facilities are part of a
state hospital, they will be aecountable to the
Regional Mental Health Administrator.

~ operations will be superwsed by the Arg¢a Of-
fice. When the pharmacy Is located at a regional
facility, it will be supervised by the administrator
of the facility and its services coordinated for
focal clients by the Regional Mental Health Ad-
ministrator and the Area Director. Nonfacility-
based pharmacies serving Department of Men-
tal Health clients shall be utilized at the discre-
tion of the Area Office since pharmacy services
at the area level may not necessarily be a
program component.

8. Supervising Pharmacy Operations. Pha{(aéy 5.

Planning and Implementation of In-Service.
Training.- The planning and implementation of
in-service training efforts will be conducted on .
an area program basis as determined by staff
. and local program needs. Each area program
shall develop its own in-service training

program by utilizing its own personnel or by 8.

combining its resources with those of other
" areas under the leadership of the Regional .
Mental Heaith Admmnstrat&r

Support Services Administration

1. Personnel Responsibilities. The Area Business
Manager shall be delegated administrative
authority for personnel action, and he/she will
be responsible for maintaining personnel
records and preparing the -payrell. Whenever
possible, this procedure should not require
regional and Central office review although
records will be sent to the regional 'and Central

te offices for information purposes.
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Budget Preparation. The preparation of the an-
nual budget should be conducted by the ap-
propriate business and management staff at the
area level and shouid contain cost-accounting
analyses. -

Expenditure of Funds and Budgeting Available
Resources. The expenditure of funds should be
under the administrative control of the Area Of-
fice, subject to postaudit. Transfer of funds
within accoungs shall be at the discretion of the
Area Directo:\,

Writing and Adminlstering Contracts. The Area
Office should have legal and business expertise

available either through Department of Mental -

Health staff or through consultation to write ap-
propriate contracts and to monitor their perfor-
mance. The area should be delegated the
authority to commit funds through cantracts as
it does when hiring personnel; it should be held
accountable for the payment of these funds in
accord with the contracts. Vouchers should be
signed by the Area Director, and countersigning
by both the regional and Central offices should
not be necessary. Postauditing should be suf-
ficient control on such expenditures.

Fiscal Administration of Grants. The business

. office at the area level is responsible for the

fiscal administration of all federal and state
grants. It should collect the necessary fiscal and
personnel data, keep accurafte records of grant-
funded positions, and provide the granting
agencies with whatever fiscal and accounting
information they require to continue funding.

Admipistration of Reproduction Materials and
Resource . Each Area Office should have the
capacity to maintain and operate a complete
communication system, which includes the
capacity to reproduce and prmt documents as
needed.

Ordering and Dlspensmg of Supplies The Area

Office should order and dispense supplies to
the area program components as appropriate.

Maintenance, Housekeeping, and Food Serv-
ices. Building maintenance, whether direct or
under contract, should be supervised by the
Area Office when local public buildings are
used by the area program. The maintenance of

_regional facilitles such as state hospitals will be

and the Refional Mental Health Administrator.

under the corfrol of the hospital administrator
The same/division of responsibility pertaing to

“arranging faod for patients in residential treat-

ment, for supplying clothing, Iaundry. etc.
Bllling, Gollectloris, and Insurance. Although the

. Central Office can streamline billing operations,

fiscal statements should be submitted to the
patient by the Area Office. Similarly, the patient

°
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with the Area Office. The Area Business

Manager should bill insurance companies,.

Titles XVIII and XIX, and other third-party

payers directly. Collected fees will be paid into

the state’s General Fund and will not remain
locally. although they will be credited to the area
program account. Accurate area records should
be kept, therefore, regarding income generated
-for services so that fees earned by area
program components can be applied to
program development. The Department of Men-

. should nedotlate fee adjustments, if necessary,
|

stitutes a significant limitation on the future
growth of community programs. Although
production records and fees documentation
may be useful in some .respects, so far they

* have not resulted in additional dollars from the
Gerieral Fund. A mechanism should be created
which will allow the area program to retain all or

- part._ut, the .income generated by services
provided within the area. When fees are billed

? Qé(privateq contractors, these fees will be paid to
the provider and information regarding such

fees will be communicated regularly to the Area

. Office.

Community Participation

1. Responsibility "for Citizen Representation in
Decision-Making Process. . Area Office staff
must have established procedures to ensure
citizen representation in all phases of the
decision-making process.

.

Communication/with Local Community Agen-
cies. Designated Area Office staff should main-
tain communication with community agencies,
visit them, and _keep them informed of the ac-
tivities and ‘services of the mental health system.

Coordination and Representation on Various
Councils and Boards. Area Office staff should
be responsible for ligison with councils and
boards in the community and should delegate
representatives from the area mental health
program. : ‘

Staffing the Area Board. The Area Director will
assign suitable personnel to work with the Area
Board and to orient its members on issues and
policies. This is vital for the Board to perform its
functions to maximal capacity.

Liaison with Area Legislators. It is the respon-
sibility of the, Area Office to be in close com-
munication with area legislators, to inform them
of the services provided by the local mental
health program, as well as to keep them ap-

prised of local needs and priorities so that the .

' National Institute of Mental Health. |htegraled management information
Heaith, Education, and Welfare Publication No. (ADM) 75-165. 1974.

tal Health's inability to retain receipts con-

ey

£y
4

legislators may more effectively represent them.

Developmeht.of Written Material for Distrigution -
to Community. The Area Office must take
responsibility for developing informative writ-
ten material and disseminating it in the com-
munity.to promote citizens' knowledge of the
mental health services available: '

Recrultment, Placement, ‘and Supervision of
Community Volunteers. The Area Office wiil es-
tablish a mechanism for the recruitment, place-
ment, and supervision of community volunteers.

Advocacy. The Area Director and his/her staff
must take responsibility for patient and com-
munity advocacy with the local government, the
media, commuwity agencies, and the
community-at-large,

Evaluation and Data Systems

Evaluation is defined as the process of gletermining -
the value or degree of success in achieving a
predetermined objective. Thus, evaluation efforts -

‘must be oased upon lexp'licit criteria which can take
the form of the goals and pbjectives established by
the Area Board in its annual plap assuming that they
are sufficiently detailed. Other criteria can be stan-
dards of .the American Psychiatric Association}
National Institute of Mental Health, accreditation
standards of the Joint Commijion on the Ac-

S,

creditation of Psychiatric Facilities) or standards es-
‘tablished by the Department of M tal Health.

Y . :
A carefully designed data system. must be estab-
lished if evaluative activity is to take place. At the
aréa level, the data system should be directly in-
tegrated with a management information system to
allow for differential tost-effectiveness studies. The
evaluation data system also must be planned to
accept muitiple criteria of effectiveness, including
measures of citizen and client satisfaction. Modéls
of integrated management and evaluation informa-
tion systems exist' in other states,’ and several
smaller systems are operating now in areas of a
* Massachusetts. These alternative models sh&uld be
examined thoroughly and compared to the Multi-
‘State Information System currently being utilized
and expanded by the Central Office of the Mas-
sachusetts Department of.Mentgl Health. While a
centralized data system is necessary for'state-level ’
.fiscal and program accountability, a decentralized
system is maxjmally effective for local management
. and effectiveness evaluation. :

" The foliowi‘ng types of evaluation are the Area Of-

fice's responsibility: = '

1. Level of Effor't of Sérvjce Delivery. Area Office
. staff will be responsible for collecting patient

systems for community mental health centers. Department of

78

65




utilization statistics which measure the volume
of service rendered Jocal citizens. Priority set-
ting by Area Boards and com munity- surveys of
expressed mental health needs are factors rele-

‘vant to determining where, how, and in what

volume services should be delivered. Effort

evaluation also can occur via monitoring -

procedures, e.9. batrent complaints and various
utilization reviews. Level of effort assessments

can be initiated before more refined evaluation

procedures ase in place.

Effectiveness ‘of Treatment and- Intervention
(Service Outcome). Outcome refers-to the
changes or benefits brought about in clients or
communities as a result of the services

- delivered. Effectiveness studies are more com-

<

w
.

__plex than Studies ‘of- effort and require scientific
- methodology and rigor; thus, this type of
periodic evaluation might be contracted to an

outside research organization. As an -alter- -
‘native, the evaluation of effectiveness could be

a function of regionai level staff. In either event,
such studies by parties outside the Area Office
help to guarantee the requjred objectivity. Con-
sumer satisfaction should constitute one dimen-
sion of such studies.

Efficiency Studies. These .evaluation proce-
dures seek to determine the relationship of

. costs to services and can take a variety of

forms. Cost-effectiveness’ studies can be

- carried out only where there is a mechanism. for

cost-finding. Such studies then measure the
relative efficiency of different forms of therapy
or other clinical services in achieving their
stated objectives, e.g. the cost of psychotherapy

v. medication in achieving discharge from

residential care. Cost-benefit analysis, while still
rare in the human services, is a technique which
attempts to specify. and evaluate the fisgal costs
and social benefits of different interventions to
help decide which has a greater claim to§|m|ted
resources. Efficiency studies should be done
when possible by area-level staff or by cqontract
since they have a direct relationship to i ternal

" operations and management. :

‘ﬁ-f‘{@

' h

Adequacy or Program Impact Studies. 'Ilhese
studies attempt to determine the number of
people affected by a given program in relation
to the numbers determiifieds to need such a

.program Adequacy studies have direct .im-

ations for service delivery sothey should be
ed out at-the area level- when - posslble
ever, they also could be performed at »the

.1:‘-"* al, level.
L\I‘

Resource Development

. <Financial Resources. The Area Office staff will
be responsible for determmmg possible fund-

In either case, contractugl—
ysms probably should be utilized. - .. -‘S gPatte,rQ@;

Staffing patterns ‘for area offices must

" should be. skilled
applications and proposals. Releva;{zkill‘s in-~

~mat of the application’s guidelines.

N ‘
ing .sources, public or private, on the local,
- state, or natlonal level. Area administrative staft
.Should contact granting agencies to be kept in-
“formed of available monies and priorities as
well as, to make arrangements for third-party
payments and other types of reimbursements.

‘When asource of funds Is identified, it is impor-

tant to match the right program to the resource.
This involves Identifying the target population
and other criteria specified or‘implied by written
or verbal guidelines, maintaining a file on area

program priorities, and proposals for submittal -

when monles ‘appear available. In addition to

proposals{_area personnel responsible for
resource devalopment could assist the clinical
staff in designing a program that will meet ex-
plicit or implicit funding requnrements

-maifntalnlnk; flle on program needs and

Staff at the area level, with technical assistance
from regional and Central office personnel,
in preparing grant

clude clear expository writing, a khowledge of

the field's substantive language, and the ability

to explain the proposed program within the for-

Staff in thé Area Office familiar with federal and
state granting procedures should be involved in
the grant program startup. Depending on the
fiscal administration, these procedures may be
simple or complex. As required by the grantor,
area administrative staff must be responsible
for preparing progress and interim reports.
They also must Inform the program staff of what
clinical and program data and evaliuative
materials will be requlred during the grantmg
perlod

“Nonfinancial Resources. A comprehensive area

program requires nonfiscal resources as well as
fiscal ones. For example,. volunteer programs
have shown their usefulness in a variety of ways,
including task completion and community
relations. By -tilizing the specialized staff of
other agencies, both state amd private, Depart-
ment of Mental Health resources can be extend-
ed. A linked system of human services agencies
will strengthen the services of each of its com-
ponent organizations.: Many resources exist in
the community that are not formally identified

* with Department of Mental Health programs

now but which can become relevant-as the
Departmient shifts,it$ principal orientation from
hospital-based to cOmmunuty -based services.

\
e adequate

to |mplen'(ent the six major functions-outlined in the

-preceding section. However, since the major thrust

of area programmlng is toward decentralization and
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talloring of structures and services to unique area

needs, it is best not to delineate a single area office, °

staffing pattern which would be relevant for the wide
variety of existing and future area programs.

Administrative needs necessarily differ with the typ'e
of program de\Velop*ed in each area. They are in-
fluenced by factors such as affiliations with univer:
sities, medical schools or major hospitals, degree of

emphasis on the medical or social psychological

program model, extent of urbanization and poverty
geographic size, availability of private services, a
extent to v;?ch an area utilizes contracts vs. difect
provision of services. It seems no more sensi
attempt to specify standard administrative st
patterns for each area than it does to specify uni-
form clinical staffing patterris. Nevertheless, the
following administrative positions. are basic an
‘must exist in every area: an area director, a depyty
(or associate) area director, a business managey| a
data specialist, and adequate secretarial or clerical
positions. Beyond this minimus¥ staffing level, ad-
ditional administrative positions  should be created
in accordance with the size of the area budget, and
the types and complexity of service patterns the
area has developed or needs to develop. As the
scope of responsibility grows at the local level, area
" directors will become hard pressed to perform all
necessary functions. The role of deputy or associate
area director will become increasingly critical, and
the current position. of Associate Area Director
should then be upgraded in functions and salary.

H has heen emphasized that area offices are
responsible both for the direction of all local clinical
programs and_for overall management of the area's
budget. The 'nature” of clinical administration in
areas which have multiple existing services will
differ from thadt in areas whose primary need
remains that of developing such services. Super-
visory needs also will vary according te the extent to
which services are contracted; areas depending
heavily on contracted services require personnel
qualified to inspect and enforce regulations. Similar-
ly, the nature of area business administration will
differ in locales which have many state-operated
programs as opposed to those which primarily con-
tract for service, as well as between areas with sinall
as opposed to large budgets.

- Since the requirements for clinical and business

management in each area will vary widely over time,-. -

area administrative personnel beyond the core
positions of area director, deputy ~area director,
‘business manager, and data specialist also could be
hired under an annual contract with the'Area Board

supervised by the Area Director. Thi§ procedure

would permit the Area Office’s staffing pattern con-
stantly to be tailored to the area’s clinical needs and
to the particular mix of public, private, and contrac-
tual services then in force. For @ple. an area
program utilizing numerous stat ‘employees re-

-~

quires staff skilled in state.personnel procedures.
Should the clinical services provided by public
employees. be shifted -to contraQed services, an

" staff skilled in
negotiating"and supervising contracts, estimating
contract costs, determining legal requirements, and
processing vouchers. The need for Area Office staff
to handle state personnel transactions would
decrease correspondingly. By providing a portion of

Area Office would then require

the area administration’s funding in the contractual
- account, these kinds of changes or additions te area
administrative, staff can be readily effected."

Moreovey, when there is a major increase in an
area’s bidgef, a contractual arrangement for fund-
ing the Area Office permits the rapid addition of per-
sonnel needed to supervise new or expanded serv-

. ices. Reductions in direct service budgets or other
, redistributiopns of resources similarly could be

reflectéd in a budget decrease for area administra-
tion® P :

When the total area program budget exceeds $2

million annually, additional administrative personnel -

are required. Specialized staff include a -fiscal
manager or senior accountant, and a. personnel
manager. These added support staff are vital since
area programs, as part of the state system, deal with
multiple levels of a large bureaucracy. The position
of personnel manager is becoming increasingly im-
portant due to the netessity of implementing affirm-
ative action programs, recruiting indigenous—per-
sonnel, conducting employee evaluations, and offer-
ing caréer planning assistance.

 Costs

Area administration should be funded in relation to
the size of the area's program budget, ap-
proximatfng seveh to eight percent of the total funds
in areas with very large budgets and 10 percent or
more in areas with very small budgets. This funding

should be provided in a way that permits maximumf*’ . - '

flexibility in the development of area administrative
capacities, either through contracts with each Area
Board or through creation of administrative
positions 'which permit the hiring of a wide variety of
clinical and management personnel types.

The statewide average for,an area budget in Fiscat
Year 1976 most likely will be at a minimum $1,500,-
000. A projected cost per axea office of $150,000 or
about 10 percent of the budget’s total is consistent
with this minimal funding level for area programs.
Since no administration should be funded at less
than $150,000 annually, the percentage of an area’s

" totak budget devoted to administration could be

higher than 10 percent in those areas with the
smallest budgets. However, this basic administrative
staff is necessary to assist such areas in developing
the essential services they require. On the other
hand, areas with very large program budgets
probably will require somewhat less than 10 percent
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of their total expendlture for admlnistration

Administrative resources from phased- down state
hospitals as well asfrom the Central Office could be
realiocated .to achieve .area-level managerial
capability. The projections contained in Table 3-1
are based on data derived from the Department of
Mental Health Fiscal Year 1975 budget. Precise.data
for Fiscal Year 1976 are being prepared. State

L}

A -~

' hospital funds tentatively reallocated to - area
budgets are included in overall area totals. The data”

are presented only to illustrate the range of area
budgets in relation to administrative costs. The
“influence on ‘administrative costs of such factors
as federal funding and other revenue sources with
unique fiscal reporting requirements is not included.

& -

24

Table 3-1. "Suggested Sample Budgets for Core Area Administrative Sta{

Fiscal Year 1975 Reéommended

Recommended Recommended Percent of

" Inclides state, federal. and local funds avanable for mental health services. Includes projected reallocatlon ofustate hospltal res urces to-
areayrograms. Does not include Department of Mental Health funding for retardation. Does not inslude 62 pércent ¢ost-of-liyt % salary’

et

Totai Minimum Area ‘- Supplementary____ Total Area Total -
Area Avaliabie Funds'  Office Budget Staffing Funds  Office Budget Area Budget®
-Eastern Middlesex $ 976,000 ; . $150,000 $ o - $150,000 15
Btackstone Valley 2,121,000 . - 150,000 38,190 ¢ 188,190
Fall River 3,329,000 150,000 116,320 " 266,320 g
Massach‘u/setts Mentat 5,912,000 _ 150,000 263,840 413,840 ‘o7 :
Health Center . ' . '
. N
"‘;« P

—
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v . ices have been cont

Section IV. lmﬁle'menting Community Mental Health Prograrﬁ's.“

" The previous parts of this Manual have reviewed the
eight services considered integral to each catch-
roent sarea’'s comprehensive program. Although

every service has unique clinical characteristics,

- staffing requirements, cost considerations, etc., they
also are closely linked and interdependent. In fact,
when a composite of all eight basic services is
arranged on these dimensions, certain trends and
program directions become quite evident. Section
IV analyzes these trends in relation to the implemen-

tation issues at the area and state levels sa that per- .

established goals and-obj

Orgamzéﬂonal Auspices. -

Community mental ‘health programs are best
administered within an organizational framework
which encourages innovative and diverse ap-
proaches to the design and delivery of services. In
Massachusetts, . the. Department of Mental Health
has been the major. provider of services, and it
operates wjthin the gmdellnes and requirements of
state government. Many innovative and pioneering
serV|ces have emerged
operated programs. Yet, the feeling is widespread
thatzo ernmental constrai‘nts significantly restrict
eyen fur’h‘"lr adbances. For example, the “anti-aid”
Amendment to the Massachusetts Constitution’
bars direct grants |n aid to - nongovernmental
orgamzatlons . - .

In reaction to other artificial and severe ad-
ministrative impediments ‘within the public sector,
the Department of Mental Health, therefore, now is
giving increased attention to the alternative of con-
tracts with\_voluntary and private agenties.
Massachusgk\g%\{:rnment has long used the con-
tracting mechani for such- human services, as
alcoholism and rehabilitation; more recently, serv-

juvemle offenders as K

tractmg has many d|st|nct advantages including

gmzed advantage IS that it protects the

“.public administrator from the conflict of interest
cre@ted in both administering and monltortng one’s
“own' progfam A second advantage is that, contracts
can be terminated or-modified at set intervals in
ntrast to the constraints imposed upon program
ch’a,nge when programs are operated by Civil Serv-
ice employees particufarly in. publicly owned

from these publicly.

ted for drug addicts and .

butldm/g,s A further advantage of the contractual ap-

proach is that nonpublic agencies can- bill third-
party sources and retain the receipts for direct use
in mental health programs. This capability contrasts
with the practice of the Department of Mental Health
whose receipts from third-party payments now go
directly to the Commadnwealth's General Fund. Each
year, millions of dollars reimbursed for mental

health services pgyjﬂezgo citizens in Massa-

chusetts. A system must be designed to earmark at
le e majority of these funds for mental health
serVices to allow continued growth of commumty- <
based care.

In order to achieve maximum benefit from vatied
funding sources, Area Boards should decide which
components of their total progrant can best be con-
tracted, which should b® provided through Depart-
ment of Mental Health staff, and which provided by
a combination of ¢ontractual. and public staff.
Program capability varies considerably from area to
area, and local Citizen Boards know best the
strengths and weaknesses of their own public and
nonpublic agencies, Greater balance between
publicly and ' contractually provided services is
needed at this time if* further innovation and
program effectiveness are to ‘occur. The “specific
patterns for achieving thls balance should be deter-
mined locally. -

Distinctions are difficult to make among the many’
cdmbinations of contracts and agreements that are:
possible between a service organization and the
public agency.‘We  propose four types reflecting
patterns in Massachusetts and other states.

17 Fee-for-Servlce
* The-service organization blllS the public agen-
cy who, in turn, may or may not bill the client
" orthird-party payer. .

2. Fixed fee. . . ‘
- * The service organization btlls the public agen-

. cy at a fixed fee per calendar .period
regardless of volume of services provided to
clients. ,
The service organization bills the public agen-
cy at a fixed rate or percent per calendar
period, based on a variable such as staff
hours expended, percentage of bed occupan-
cy, or other indirect Service indicators.
The public agency pays the service organiza-
tion. a lump-sum, one-time payment for the
performance of services. .

-

3. Dual resource utilization.
. * The public agency pays salaries and/or

| - '

assachusetts Constitution, Aﬁtﬁﬁf Amendment. No. 46. Sectiens 2 and 3 . '_;
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- contracting process.

.

operating expenses for work performed by -
service organization personnel at the service
organization’s site.

* The public agency's own staff, equipment,
and/or materials are authorized for work or
use at the service arganization’s Site.

4. Mutual interest affiliations, ‘ n
* The service o.rg,m{t‘;ation and the public agen-
cy. in consortium, receive operating or capital
construction-monies from a common funding
agency (e.g. National Institute of Mental

+ Health) based on an agreement to cooperate
in their mutyal use.

_ » The service organization and {he public agen-
cy share salaries and other operating or
capital expenses to perform work of benefit to
each or to mutual clients.

The Department of Mental Health must develop a
simplified and consistent system for contracting
services if it is to achieve substantial movement’in
the direction of .program flexibility. The
Department’s’increased capability 'should be built
upon the experiences of other state agencies in the

responsibilities of central, regionat, and area staff as

. well as the Area Board must be clarified to avoid

long delays in the negotlatmg and retmbursement— .
phases. . »

.

Program Components g

A primary goal of this Manual is to shift community
mental health programs away from their excessive
relianee on hospital care to greater utilization of am- .
bulatorv dervices. Such alternative interventions as -
consultation and education, emergency, and out-
patient services come much closer to meeting client
needs at critical points |n tlme they reduce clieny
dependency., and they are " more economical.
Day/evening treatment services, social rehabilita-
tion. vocational rehabilitation, and community
residences .are similarly less expensive to operate

. and more clinically effective for many clients than is

inpatient care. As programs expand at the 'local
level and clinicians and citizens become increasing-
ly sophisticated-about alternatives to hospttallzatlon
inpatient ¢are should be viewed as a last resort
rather than as'a treatment of choice.

As a guide to thgse planhing and administering

~ comprehensive area programs, Table 4-1 lists the

more than 70 clinical, administrative ang support
functions' infegral .to these' programs. The table
suggests that some system functions such as infor-
mation ‘and referral, record’ storage and retrieval,
and volunteer training always should be included in
each of the basic services. Other functions such as
the ,dispensing and supervising of medicati()n,

- | .

In particular, the roles and’ -

research, and laundry should be Included In some
servicas but not others. Since this Manual focuses
upon the direct Services provided cllents, training
and research are listed slmply as two-of the com>
munity mental health program's 72 system func-
tiops. In major acaderpic and research centers,

these two functions ot)?;ously assume much more
centrality—perhaps even overshadowling clinical
ones. - L .

Many of the syst,em tunctlons could be performed
by varylng comblnations.of one, two, or more of the
basic services. Each catchmen} area should asslign
the system functions according to ,local clr-
cumstances. thus producing a program maximally
relevant to local needs. . 8

A corollary goal of this Manual'Is to emphaslze ex-_
plicitly that the needs of emotlonally troubled per-
sons require interventions from a wide network of
human services caregivers. The Départment of
*Mental Health through Its clinical facilities cannot

- alone provide the full array of human sefsyices need-

ed by its clients. Consequently, mental health agen-
cies must establish strong, routinized working
- relationshlps with other careglvers In the human
services system These linkages should, through
contract or other tybes of agreement, provide men-:
tal health aggncy clients with the technical skills and
resources already avallable in other agencies—they
need not be d.uplicate.d. .

o .

Continued Program Development

-

-The"past decade’s progress in developing com-

munity mental health programs will not te sustained’
unless ever-emerging problems$ are resolved.

- Amobéng the problems, looming most "prommently

over the next sevéral years are the following: *

1 Communlty Relatlons. Local opposition an&

resistance to rieighborhood ‘residences

sometimes have been formidable. Educational

_ projects, expanded volunteer recruitment cam-

paigns, public information materials in printed

and audio-visual forms; and other such. ac-

tivities must become a priority of the com-

prehensive program. Increased public un-

derstanding is a vital prerequisite for the

Department's continued movement into the

community. large numbers of citizens must’

become involved in activities of this type if there

is o' be ‘any reasonable chance of program
success ‘

- ‘ A

2. Economic Effect of Hospltal Phase Qown. In .

cities and towns whete hospitals are located, -

much concern arlses‘about the-adverse effects -

-» of phase, dqu upon the. Iocal economy. -

-~

' The hst of tunctnons was compuled by James Gorman. Dtrector of the Massachusetts Depdrtment of Mentat Health's *Manpower

Reclassification Project
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However, studies in Californla' have dem-
onstrated that the local economy does not suffer
and may even gain. Careful planning Is overdue on
alternative uses for no longer needed institutional
land and physical plants, including full or partial
razing of outdated buildings. '

/ 1]

3. Staff Redeployment. Absolute growth in the-

Department's budget as well as in those of other
-human services agencles will be limited during
the foreseeable future In view of the dim
- economic climate in Massachusetts as well as in
the nation as a whole. Thls fiscal reality makes it
imperative that the Executive and Legislative
* Branches of Massachusetts Government es-
tablish efficient and flexible procedures for
alternative deployment of present Civil Service
employees. Professional disciplines, unions,
and other groups have aggregated a degree of
influence over ‘policy-making over the years.
Such groups will have to be briefed thoroughly
in the policy changes occurring over the next
few years, with a particular view to the poteptial
impact on paid positions and employee utiliza-
tion. Redeployment often will require retraining,
and the Department of Mental Health should
make a substantial comrhitment to this effort.

4. Department of Mental Heaith Administrative
Structure. Significant steps are being taken to
decentralize certain functions such as. program

. administration from_the Central to the regional
offices. A fundamental premise of this Manual is
that decentralization must continue to the area
level as well so that program directorg will have
administrative powers commensurate with the
responsibilities assigned them. On the other

" .hand. area program administration is facilitated
by standards, accountability mechanisms, and
quality control procedures established by the
Central ©ffice.

5. Catchment Area.Sizé. Federal authorities in

1965 required that a catchment area,-have no

less than 75,000.and no more than 200,000 peo-

ple to most effectively provide and support the

essential community services. While thig range

. ' was accepted for nearly ten years as the fdasi-

. ble size of a-popuiation base, some programs

. . now have begun to design services for a pop-
ulation base of only 10-15,000 people. In fact,

- this subarea or neighborhood approach s in-

. * tegral to some of the -models desctribed in Sec-

tion Il of this-Manual. On the other mand, certain

_ servicés desighed for rélatively small ctiept
- groups could pe offered only through geo-
graphic constellations .Iérugqr "than single
areas. A region should be the operatibnal unit

-

a

] a

O -

/ Front, 1974, :

? ° - a

.

‘when practical; when this Is not practical, a
combination o! areas should sgerve as the
geographic base.

6. Transportation. The accessibillty of services
depends on public transportation where private
automobiles are not available. Since a public
transit network currently does not operate jn
many suburban and rural areas, many Depart-
ment of Mental Health services are out of reach

+ to psople who cannot make prilvate ar-
rangements. Limited Income people are par-
ticularly aftected.. The Department of Mental
iHealth should initiate planning tor a human ser-
‘vices transportation system In cooperation.with

' thd Executive Office of Human Servicgs and
other state -agencies. The focus should be on
facilitating transportatior; for people needing
several human services at different times and
places. This is not gn easy problem to solve but
the need is common to many agencies. In fact,
some federal funds are available now for such
purposes.. - '

Clients and Their Families

. Consumer participation has had a major impact

upon the human services during the past decade.
Not orily ‘are citizens involved in policy making roles
'through Area Boards and similar bodies, the
lawyers of clients now have access to heretofore
confidential records and they are more know-
ledgeable about diagnostic and treatment pro-
cesses. Furthermore. the rights of clients are in-
creasingly being determined in the Judicial and
Legislative : Branches of Government rathér than
within the Executive or Administrative Branches as
had been true previously. For example, the Mental
Health Legal Advisors Committee, established by
Massachusetts General Laws Chapter 221, was ap-
pointed in 1974 by the Massachusetts Supreme
Judicial Court to provide legal assistance to the in-
digent mentally {Ii. It is entirely consistent with the
spirit of this law and similar -legislation now being
enacted throughout the country that clients of the
mental health system be explicitly informed of their
«civil rights and treatment pgerogatives.? Mentally ili
persons are highly:vulneraBle to the whims and dic-
tatés of caregivers and safeguards must be es-
tablished ,to. insure that even well-intentioned but
desttuctive actions are not directed against them.

The rights of clients served by the Department of

Mental-Health can be glaranteed only.by systematic

- efforls on the' part of many persons:in the agency.

+ The “civil rights. officer” approach thus far has been

v . ) .. . - -
' Stanford Research Institute. Process and impacts of the ¢losing of DéWitt State Hospita‘l,‘ Jum9.”1973.

L) -
-

of limited effectiveness but possibly can be made to

work with  the deployment of more resources. Civil

rights officers (or client advocates) should be ad-
- - R & .

a
.
°

. . . . .
' 2 Your Rights As A Mental Pdtient In Massachusetts. A Handboo# for Patients by EXpatients. Legal Project/Mental Patient Liberation
[ . *0 - . A .
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ministratively independent of the clinical unit to
which they are assigned to avoid conflist of interest
situations. Specialized pardlégal training should be
provided all staft assigned to protect cllents’ rights,
and an outside group or organlzation, e.g. the Men-

- tal Health Legal Advisors Committee, should
monitor such activities on behalf of clients.

The participation of cllents and their families in
treatment planning, actlvities, and decision-making
is not only @ matter of right, it is good treatment
practice. Clients must assume active responsibility
. for their own lives. Along with the right to participate
in treatment decislons, clients also should be ap-
prised of the fact that their iegal counsel has access
to personal clinical records. They also should
recognize, however, that information -ngcessarily is
shared among the several clinicali services com-
o prising thie area program so as to enhance continui-
ty of care. .

Staffing Patterns

. Expansion of the full range of community mental
health services detailed In Section il has profound
implications for the present pattern of resourfe
deployment. As was evident in Table 1-2 and in the

following Table 4-2, the vast majority of public men-

tal heaittr funds currently are expended for adult 24-
hour care. In a typical area mental health budget, 67
percent of the funds in Fiscal Year 1974 were
allocated for the staffing of adult inpatient services.

Due to present fiscal stringencies, some of these
resources must be shifted to ambulatory care,
emergency services, community residences, etc. if
clinical alternatives are to flourish. Unfortunately,
however, the ‘Department has been severely
hampered in its efforts to efficiently deploy staff and

other aillocated resources by the superabundant .
layers of checks and balances in the state system..

Certain common personnel transactions involve the
following. state agesncies: Administration” ‘and
Finance, Personnel and Standardization, Treas-
urer's Office, and Civil Service Commission. There
ard4 also instances where legislative committees par-
ticipate in administrative matters. Continuation of a
system which significantly hampers. the decision-
making process merely will delay the changes which
so many agree must-be.made. *

Personnel reallocations inevitably create doubt and

ety about job security. The shifting of present
pgérsonnel, therefore, must sproceed in a.carefully
elineated manner. The Department of. Mental
Health's effort to reclassify positions in relation to
functional job descriptions is a meaningful building
biock in this process. Personnel transferred to
different functions and responsibiiities shouid be
~enrolied in-training programs teaching the basi¢
skills needed to pérform new jobs. Specialized
training packages are developed and presented

most effectively by Central Office staff, but ail com-
: 'S : *
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+ munity program’ administrators must assume
responsibility for thy ongoing training needs of area
staff. Area Directors should define a minimum to
maximum, number of weekly In-service traiming
houss to Insure necessary sklli development; Area
Boards should Support the use of staff time for train-
ing purposes. ¢ >

The Department of M al Health has exbllcllly

acknowledged' responsibilities to current employees’

as it phases down large Institutions. Labor unions
must similarly acknowledge that shifting program
emphases inevitably will lead to new job functions

for affected employees. The transition will be .

facilitated It functional skills are emphasized in
reassigning staff; academic credentials and
professional affillations should receive less
emphasis In assessing staff ability to perform new
functions. . ‘ .

The realigning of function&l job descriptions in
keeping with present-operating practices could par-
ticularly affect- psychiatrists for whom present
statutes and regulations reserve a number of func-
tions. For example, all medical-legal determinations
now are assigned by statute to qualified physicians
who are in relatively short supply in the public sec-
tor. Out of necessity, many such decisions.presently
are being made by other mental heaith pro-
fessionals. Knowledgeable observers, therefore, are
questioning whether this statute should be altered
so as to reflect present practices. Many other com-
munity mental health clinical and administrative
functions require éxpertise that can be gained
through training and on the job experience by a
variety of human services disciplines. The operating
principle, then, should be that leadership positions

y areto be filled only by persons with demonstrated

skills relevant to the requisite job functions. Néither
physicians nor other professional groups should be

assigned feadership by virtue of credentials per se. :
Unfortunately, the antiquated "“medical leadership

model" still is used by many third-party payers for

-~ standard setting; and, thus, it has negative fiscal im-

\

plications in addition to adverse morale ones.

-.Altho
prdvided signiticantly expanded job oppertunities
for white male professionals, women and minority
group members have benefited less. They continue

7

locations*and in various leadership positions. iﬂual
opportunity and affirmative action programs hust
be putsued aggressively to regtify this situation
where it exists. The applicable principle is that staff-
ing patterns in a given setting should reflect the
composition of the population being served. Thus,
women should fill one half of the statf positions
when possibie, and minority group professionals
should be assigned key responsibilities in com-
munities with a sizable minority group population. .

Two other groups po.ssessing relevant skills but un-

o

h community mental health programs have

to be'.mderrepresented in various geographic - -




derrepresented In present staffing patterns are
former psychiatfic patients and volunteers. By using
those former patients who display empathy and sen-
sitivity as training staff, civil rights officers,
emergency-team members, rehabillitation coun-
sellors, etc., gonstructive applications can be made
of the skills and experlences galned by these per-
sons. Legal. ethical, and therageutic concerns
associated with the employment of former patients
need to be carefully worked through; blanket
policies forbidding the hiring of former patients
should be eliminated. Obviouslys meaningful train-
ing opportunities should be provided for such new

employees as are provided other persons assumlng .

new job responsibilities.

Volunteers have long been part of the mental health
scene and yet their skills generally are utilized in a
less than optimal manner.” In recent years, some
programs have begun using volunteers for™treat-
ment as well as supportive roies. Volunteers not
only. supplement staff but they also provide com-
munication links with .the larger community, ' thus
heiping to promote greater understanding of mental
health programs. However, volunteers should ‘not be

e Aassigned duties currentLy performed by paid

employees or in any way utilized to undercut staff
job security. In a period of recession; particular care
must be taken to insure that volunteers are not
viewed by organized labor as a threat to existing
paid positions.

Facilities . ' .

‘The community mental health services described in

Section I should be provided through accessible,
decentralized facilities convenient to the populations
seeking help. Thus, most: spaace requirements
should be planned on a fgr smaller scalé than had

 been the pattern duririg the 1960s. The construction

of large, ‘publicly owned facilities is antithetical to
current program philosophy in that it centralizes
rather than decentralizes ‘service delivery while
generating -disproportionately high maintenance
costs. Furthermore. integrating mental health care
within the larger human servicgs system implies the

sharing of facilities with other agencies when at all .

feasife. Inpatient care, for examplp. prefe'rably

puplicly operated |npa ient center. Facmtles of the.

latter type should be USed for general human serv-
ices purposes.

'he growing use of alternatives to inpatient care,

‘particularly community residences. for those -

needing short or 'logg-term- shelter, has already
significantly diminished the _need for state hospital

-facilities. Buudmgs that aré in goopphysucal condt- :

Y P .

tion could be used for appropriate mental health
purposes or made available for other human serv-
ices. However, buildings unflt for use should be razed
to avold continulng maintenance costs and to in-
sure against their being used inappropriately at a
fu ure time. I many instances, it has been far more

sﬂy{p renovate deteriorating facilltles than to con-
struct new ones.

Costs

Determining the costs of a comprehensive mental
health program' incorporating the eight basic serv-
ices described in Section Il is vital for budget pro-
jections at the area and state levels. Since few, if
any, such comprehensive programs yet exist. in
Massachusetts or elsewhere, fiscal data must be
gathered carefully as these services develop. In the
absence of such data, tentative projections can be

-made on the basis of information available from

Department of Mental Heaith Fiscal Year 1974
allocations. It is clear from Table 4-2 that area
budgets already average approximately $2 million,
and that costs will grow with program expansion
and inflatiomary tendencies. Thus, the delivery of
services throdgh community-based, decentralized
facilities should hQt be viewed as generating fiscal
savings. Rather, sutq a delivery system is designed
to increase efficiency\and effectiveness by providing
timely care which: Yeduces sutesequent client
dependency and debilation.

Vi

Income Sources e

The funds necessary to support a comprehensive
community mental health program may be obtained
from any combination of sources including the
foliowing principal ones: Federal government (staff;
ing grants); state government; local government;
and reimbursements (patient fees, Medicare,
Medicaid, insurance, etc.). The Massachusetts

Department of Mental Health in 1974 initiated efforts

to clarify for the first time the multiple income
sources supporting the state’'s mental health
programs. Data assembled from program ad-

- ministrators throughout the state are presented

selectively in Table 4-3 to illustrate the range of per
capita income generated-in Fiscal Year 1975 from
public and other sources. The data from areas with
the highest, average, and lowest per capita income
highlight substantial funding ditferences. Depart-
ment of Mental Health per capita support ranges
from a low of $5.37'in Eastern Middlesex to a high of
$19.82 in the Boston University area. This disparity
must be interpreted, however, in relation to an
area’'s mental illness rates, special population
needs, socio-economiccharacter and legislative ac-
tions unrelated to needs and resources. .

' National Institute of Mental Heaith. Cost-finding and rate-setting for community mental health centers. Department of Health. Education.
*-and Welfare Publication No. (HSM) 73-9069. U.S. Government Printing Officé. Washington, D.C. -

‘.
y -
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Table 4-2. Estimated Mean Area Mental Health Budget Fiscal Year 1974
Department of Mental Health Allocations

Target Group/Service?

Aduits
inpatient*
Outpatient
Partial Hospitalization
Community Residences
Emergency Crisis Care

" Consultation & Education
Other® \

$ 1,245,000
176,000
41,000
10,000
21,000
47,000
111,000

Subtotai

T6ral/%
A fuér perspective on income sources is provided
in the National Institute- of Mental Health 1972 Com-
munity Mental Health Center Profile Package.® The
National Institute of Mental Health analysis of in-
come Sources utilized by the 10 community mental
health centers then existing in Massachusetts made
it clear that state government funds represent a dis-
" proportionately high revenue source, here; mental
health centers in other states derive proportion {e
more of their income from federal staffing gran
and local government. Furthermmore, reimburse-
ments from patient fees and third- party paymen
“are low not only in Massachusetts but in other states
as well. Nationally, income from third-party in-
surance averages 7.6 percent; but in Massa-
chusetts it is only 2.3 percent. Income from
Medicaid nationaily averages 5.8 percent yet in
Massachusetts it is 1.4 percent Nationally, income
~ from patient fees is four perdént while in Massa--
chusetts it is 0.6 percent.” Furthermore, in Massa-
chusetts virtuaily no income is derived yet from

federal General Revenue Sharing Funds for any
human services including mental health.

‘Children
Legal Medicine

A variety of steps have been taken in this state to
diversify funding so that state government need not

Amount;

Percent

$ 1,651,000 L 8o,
173,000 9.
32,000 2

$ 1,856,000

0
Ov
0

100.0

assume ‘such a heavy share of mental health
program funding. A number of catchment areas
have applied for and received federal staffing grahts
for adult and/or children’s services aithough we are
still below the national average in this regard. (Since
this support is time limited, its temporary nature

~ ‘must be considered.) Efforts at “generating ad-

ditional-third-party reimbursements also have been
ignificant and now are stre§sed by the Na/g‘aJ\
Institute of Mental Health.

The following is a partial Iisting of major thi/ d-party
funding. sources:®

1. Medicare (Title XVIIi of the Social Security Act
for thoge over age 65). Hospital insurance
provndes partial coverage for inpatient care in a
general hospital, psychiatric hosplta} or an ex-
tended care facility up to an annual. nominal
limit. Mental illness is discriminated against
compared to other diagnoses. Supplementary
medical insurance covers physiclans services
for inpatient care.

Medicaid (Title XIX of the Social Security Act for
children and those over 65 whose Medicare
benefits have been terminated). Ambulatory

'

'

' Basgd-upon data assembied by Mark McGrath, Speclal Executlve Assistant to the Commissioner, Mdssachusetts Deparlment of Mental

Health

2 Does nét include retardation services.

3 Administrative costs are distributed on a prorated basis among the services.

4 Includes positions at state hospital unit serving area.

s Unfilled positions.

-

»

s Survey of State and Regional Data, Federally Funded Community Mental Health Centers of 1972 Survey and Reports Branch; Division of

Biometry: National Institute of Mental Health. June 1974.

7 Réport of the Special Senate Committee on Mental Hospital Accreditation, Commonwealth of Massachusetts January, 1975. P. 10.

% National Institute of Mental Health, Multiple source funding and management of communny mental health facilities, Departmenl of

Health, Education, and Welfare Publication No. (HSM) 73-9055.
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Table 4-3. Fiscal Year 1975 Appropriatidns for Mental Health:'Selécted
~ Services and Per Capita Fiscat Analyses for Nine Areas!

/
¥ DMH : DMH . .
Catchment Area _State Hospltals Community DMH . Total’
. (01-02)° " Services’ Per Capita® Other* - Total* Per Caplta’
‘ _(in$ 000's) (in$ 000's) (In$ 000’s) (in$ 000's) ~
1. Bay Cove (Tufts) . $ 504 $ 790  $ 17.90 $ 1,811 $ 3,368 $ 38.71
2. Boston University 737 389 19.82 _ 1,761 . 4,060 - 35.00
3. Cambridge-Somerville . 2,083 459 17.52 2,310 5621.  29.74
19. Newton-Wellesley-Weston 822 832 9.27 - - 947 2,152 16.55
20. Blackstone Valley 891 243 15.76 = . 86 2,121 16.44
21. Franklin-Hampéhire 1,115 215 .10.51 792 2211 16.38
37. Tri-City 1,314 212 9N C 147 1,730 10.61
38. Danvers-Salem 963 264 9.06 - 97 1,366 9.76 .
39. Eastern Middlesex 62 144 5.37 369 - 976 8.64
services to Medicgid clients dre reimbursable surance policy-holders. Benefits will include up
’ when provided by' approved staft in, certified . to $500 annually in outpatlent care. Similar re-
mental health clinics. Inpatient services to guirements for alcoholism also will go into effect
Medicaid clients also: are réimbursable. on the same date. Since Blue Cross/Blue Shield i
Coverage is similar to any health dlagnosig. is the major insurer of Massachusetts residents, ..

this change could significantly increase third-

3. CHAMPUS (Civilian Health and Medical Pro- party revenues. ;

gram of the Uniformed Services). A broad in- ' Co .
surance program is.provided active and retired 6. Title XX of the Soclal Security Act. This Act
-members of the uniformed services and their provides for grants to states for services.

» dependents, including outpatient care. . Recipients of income maintenance payments

: ided-under both Title IV-A (Aid to Families
4. Federal Employee Health Benefit Program. provi | . >
Mental health benefits, including oytpatient with Dependent Children) and Title XVI (Sup-

' - lementary Security Income for aged, blind,
- care, af'e provided federal employees as part of P : , N
 this substantial insurance coverage. .and disabled .individuals) as well. as persons

who meet an {ricome test are now eligiblé for a

5. Private and Commerclal Insurers, A number of wide range of social services. Program
private insurance plans for many years have in- categories include -counseling and protective
cluded optional mental health benefits. {About services to help improve independent func-.
two-thirds - of hospital insurance coverage in- tioning and enrich social relationships, home-
cludes some coverage for merital iliness.) Effec- maker services to prevent family disruption,

’ tive January 1, 1976 all private and commercial services to the mentally retarded and their
R insurance carriers will be required by Massa- families making them capable .of self-support
chusetts legislative  statute to provide psy- and independent living, rehabilitative services,
chiatric benefits to medical and surgical ‘in- . etc. In certain instances services can be pro-

"Data excerpted from Massachusetts -Department;of Mental Health Memorandum prepared by William Goldman, M.D. and Mark
McGrath, March 18, 1975, “Per Capita Fiscal Analysis of Actual Area and Regional Expendltures for Fiscal Year 1974 and Appropriations’
for Fiscal Year 1975 for mental health services.” . .

5

? Department of Mental Health. Money from state hospital (61-02): Department of Mental Héam\ money from state hospital, combined
' sataries of permanent and temporary positions. . I .

* Department of Mental Health. Money from 5 x 21: Department of Mental Health money ap;}roprlated for community services.

“ Department of Mental Heaith Per capita. Inciudes not orfly-funds for state hospitals and community services but also Drug Rehabilitation
contracts, 314(D) awards, and Central Office training grahts, Co .

s vO&her: Includes all federal money awarded to mental health facilities or programs in an area:" all town or city money as well as private
contributions. fees, community partnership matches, etc.; and, all other state money or money collected by state agencies to Depart-
ment of Mental Health in an area, i.e. Department of Public Weitare, Department of Public Health, LEAA, Office For Children, etc.

LN . , . .

* Total money: All department of Mental Health, federal, other state, ocal, and private honey. .

’ Total money per capita: Per capita by area of ali Department of Mental Health federdl, other state, local and prl\‘/ate money.

’ ) - 90 o - a ‘ 77
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vided the extended family when the services are
Jintegral:to the treatment pian and dlrectly assist
the patient. -

Other Revenue Sources. Additional revenue
sources used by agencies include patient fees,
income from investments, contributions, sup-
port from United Ways and foundations,
membership dues, rental fees, fees for serv,
and research and training grants. The bfoad
range of alternative funding sources is avagjable
more readily to voluntary nonprofit than publlc
or profitsmaking organizations.

Even when available, the growing volume of non-
public “reimbursement” dollars is not fully utiiizable.
by public mental health programs. Current ad-
ministrative practice requires that such manies be
returned to the state’s General Fund rather than be-
ing retained by the Department of Mental Health;

repeated efforts to modify this policy have been un- -
successful. Although the Department's dogumenta-
tion 'of dollars reimbursed to the state for inpatient
services has -permitted some expansion of such-
programs, documentation is still weak ~fegarding
reimbursements received for ambulatory ‘and

~ day/evenin{§ treatment services.

Another issue associated with the collection of third-
party reimbursement is the frequent requirement by
insurance carrfers that prescnbed staffing stan-

78

dards and clinical practices be maintained even
though program directors may deem them inap-

‘propriate. For example, there is- much controversy

as to whether referral and regular supervision by a
physician is always clinically necessary, or whether
it simply-eonstitutes professional “featherbedding.”
There Is increasing agreement that physicians need
not supervise all cases; to require It unnecessarily
inflates treatment costs. Programs antlcipating

. significant funding through third-party reimburse-

ments should, nevertheless, be famlliar with criteria
established by the Joint Commission on Hospital
Accreditation, They now caver alcoholism and retar-
dation programs and intermediate care facilities as
well,

Finally, it should be recognizéd that in the near
future the most likely source of funding for non-
traditional, nonhealth community residences and
other transitional services are state appropriations
to the Department of Mental Health. In general,

at a minimal rate through the remainder of this
decade, it Is imperative that existing funds be
redeployed for ‘these purposes to the maximal
degree possible. Almost the only mental health
funding source relevant for this use is the category
of adult inpatient allocations, and such’ redeploy-
ment already is being suggested by the Department
in its budget for Fiscal Year 1976.

-however, since total public funding is likely to grow '
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