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John R. McKernan, Jr.
Governor

DEPARTMENT OF
MENTAL HEALTH AND MENTAL RETARDATION

Dear Fellow Citizens:

Dramatic changes have been made in the mental health system in Maine in the past
seven years. In that short time, Maine has gone from a system primarily composed of the
two mental health institutes and the community mental health centers to one with a
variety of community-based programs, growing numbers of private practitioners in all the
major mental health disciplines, wide and active consumer and family involvement, and
greatly improved care and opportunities for psychiatrically disabled people - both in the
institutes and the community.

The development of mental health services throughout the state has been extensive:

- Twenty supportive mental health residential programs with two new sites being
developed.

Thirteen vocational programs.

- Six consumer psychosocial centers and several consumer groups.

. Twelve family support groups and the Maine State Alliance for the Mentally Ill.

- Greatly increased educational and training opportunities, including the expansion
of the psychosocial rehabilitation model and human resources development
activities. ;

Increased support and expansion of mental health services to special population
groups such as elderly, substance abusing, and deaf individuals with mental health
problems.

Enhanced programming at the mental health institutes for adolescents and
families, elderly persons, and for those with substance abuse problems.

Four crisis intervention programs.

Establishment of innovative programs in Maine through application for federal
funding - human resources development project, case management, mobile mental
health assessment teams for elderly persons, community support systems project,
mental health elderly services training for nursing/boarding homes, Medicaid
waivers for special demonstration psychiatric residential programs, a study of the
effect of special rehabilitative programming on the lives of individuals with
prolonged mental illness.

Expansion and increase in Medicaid and third party payment for mental health
treatment and programming.

Maine has now established a solid foundation of mental health services - and been

commended for it - but is at a pivotal point in the more difficult task of building a
cohesive mental health system which is appropriate, responsive, and accessible throughout
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the state. Among the work left to be done is the development of a substantially increased
number of supportive housing alternatives with a greater variety and a wider dispersal to
include the more rural areas, a continued emphasis on specific population groups with
special needs such as the expansion of psychogeriatric services, an increased accessibility
to mental health services in rural areas, the fuller involvement of the public and private
sectors of the community in mental health services, the development of a statewide
comprehensive case management system, the expansion of public education and family
and provider training on mental health and mental illness, and the development of
long-term and home-based services.

The Department is committed to the development of a comprehensive system of
treatment, rehabilitation, and support services for psychiatrically disabled adults and
their families. It is committed to the planning and coordination of services at the local
level with both the public and private sectors, including families and consumers.

Your suggestions and ideas and, above all, your involvement in this effort are
important. We hope you will join us in the exciting and difficult work to be done.

Sincerely,

Kevin W. Concannon
Commissioner
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INTRODUCTION

The system of mental health services in Maine is complex and encompasses a
range of activities meant to meet a variety of needs, such as

Promotion of mental health and wellness,

Prevention of specific mental health problems and aid in coping with stressful
life events,

Intervention when mental health problems emerge, before they become severe
or long-term,

Provision of a variety of counseling and other therapeutic services to persons
experiencing mental health problems,

Rehabilitation of psychiatrically disabled persons, and

Long-term services when needed.

The mental health system must balance the needs of the many Maine citizens who
have mental health problems, the resources available to meet those needs, and the
availability of public and private providers of mental health and allied services. The
Bureau of Mental Health, as the state mental health authority, acts as an advocate for the
prevention of mental illness and the provision of effective treatment and rehabilitation
services in settings most appropriate to the needs of consumers and their families. The
Bureau is also responsible for promoting services to those persons needing intensive
inpatient services, including those who, for their safety or the safety of others, require
involuntary hospitalization. In addition, the Bureau provides specialized inpatient
psychogeriatric services, services to the courts and criminal justice system, treatment
and custody in forensic cases, and psychiatric services to the Maine State Prison. The
Bureau of Mental Health provides for these services through its two mental health
institutes, its Office of Community Support Systems, and its contracts with community
mental health centers and many community agencies and organizations.

The mental health needs of Maine citizens cannot be fully met with current
resources, and these needs must often compete with other important human and health
services for attention. Over the past few years, the Department has placed a strong and
continuing emphasis on special populations in need of mental health services, a
redefinition of services, an increased attention to financial management, and the
increasing involvement of all sectors of the community, both public and private.

PURPOSE OF "MENTAL HEALTH IN MAINE"

Mental Health in Maine 1986-1987 has several purposes:

Provides an overview of mental health needs across the state;

Serves as a guide to resources, outlining the adult mental health services
licensed or funded by the Bureau of Mental Health for each service area;

Serves as an annual report for the Bureau of Mental Health, describing basic
fiscal, program, and consumer information; and

Serves as an outline for the Department's goals and objectives, outlining
recent activities and current initiatives.
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MENTAL HEALTH NEEDS

Recent studies have found that the overall prevalence of diagnosable mental
disorders in the population at large is approximately 18%. In Maine this would mean that
212,000 persons have mental health problems severe enough to need mental health
intervention and help. The prevalence of specific disorders are anxiety disorders, 8%;
alcohol and drug dependency, 6 to 7%; depression or manic depression, 6%; schizophrenia,
1 %; and personality disorders, 1%.

Chronic mental illness, which combines factors related to diagnosis, duration of
illness, and disability relative to various life functions, has a prevalency of .75% to 1.25%
in the population at large. In Maine, between 8,800 and 14,700 persons suffer prolonged
severe psychiatric disability.

The annual cost of psychiatric disorders in this country exceeds $40 billion, which
in Maine would translate to about $105 million in lost time and productivity and $78
million in treatment costs. In FY'86, 2,117 persons were served in the two mental health
institutes and over 27,000 were served in the community through contracts with seven
community mental health centers and thirty-seven other community agencies.

MEASURING MENTAL HEALTH NEEDS

A number of methods of measuring mental health needs exist, each method
providing a different perspective. Estimates of the overall prevalence of mental health
problems within the population are based on the findings of studies of people sampled and
surveyed in epidemiological studies. Indirect measures of mental health problems in an
area can be determined through social indicators - those factors, such as proverty, known
to be linked to increased risk of mental illness. Rates under treatment indicate the need
being met in an area by showing the number of people receiving mental health services in
relation to overall population. Client-based needs assessments look at the needs of
individual clients. Citizen participation in open forums and work groups can provide broad
input on unmet need and other concerns. Additional needs may be identified and
examined through task forces, studies, etc.

Social Indicators

A number of social factors, such as low socio-economic status, unemployment,
and lack of social supports, have been found to be correlated to an increased incidence of
mental illness. While a specific formula for determining mental health need by examining
social indicators has not been developed, some planners employ weighted scoring of social
factors to identify service areas where greater need can be anticipated. Examples of such
social indicators related to mental health problems are presented in this report by county,
although the eight service area boundaries do not all conform exactly to county lines (see
service area descriptions).

Certain other indicators, called vital statistics, are another measure of mental
health need: out-of-wedlock births, infant mortality, death by suicide and accident, and
divorce are all linked, directly or indirectly, to mental health problems.



TABLE 1

PERSONS IN POVERTY*
BY COUNTY - 1980 CENSUS

SERVICE PERCENTAGE OF
AREA COUNTY TOTAL PERSONS 1/ PERSONS
‘ I AROOSTOOK 14,280 16.2%
11 PENOBSCOT 16,806 13.0%
PISCATAQUIS 2,472 14.1%
HANCOCK 5,882 14.6%
WASHINGTON 7,360 21.6%
32,520
11 KENNEBEC 12,452 11.8%
SOMERSET 7,200 16.3%
19,.652
1\ ANDROSCOGGIN 12,164 12.6%
FRANKLIN 3,339 12.8%
OXFORD 6,098 12.7%
21,601
Vv CUMBERLAND 21,977 10.5%
VI YORK 13,398 9.8%
VII LINCOLN 4,248 16.7%
SAGADAHOC 3,140 11.2%
7,388
VIII WALDO 5,591 20.0%
KNOX 4,589 14.4%
10,180
STATEWIDE 140,996 13.0%

*POVERTY STATUS according to the U.S. Census varies by family size,
age, and urban/rural status; the average income for
a single person in poverty in 1980 was equal to or
less than $3,686 per year, for a family of four
$7,412 per year (the 1985 poverty ceiling for one
person is $5,250 and for a family of four is $10,650,
due to inflation).

1/ Excludes persons living in group quarters.




SERVICE AREA

I

I

AROOSTOOK

EASTERN MAINE

HANCOCK
111 KENNEBEC
VALLEY
v TRI-COUNTY
\ CUMBERLAND
VI YORK
VII BATH/
BRUNSWICK
VIII MID-COAST
STATEWIDE

*%
*¥%

TABLE 2

UNEMPLOYMENT*
BY COUNTY 1985

COUNTY
AROOSTOOK

PENOBSCOT
PISCATAQUIS

1,230
WASHINGTON
SUBTOTAL

KENNEBEC
SOMERSET
SUBTOTAL

ANDROSCOGGIN

FRANKLIN

OXFORD
SUBTOTAL

CUMBERLAND
YORK
LINCOLN
SAGADAHOC
SUBTOTAL
WALDO

KNOX
SUBTOTAL

TOTAL

NUMBER
UNEMPLOYED**

3,130

3,610

480
5.6
1,12

o

UNEMPLOYMENT

RATE***

8.1
5.8
6.3

8.5

e
oN

O con
VYo

V1 0
s @

From "Civilian Labor Force Estimates By Month and Annual Average 1985", Maine
Department of Labor, Bureau of Employment Security, Division of Economic
Analysis and Research, April, 1986.

Annual average.

Percent of Civilian Labor Force. (Revised)



Birth Factors

Approximately seventeen percent (17.8%), or 3,006, of all births to mothers who

were Maine

residents

were out-of-wedlock

in 1985,

The percentage of

out-of-wedlock births of all births has increased in all but one year since 1960.
The percent of illegitimate births ranges from 10.0% to 27.9% of births in Maine

Counties.

SERVICE AREA

L

IL

III.

IV.

VI

VII

VIl

STATEWIDE

TABLE 3

OUT-OF-WEDLOCK BIRTHS - BY COUNTY*

CALENDAR YEAR 1985

COUNTY
AROOSTOOK

PENOBSCOT
PISCATAQUIS
HANCOCK
WASHINGTON
SUBTOTAL

KENNEBEC
SOMERSET
SUBTOTAL

ANDROSCOGGIN

FRANKLIN

OXFORD
SUBTOTAL

CUMBERLAND
YORK
LINCOLN
SAGADAHOC
SUBTOTAL
WALDO

KNOX
SUBTOTAL

TOTAL

ILLEGITIMATE BIRTHS

NUMBER
185

360
517
97
126

640

314
155
469

336
57
138
531
564

328

3,006

*Maine Vital Statistics 1985. Division of Data & Research, DHS

PERCENT
14.8

19.0
21.7
15.3
27.9




INFANT MORTALITY

The infant mortality rate in Maine in 1985 increased to 8.9 per 1,000 live births, with 150
infant deaths statewide. Of the 150 deaths, 106 were neonatal deaths (within the first
four weeks of life), with a neonatal death rate per 1,000 live births of 6.3. Infant
mortality rates range from 0.0 in Lincoln County to 14.0 in Franklin County.

TABLE 4
INFANT DEATHS - BY COUNTY +

CALENDAR YEAR 1985

INFANT DEATH NEONATAL DEATH

SERVICE AREA  COUNTY NUMBER  RATE* NUMBER RATE*
L. AROOSTOOK 7 5.6 3 2.4
II. PENOBSCOT 24 12.7 16 8.5
PISCATAQUIS 1 3.8 0 0.0
HANCOCK 4 8.4 2 3.2
WASHINGTON 4 8.8 4 8.8
SUBTOTAL 33 10.2 22 6.8
11 KENNEBEC 11 6.9 8 5.0
SOMERSET 5 7.4 4 6.0
SUBTOTAL 16 7.1 12 5.3
Iv. ANDROSCOGGIN 19 12.8 15 10.1
FRANKLIN 5 14.0 o I'1.2
OXFORD 8 11.9 6 8.9
SUBTOTAL 32 12.7 25 9.9
V. CUMBERLAND 34 9.8 24 6.9
VI. YORK 18 8.0 12 5.3
VIL LINCOLN 0 0.0 0 0.0
SAGADAHOC 5 8.4 5 8.4
SUBTOTAL 5 5.1 5 5.1
VIIIL. WALDO 2 4.5 2 4.5
KNOX 3 6.2 1 2.1
SUBTOTAL 5 5.4 3 3.2
STATEWIDE TOTAL 150 8.9 106 6.3

+ Maine Vital Statistics 1985. Division of Data & Research, DHS
* per 1,000 live births




SERVICE AREA

TABLE 5

SOCIAL INDICATORS*

I AROOSTOOK

II EASTERN
MAINE

111 KENNEBEC
VALLEY

IV TRI-COUNTY

V  CUMBERLAND

VI YORK

VII BATH-
BRUNSWICK

VIII MID-COAST

ILLEGIT- PERSONS
UNEM- IMATE INFANT IN

COUNTY PLOYMENT BIRTHS DEATH POVERTY
AROOSTOOK X X
PENOBSCOT X X X
PISCATAQUIS X X
HANCOCK X
WASHINGTON X X X
KENNEBEC X
SOMERSET X X X
ANDROSCOG-

GIN X X X
FRANKLIN X X
OXFORD X X X
CUMBERLAND X
YORK
LINCOLN X
SAGADAHOC
WALDO X X X
KNOX X X

(See map on opposite page for visual representation)

1 Unemployment equal to or greater than the statewide rate of 5.4.

2 Illegitimate births equal to or greater than the statewide percent of out of
wedlock births to live births of 17.8%.

3 Higher than infant death rate of 8.9 per 1,000 live births.

4 Persons in poverty status greater than 13% statewide average.

*Maine Vital Statistics 1985, Division of Data and Research, DHS
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Mortality Factors

Suicides and accidents were major causes of death in Maine in 1985, with
accidents ranking as the fifth cause of death for both men and women and suicide ranking
ninth overall (suicide ranks as the 7th cause of death for men, 11th for women). The rate
per 100,000 population was 14.3 for suicide and 37.0 for death due to accidents; in the
case of both causes of death the rate of death is much higher for males than for females.

TABLE 6

RATE OF DEATH - 1985%

SUICIDE ACCIDENT
RATE PER RATE PER
NUMBER 100,000 NUMBER 100,000
MALE 129 22.8 306 54.1
FEMALE 37 6.2 125 20.9

Divorce*

There were 6,070 divorces granted during calendar year 1985 with a divorce rate of
5.0 per 1,000 population, with 57.5% or 3,488 divorces involving one or more minor
children. There were 12,248 marriages that same year.

*Maine Vital Statistics 1985. Division of Data & Research, DHS

TABLE 7

PERSONS 18 YEARS AND OLDER WITH LESS THAN A HIGH SCHOOL EDUCATION
1980 CENSUS

SERVICE PERCENTAGE
AREA COUNTY TOTAL PERSONS OF ALL PERSONS
I AROOSTOOK 21,812 34.9
I PENOBSCOT, PISCATAQUIS,
HANCOCK, WASHINGTON 46,256 277
11 KENNEBEC, SOMERSET 34,372 31.4
v ANDROSCOGGIN, FRANKLIN
OXFORD 43,295 34.9
\' CUMBERLAND 38,508 24.4
VI YORK 30,749 31.0
VII LINCOLN, SAGADAHOC 10,587 27.4
VIII WALDO, KNOX 13,243 30.18
STATEWIDE 238,822




RATES UNDER TREATMENT

Rates under treatment compares the number of persons served in an area, or some
measurable unit of service, with the overall population of the area to yield a rate of
persons treated, or units delivered, for a set number of persons. Treatment figures below
compare persons receiving certain kinds of services and community inpatient days
rendered with the 1985 estimated population of the service area. All rates are per 10,000
population. For example, a rate of 94.0 means 94 persons out of every 10,000 persons in
the area received the specified treatment. Rates under treatment reflect "met" need and
may be greatly influenced by the resources available, or by patterns of health care
utilization, and should therefore be evaluated with caution.

TABLE 8

RATE OF COMMUNITY PSYCHIATRIC INPATIENT
DAYS PER 10,000 POPULATION - FY86

INPATIENT
SERVICE PATIENT DAYS PER
AREA HOSPITAL DAYS* 10,000 POP.
L THE AROOSTOOK MEDICAL CENTER 2,968 325.83
II. EASTERN MAINE MEDICAL CENTER 4,973 210.25
II. KENNEBEC VALLEY MEDICAL CENTER 2,967 9,891 585.65

MID-MAINE MEDICAL CENTER 6,924

Iv. SAINT MARY'S HOSPITAL 5,231 299.07
V. MAINE MEDICAL CENTER 8,807 445.05
VI. SOUTHERN MAINE MEDICAL CENTER 2,542 161.19
VIL REGIONAL MEMORIAL HOSPITAL 2,567 338.79
VIIL PENOBSCOT BAY MEDICAL CENTER 1,522 243.25

* Source: Health Care Finance Commission.
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TABLE 9

RATE OF ADMISSIONS TO STATE MENTAL HEALTH INSTITUTES OF
RESIDENTS OF SERVICE AREAS*
FISCAL YEAR 1986

RATE OF ADMISSION

PER 10,000
SERVICE AREA NUMBER ADMITTED POPULATION
L. AROOSTOOK 72 7.90
II. EASTERN MAINE 228 9.67
1L KENNEBEC VALLEY 298 17.65
IV. TRI-COUNTY 188 10.26
V. CUMBERLAND 321 16.30
VL YORK 115 7.29
VII. BATH-BRUNSWICK 65 8.58
VIII. MID-COAST 61 9.75

* 82 persons were admitted to these State facilities from a combination of
out-of-state, out-of-country, no residence, and other. Nearly 53% of the
admissions at AMHI had been admitted there before as had 43% of BMHI
admissions at that Institute. Approximately 75% of all admissions have been
admitted to a psychiatric facility somewhere before.

TABLE 10

RATE UNDER TREATMENT (PER 10,000 POPULATION)
BMH FUNDED SERVICES* - FY86

SERVICE AREA OUTPATIENT COMMUNITY
SUPPORT

I. AROOSTOOK 178.72 105.17
II. EASTERN MAINE 100.88 25.4
ML KENNEBEC VALLEY 140.21 82.83
IV. TRI-COUNTY 108.54 33.63
V. CUMBERLAND 97.1 42.71
VL YORK 93.91 39.5%
VIIL. BATH-BRUNSWICK 207.07 1332
VIIL. MID-COAST 233.18 73.84
TOTAL, REGION I & 11 122.57 47.63
TOTAL, REGIONS III - VIII 127.54 47.82
TOTAL, STATE 126.15 47.77

* These rates do not reflect services provided by general hospital outpatient
clinics or by private providers.
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CITIZEN PARTICIPATION

The Bureau of Mental Health places great importance on the involvement of Maine's
citizens in the development of its programs and policies for meeting mental health needs
throughout the state. The Mental Health Advisory Council, as well as advisory groups for
elderly persons and deaf persons who are mentally ill, provide continuing input to the
Bureau and Department. Throughout the year, work groups, task forces, and workshops
address specific concerns. In addition, community mental health forums are held every
year in an effort to encourage broader citizen participation and comment.

COMMUNITY MENTAL HEALTH FORUMS

The Community Mental Health Forums for this fiscal year were held in November in
eight locations throughout the state: Presque Isle, Bangor, Ellsworth, Rockland, Augusta,
Lewiston/Auburn, Portland, and Kennebunk. The forums were held by both the Bureau of
Mental Health and the Bureau of Children with Special Needs along with both their
advisory groups - the Governor's Mental Health Advisory Council and the Maine Advisory
Committee on Children with Special Needs. The forums provided an added and broader
opportunity for community discussion of mental health needs, directions, and initiatives.
Status papers, describing Departmental special program and population activities and
initiatives, were also made available.

Strong statewide themes emerged in the needs identified by community members
attending these public meetings:

- A substantially increased range of long-term, low-cost supportive housing
alternatives for persons with mental illness. Not only a greater number is needed
but also a greater variety and wider dispersal to more rural areas. Should include
subsidized independent living units, therapeutic psychiatric boarding homes,
supportive/structured settings, and crisis and transitional residences. It was
stressed by those attending that appropriate housing is critical to the functioning
of psychiatrically disabled persons in the community and that needed resources,
such as staff time, are being expended in coping with the ramifications of an
inadequate residential system.

. Expanded psychogeriatric services. Especially home-based services wherever
elderly persons might live, as well as increased supportive residential programs
and more support for families caring for elderly persons. Establishment of good
linkages and closer coordination of efforts between mental health agencies and
area agencies on aging.

Continued emphasis on other special population groups as well, such as individuals
with both substance abuse and mental health problems, persons involved with the
criminal justice system (including sexual offenders) and deaf individuals with
mental health problems (with continued involvement of the deaf community in
planning, increased attention to the development of a community center, and
on-going coordination with the adult education system).
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Development of a statewide comprehensive case management system and
expanded coordination of services among agencies and organizations to prevent
individuals falling through the cracks and a lack of continuity.

Increased accessibility to mental health services in rural areas. Distances and

sparsity of residents present serious difficulties re: transportation, travel time,
availability of mental health professionals, administrative costs, and salary
levels. Partial solutions might include use of existing facilities such as schools
and health clinics, greater mental health education of the general public and
allied service providers, and creation of incentives to mental health professionals
to locate in more rural areas.

Expansion of public education and family and provider training on mental health

and mental illness. On-going educational opportunities available throughout the
state should be a concerted and focused Bureau of Mental Health effort. The
needed expansion of mental health (and allied fields) educational opportunities in
Maine's university and college systems was also noted.

Other needs were also identified at the forums:

Increased use and involvement of private practioners in the mental health system

of services.

Much greater emphasis on in-home services.

Development and expansion of long-term interventions and programming.
Expansion of vocational programming, especially integrated work sites and
supportive employment.

Continued efforts to improve public transportation throughout Maine.

Examination of the increasing difficulties for providers in obtaining liability

insurance, as well as low salaries and reimbursement rates in the mental health

field.
Expanded provision of supportive services to families and increased respite care

opportunities.

A number of other clear concerns and plaudits were also made about the mental
health and allied systems and programs.
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BUDGET CYCLE

MID-JULY - Preliminary requests/ Within Targeted Figure
MID-AUGUST Initial Bureau budget
AUGUST - Initial Departmental budget with

MID-SEPTEMBER

MID-SEPTEMBER

OCTOBER -
NOVEMBER

EARLY DECEMBER

LATE DECEMBER

JANUARY

SPRING

LATE SPRING -
EARLY SUMMER

back-up justification

Budget to the Governor and

Department of Finance & Administration with
back-up justification

Additional back-up justification and
discussion

Direct discussion with the Governor and the
Bureau of the Budget

Preliminary indications of Governor's budget
Governor's budget submitted to the Legislature

Legislative Hearings with
back-up justification and review

Budget passed for the next Biennium
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MENTAL HEALTH NEEDS OF
PEOPLE WITH SEVERE DISABLING MENTAL ILLNESS

Over 8,000 men and women in Maine experience severe disabling mental illness. Each
day at least 700 of these require psychiatric hospitalization. More than 3,000 others are
receiving mental health services from community agencies. Others receive services from
private practitioners, and many receive no services at all.

These psychiatrically disabled men and women, when not hospitalized, live in a
variety of different settings: 125 - 150 in specialized community residential programs;
1,200 or so in boarding or nursing homes; many with family or friends and many alone. A
small number are occassionally homeless and many more are at risk of being homeless.

People with severe mental illness are often unable to cope with the basic activities of
daily living and lack the skills necessary to find and keep a job. This results not only in

inadequate income but makes them dependent on others for essential services and
assistance.

This is especially true for the growing population of young adults who have become
mentally ill. Without long-term hospitalization and with the inadequacy of the current
system of community care, these young people present serious problems for their families,
the service system, and themselves. Their lives are frequently further complicated by the
use of alcohol and other drugs which are common in this peer group. These young people,
while sharing many of the same service needs as other people with mental illness, have
unique needs of their own which require different models of service delivery.

They share a need for psychiatric treatment, for training and assistance in activities
of daily living, development of vocational skills, and assistance in identifying and
obtaining essential services such as income maintenance, housing, and other support
services. Because they often reject traditional services and are unwilling to seek
treatment, these young adults often find themselves in crises brought on by their mental
illness interacting with their social environment. They require an outreach oriented
approach to providing services and a responsive crisis assistance capability that can
intervene wherever and whenever needed. Additionally, since the service system is so
diverse and complex, they need someone to actively and individually assist them in getting

the mental health and supportive services they need, including housing and an adequate
income.

The Bureau of Mental Health is committed to the development of a comprehensive
system of treatment, rehabilitation, and support services for psychiatrically disabled
adults and their families with an emphasis on local level planning and coordination of
services involving both the public and private sectors, including families, consumers, and
board members. This commitment is based on the belief that people with major mental
illness have significant potential for productive and fulfilling lives. It is the responsibility
of the Bureau of Mental Health to provide leadership in developing a coordinated system
of community support services that creates opportunities for people to realize their
potential to the greatest degree possible.
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Activities and Initiatives

A variety of housing options with twenty residential programs ranging from
subsidized independent living to highly structured rehabilitative community
residences, with two new residences being developed.

An innovative case management demonstration project recently funded and awarded
to the Department by the National Institute of Mental Health. The project
emphasizes services to persons who are homeless and mentally ill by providing a
clinical manager for the planned comprehensive case management services in the
Portland area.

Ongoing efforts to define community support systems such as the development of the
Community Support Systems Handbook and the development of service definitions
and standards beginning with case management.

The development of vocational training and employment programs with an emphasis
on integrated work sites, ongoing involvement in local planning groups, and
coordination of training for staff of the public and private sectors.

The development of Maine's fourth outreach round-the-clock crisis intervention
program with integrated respite and transitional housing. This fourth program will be
run by Tri-County Mental Health Services in Lewiston/Auburn with the three other
crisis programs, administered by the Office of Community Support Systems, BMH,
located in the Portland, Saco/Biddeford, and Augusta/Waterville areas.

The promotion of psychosocial rehabilitation through training of staff in both
community and institutional settings.

Continuing support of the mutual aid, self-help, and advocacy activities of families
and consumers including ongoing technical and financial assistance to the support
groups and organizations, increased participation in local and national conferences
and other educational opportunities, and the joint funding of a statewide systems
advocacy project developed by the Maine State Alliance for the Mentally Ill.

Recognition of the importance of educational and public awareness activities
reflected in such efforts as the social security, case management, and housing
workshops, the psychiatric rehabilitation training, the Torrey presentation,
psychogeriatric and deafness training, and the increased development of publications
and media events.




MENTAL HEALTH NEEDS OF ELDERLY PERSONS

In Maine, the elderly census has tripled since 1900 and is expected to increase 20% by
the end of the century. The elderly population is the fastest growing segment of our
society with approximately 152,000 people currently in Maine aged 65 and older. While an
estimated 18% of the general population suffers from some type of mental health
problems, an even greater proportion of the population aged 65 and older, 20-25%, is at
risk for mental illness and in need of intervention.

Despite the high prevalence of mental health problems, the elderly receive less
publicly supported mental health care than any other age group. For a number of reasons,
such as the inability or unwillingness of many older people to seek clinical services, the
lack of interest or expertise of many clinicians to treat older people, and the lack of
financial resources, the elderly account for less than 7% of all services provided in
community mental health agencies, and receive less than 2% of all mental health care
delivered by other community-based providers.

Over the past two years, the Department of Mental Health and Mental Retardation
has substantially strengthened its commitment to serving Maine's elderly. Representative
of that commitment is the establishment of the Elderly Services Coordination Project at
the Bureau of Mental Health to assist with the development of programs and policies
designed to improve care to Maine's mentally ill elderly and to facilitate the promotion of
mental health and well-being among all older people.

Recent Activities

. In 1984, the Bureau of Mental Health jointly established, with the Bureau of
Maine's Elderly, a 25-member task force on mental health services to elderly
persons for the purposes of exploring the mental health needs of older people
and assessing the responsiveness of Maine's human services networks to those
needs. The task force's final report and recommendations currently serve as

the basis for aging program and policy development at the Bureau of Mental
Health.

. In 1985, in response to the work of the task force, a 17-member advisory
committee on mental health services to elderly persons was jointly convened by
the Bureau of Mental Health and the Bureau of Maine's Elderly to oversee the
implementation of the task force's recommendations, and to serve in an
information gathering and advocacy capacity in the development of services for
mentally ill elderly persons.
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Also in 1985, the Bureau of Mental Health assisted the Bureau of Maine's
Elderly in its application to the U.S. Administration on Aging for funding of a
major initiative to support caregivers of victims of Alzheimer's Disease. Funds
provided by the AOA are currently being used to assist with the development of
Alzheimer's Project of Kennebec Valley, a comprehensive residential resource
center including a 25-bed boarding and respite care facility, geriatric
evaluation unit, and multi-purpose training center.

Over the past two years, the Bureau of Mental Health has facilitated the
development of several regionally-based aging and mental health coordinating
committees, comprised of community mental health agencies, area agencies on
aging, consumers and advocates, to address the mental health needs of older
people using existing local resources and to advise the Bureau of Mental Health
as to development of community-based programs and services for elderly
persons who are at risk of mental illness.

Current Activities

In 1986, the Bureau of Mental Health received grant funds from the U.S.
Administration on Aging for the development of a Comprehensive
psychogeriatric training program for boarding and nursing home personnel.
Employing specialized teams of nurses and social workers, training will be
delovered on-site in facilities throughout Maine for a period of 17 months.

The Bureau of Mental Health continues to work with the Citizen's Interest
Group of Bangor in the development of its 8-bed mental residential care facility
for deinstitutionalized elderly patients.

In 1986, the State Legislature authorized the allocation funds to the Bureau of
Mental Health for the development of the state's first mobile mental health
assessment and consultation program serving nursing homes in eastern Maine.
Staffed with a psychiatric social worker, geriatric nurse practitioner, and
psychologist, the team will conduct client assessments, case consultations, and
assist with the development of treatment/care plans and appropriate
interventions.

The Bureau of Mental Health continues to develop a number of training
programs designed to increase the knowledge and skills of professional and
non-professional caregivers of elderly persons with mental illness, and public
education material designed to provide information on mental health and aging
and resources for elderly persons, their families and the public.




MENTAL HEALTH NEEDS OF DEAF PERSONS

The Need

In recent years, Maine has become one of a handful of states to undertake a
centralized approach towards the development of appropriate services for this special
population. The Maine approach has involved the accommodation of existing services and
the development of new services specific to the needs of deaf consumers.

Census data in Maine has identified 1 resident in every 350 who is deaf, and national
data suggests that this number is twice as great with as many as 20% experiencing a
serious mental health problem.

These figures do not take into account parents and siblings of deaf persons who can
experience problems related to adjustment of the family to the special needs of deaf
members. In addition, the vast majority of deaf parents have children who have normal
hearing, a significant number experiencing emotional/behavioral problems and/or
involvement with protective services and the correctional system. It has been estimated
that deafness related problems account for approximately one third of total mental health
needs of deaf persons and their families. This can account for a potential increase of 50%
in mental health needs over the general population.

This condition, in light of the communication and cultural barriers that often exist
between deaf mental health recipients and hearing providers points to the need for
extensive accommodations in mental health services that take into consideration
developmental issues related to hearing loss.

Recent Activities

The past year has shown a number of developments in services to deaf persons in
addition to the continued activities initiated in previous years. The Advisory Committee
on Mental Health Services to Deaf Persons continues to meet on a reqular basis providing
vital information and suggestions towards creating new service opportunities for deaf
consumers. Other ongoing functions include consumer involvement, case consultation,
outreach, and inpatient and community services. One indication of the utilization of
services is the level of interpreter services provided in community and inpatient settings.
Aside from new specialized services, these have increased over those utilized last year
with over 1300 hours of interpreter time purchased by the Department for direct
services. As outreach activities continue and new service areas become accessible to the
deaf population, this growth will continue.

The significant support of the Governor and the Legislature of Maine has resulted in
appropriations for the establishment of the statewide deaf services coordinator, and a
position was established at the Augusta Mental Health Institute which will work
specifically with deaf patients and other staff who work with these patients. The latter
position has been staffed and is also responsible for coordinating services with community
resources to enhance treatment of deaf patients at AMHI. These initiatives supplement
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the eight-bed transitional program that was established in the previous year to serve deaf
adults with mental health problems. Other mental health services are purchased by the
Department when necessary through contracts with specialists in the field of deafness.

Additional activities involved the initiation of hearing screenings by trained nursing
staff for admissions at the Bangor Mental Health Institute and the beginning of
implementation of a 504 accessibility plan in the comprehensive community mental health
centers that will maximize their potential to appropriately serve deaf persons. All of the
activities are described in greater detail in the year-end report, Mental Health Services to
Deaf Persons in Maine: 1985-1986.

Current Initiatives

The Coordinator, under the direction of the Bureau Director and with the assistance
of the Advisory Committee on Mental Health Services to Deaf Persons, is responsible for
the central development of services for deaf persons in Maine. Planning is done in
conjunction with a number of state agencies and private providers that focus on treatment
in hospitals and at the community level. Ongoing functions of the coordinator include
contract managment for the deaf services budget, consultation and advocacy for
individual and program needs, outreach to the deaf community to insure consumer
participation, and education & training for mental health providers and interpreters.

The following projects for 1986 will address change in state hospitals and in
community services:

establishment of a community support position to work with deaf persons who need a
variety of services in order to function independently in the community,

- implementation of a 504 accessibility plan for deaf services in each regional
community mental health center involving installation of telecommunications
equipment and training for designated providers,

-  provision of hearing assessments and assistive devices to deaf patients in state
psychiatric hospitals,

- increased family support activities for families with deaf members experiencing
mental health problems,

- development of a supervised apartment unit for deaf persons transitioning into
community living from residential programs,

- sign language assessment of mental health staff providing direct services to deaf
consumers, and

- contracted services for psychological assessments and other special services.
These projects are designed to serve Maine deaf citizens in greatest need and function as

a base for future service developments. Copies of the year-end report, Mental Health
Services to Deaf Persons in Maine, are available on a limited basis by writing: David

Lawlor, Bureau of Mental Health, Station #40, Augusta, Maine 04333.




MENTAL ILLNESS AND HOMELESSNESS

Mental illness, a severe disabling mental disorder, is a major factor in up to one-third
of persons who are homeless and often a secondary characteristic among others who are
homeless. It has been estimated by the Task Force on Homelessness in Maine that
250-350 people in Maine are homeless on any given day.

As is true for all homeless people, a number of factors influence whether or not a
mentally ill person is homeless: poverty; scarcity of affordable housing; unemployment;
deinstitutionalization and the lack of community-based resources; personal and family
crises; decreased public assistance; and alcohol and drug abuse problems.

The increase in the number of homeless persons in Maine with mental illness has been
significantly influenced by two major factors:

- The failure to develop adequate community services while decreasing and
limiting the number of patients in the state mental health institutes, and

- The increase in the absolute number of young adults at risk of severe mental
illness.

The impetus for the 25 year old national and state policy of deinstitutionalization
arose in part from the theory that thousands of mentally ill people in mental hospitals
throughout the nation could, with the help of the new medications, live independently in
the community. However, this movement was flawed by the failure to plan adequately for
the community-based services needed to support mentally disabled persons in the
community. In addition to psychiatric treatment and basic needs such as food, housing,
and clothing, many mentally disabled persons living in the community also required most
of the medical, rehabilitative, vocational, and housing services provided in the psychiatric
hospital. The result has been mixed. On the positive side, a large number of individuals
are living successfully in the community and a substantial number of excellent programs
have been developed. However, many mentally ill persons still do not have adequate
housing and other critical support services.

There has also been a change in demography resulting in an increase in the number of
young adults in our society, now one-third of this country's population. The result is that
the number of young persons at risk of developing schizophrenia and other major mental
illnesses has increased dramatically. These young adults, who are also more likely to have
related substance abuse problems, make up over fifty per cent of the admissions to the
state psychiatric hospitals.
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Community mental health services need to be further developed to respond to the
cyclical nature of mental illness and to make real the independence and humanity that
was intended in the move to community-based care. These programs should include the
psychiatric, medical, rehabilitative, vocational, and housing services needed to support
mentally disabled individuals in the community. However, the urgent need related to
homelessness is the continued development of a range of supervised housing programs in
the community. A stable and adequate living environment is the essential foundation upon
which other support programs must be established. The lack of low-cost decent housing is
a pervasive cause of homelessness among mentally ill persons.

Departmental Activities and Initiatives

The Department of Mental Health and Mental Retardation has continued to support
the development of adequate supportive housing and other supportive services for Maine
citizens who have mental illness.

. Key Bureau staff served on the Executive Task Force on Homelessness in Maine
which issued its report in February 1986 and also worked actively on the ensuing
Governor's Interdepartmental Cabinet Committee on Homelessness. Included in
the mental health recommendations for increased supervised housing,
psychiatric, social, and rehabilitative services, and outreach and crisis services
were additional short-term and transitional crisis beds, specialized boarding
homes, and supported long-term housing; increased vocational programs; six
additional consumer psychosocial centers; expanded crisis intervention
programs; and enhanced family support services. The Department budget
requests for the next biennium reflect this critical need for stable supportive
housing.

. The Department's innovative case management demonstration project, recently
awarded and funded by the National Institute of Mental Health, will be
conducted by a community agency in the Portland area. The project will
emphasize services to homeless mentally ill persons.

. In addition, the Department is assisting with new supportive residential
programs for mentally ill elderly persons, other adults with mental illness, and
persons who are both deaf and mentally ill.

. Housing and Urban Development/Medicaid Section 1115 Waiver participation
will end for the remaining two Maine Waiver residential programs in April and
May 1987. The first two Waiver residences, whose federal funding ended in
November 1985, were continued by the state. The Waiver residences, long-term
transitional programs, have provided a range of specialized supportive services
and housing to persons with severe and prolonged mental illness in order to
prevent their unnecessary hospitalization or assist in their return to the
community.
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MENTAL HEALTH NEEDS OF PERSONS WITH SUBSTANCE ABUSE PROBLEMS

National data indicates that 5% of the overall population are alcoholics and another
10% to 15% have significant alcohol abuse problems. This translates into approximately
200,000 Maine citizens with serious drinking problems. Studies show this level of alcohol
abuse holds true for mentally ill and mentally retarded persons and is even higher among
children and adolescents who are emotionally disturbed. For example, Maine findings

indicate that 60% of admissions to the state mental health institutes have significant
substance abuse problems.

Recent Activities

Funds, available from the Premium Law, give the Department of Mental Health and
Mental Retardation the continuing opportunity to deal more effectively with the problem
of alcohol abuse among persons who are mentally retarded or mentally ill. With a
$600,000 annual allocation, the Department has undertaken a comprehensive systems
approach which includes elements of prevention, education, research, and treatment.

These initiatives include:

-- The Fetal Alcohol Effects Project makes Maine one of only four states
nationally to conduct programs aimed at educating families and physicians
statewide in order to prevent developmental disability and fetal alcohol
syndrome (FAS). Additionally, hundreds of articles, pamphlets, brochures,
bumper stickers, and T.V. spots have been distributed. A major physician
training program was conducted in 1986 and is currently being expanded.

- The Homebased Family Intervention project, a family substance abuse
short-term intervention treatment program, was designed to keep families
together during crisis rather than having family members referred to the more
traditional and expensive foster care, criminal justice, or residential treatment

center systems. Because of the projects' successes, two additional teams were
added for FY87.

- A system has been developed for mentally retarded alcohol abusing clients
which has resulted in a published guide to the identification, treatment, and
aftercare of this dual-diagnosed population, making Maine the first State in the
nation to undertake such a program. Eight (8) agencies have been trained in
this model and now make up a statewide network. Specially trained case
managers and/or developmental tutors are being developed as well as a long
term highly specialized 3 bed residential facility.

-- The Department continues to provide comprehensive training packages for the
diagnosis, treatment, and case management of mentally ill alcohol abusing
clients. To date, over 200 community-based clinicians have received this
training. The Department will continue this training effort to agencies serving
adolescents for FY87.
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-- Mentally ill alcohol abusing clients, who currently account for over half of our
state psychiatric hospital admissions, receive dual diagnosis services and
treatment at both state psychiatric institutions. Once these clients are
discharged to the community, appropriate aftercare is being made available
through extensive community training efforts and contractual agreements,
particularly in the southern part of the state. These systems, once evaluated,
will be replicated in the northern part of the state.

- The Androscoggin County Jail project, which assists alcohol abusing offenders
and links together the mental health, correctional, and judicial systems in the
Tri-County area has been so successful that it is being used as the model for
replication to two other counties, Oxford and Franklin, during FY87.

The Department has worked to assure the cooperation and coordination of the
systems and agencies involved in these projects. The Department contracts for these
projects through existing alcohol treatment, education, and prevention oriented agencies
and requires project advisory committees made up of representation from various sectors
of the community such as consumers, clergy, providers and the courts. The projects are
carefully monitored and routinely evaluated, and comprehensive statistical information is
gathered on all projects to determine the success of each program and to develop profiles
of the clients served. These efforts ensure that the projects are accountable and
responsive to local needs.

Current Initiatives

As a result of the Department's project monitoring, successful components and/or
activities are integrated into ongoing Departmental programs. Examples of this include
the merger of the regional FAS pilot project into a comprehensive statewide
developmental disabilities prevention program. Similarly, the state psychiatric
institutions have been actively pursuing avenues to include dual-diagnosis treatment
among the services they offer. Finally, the outpatient/referral component of the Mental
Retardation Alcohol Project is being assimilated into ongoing regional Bureau of Mental
Retardation services in order to provide more expeditious care.

The long-term direction of this Department is to continue the ongoing capacity
building of our existing prevention and intervention systems, as well as to increase our
knowledge through the development of special demonstration projects such as the one for
elderly persons with poly-chemical addiction, and to increase home and community based
care availability.

The Department's effort to provide a coordinated and cooperative system of
substance abuse services is based on the principle that such services and support must be
provided in a way that respects the dignity and rights of the clients and their families and
builds upon the existing capacities and resources of the Department and local services and
programs.




FAMILY SUPPORT

All families need extra supports in times of stress, and families with psychiatrically
disabled members, whether children or adults, experience more stress and require more
support. The demands placed on these families by the disabled member often outstrip the
families' emotional and financial resources. The ideal family support service system
recognizes the role of the family as a social service unit and the family with a disabled
member as an extraordinary social service unit because of the unique and increased
demands placed on it. Such support systems include several basic supports for families
caring for or involved with disabled members both in and out of the home:

. Parent/sibling/extended family support groups - including groups which strive to
relieve family isolation and mainstream special families;

£~ Information/education/training/advocacy - including case management training,
behavior, nutrition, parenting, future planning, genetic and family counselling;

. Protection and advocacy - including trusted spokespersons for families who are
unable or inexperienced at various forms of advocacy;

5 Public awareness services - including support for change in public attitudes and
public policy, and specialized media services;

A Planning services - including guardianship, financial planning, medical payment,
transitional planning, home remodeling, adaptive equipment;

. Respite care - including home and center-based respite;

. Transportation services - including public transportation, specialized
transportation services, and adaptation of family/personal vehicles;

. Homemaker services - including assistance in nutritional requirements,
extraordinary cleaning chores, positioning, and medical care.

According to a recent report of the Human Services Research Institute,
approximately half of the states in the country have some type of family support system.
All families caring for a handicapped member may not require all of these services and
needs may change as the family and its situation change. Needs may also cluster at times
of crisis or transition. However, if support services are available from the time the
disability is first identified, most families should need only incremental support services.

One of the most significant recent movements in the mental health (and other

disability) areas in Maine and the rest of the country has been the growing development of
family support groups. In addition to helping each other with emotional support and
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information, they've become major advocates for their disabled family members, the
families themselves, and their special needs. The support groups have had a momentous
impact: They've helped shape service systems and their priorities and philosophies. In
some cases, they've become service providers. They've talked to clubs, to schools, on
television, in newspapers educating the public and working to reduce the stigma of the
illness. They have appeared before legislative committees and helped shape laws and
funding. Their influence in Maine has been considerable and their spirit and impact
continues to grow. Without their hard work and dedication, mental health services in
Maine could not have come so far. :

Departmental Activities and Initiatives

. The Maine State Alliance for the Mentally Ill has been awarded federal
Protection and Advocacy funds through the Advocates for the Developmentally
Disabled and additional Departmental funds to develop a significant statewide
systems advocacy program. Project goals will include the development of
additional family support groups, increased involvement in the mental health
planning processing, enhanced informational and educational material, and the
identification of community mental health needs and priorities.

. Substance Abuse Services within the Department has been able to offer modest
stipends to assist the efforts of family support networking concerned with
alcohol and drug abuse problems.

. The Bureau of Mental Health is continuing to assist the twelve mental health

family support groups throughout the state and the Maine State Alliance for the |
Mentally III (MSAMI) with annual funding and technical assistance in their

mutual aid, self-help efforts. This has also included both financial and
technical assistance in the development of public awareness information,
advocacy efforts, and mental health service programs such as psychosocial
centers, various residential programs, and vocational services.

. A statewide family support services conference in March, 1987 was sponsored

by the Bureau of Children with Special Needs, the Maine Respite Project, the
Special-needs Parent Information Network, and the Maine Developmental
Disabilities Council. The conference brought together national experts on
family support systems and Maine programs which demonstrate aspects of such
systems.

. Technical Assistance from the Developmental Disabilities Council continues to
be provided to the Special-needs Parent Information Network (SPIN) which is a
statewide parent training and information resource, established by the Maine
Parent Federation with a grant from the Department of Education, Washington,
D.C. Now in its third year SPIN provides training for parent and professional
groups and responds to information requests through its toll free statewide
number.




The Bureau of Children with Special Needs dispersed funds authorized by the
Nelson Act through the preschool coordination program network. The sixteen
sites funded provide services which range from a drop-in family center, which
welcomes families whose children are not identified as handicapped as well as
families with identified special needs, to a training program for parents of
children with speech impairments to become therapy facilitators in a
geographic area where professional therapists are often unavailable.

The Respite Care Project, a three-year program funded through the federal
Administration on Development Disabilities in late 1985, will establish a
state-wide respite care referral system, train new providers, and link families
who need respite with care providers. Emphasis is placed on respite care
provided in the home and local community. The Project will serve families of
children up to twenty years old who experience disabilities.

Continuing information and education opportunities have continued to be
emphasized by the Bureau of Mental Health with workshops, conferences, and
skills training frequently offered, such as the well-received presentation on
schizophrenia by Dr. E. Fuller Torrey to families from all over the state. The
Quarterly Forums jointly sponsored by the Maine State Alliance for the
Mentally Ill and the Augusta Mental Health Institute draw families, consumers,
and service providers to Saturday morning discussions on mental illness and
mental health services. Assistance is also offered to families by the Bureau
whenever possible to help offset any costs related to educational/training
opportunities.
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AVAILABILITY OF QUALITY PROFESSIONAL OUTPATIENT SERVICES

In addition to supporting necessary treatment, rehabilitative, and support services for
special service populations, the Department recognizes the need to assure the availability
of quality professional outpatient services throughout the State.

Most recent studies suggest that about 18% of the population requires mental health
service (Bittker, 1986). While severe and chronic mental illness, which combines factors
of diagnosis, duration, and disability, has a prevalence of about 1% in the population at
large, such problems as depression, alcohol and drug dependence, and disabling anxieties
as well represent treatable disorders in up to 15% of our citizens. The availability of
licensed or certified mental health professionals is vital to properly respond to these
conditions. It has been well established that prompt quality outpatient care reduces
emotional stress, improves job performance, keeps families together, and provides many
other personal and social benefits.

The Department has traditionally provided financial support for professional mental
health services at community mental health centers and outpatient clinics. This support
assures availability and accessibility of these services to persons who are unable to pay
the full cost of care, who have no or inadequate insurance, or who are not eligible for
Medicaid or other government programs for the very poor. The Department's subsidy for
outpatient services makes possible sliding fee scales, fee waivers, and other methods of
making services available to low and middle income persons and families.

It has been increasingly recognized that licensed and certified mental health
clinicians in private practice provide an important and growing resource to Maine citizens
in need of mental health services. At present there are 378 licensed psychologists and
psychological examiners in Maine, an increase of from 277 (36.5% increase) five years
ago. There are now 957 social workers listed by the Maine Board of Registration of Social
Workers compared to 750 five years ago, an increase of 27.6%. A proper needs assessment
of the various areas of the State, as well as a proper concern for quality services and for
the most efficient use of resources, must take into account these clinicians in private
practice.

Recent Activities and Future Directions

The Department has continued its substantial financial support of professional
outpatient mental health services at community mental health centers and outpatient
clinics. In the current fiscal year, the Bureau of Mental Health provides $1,630,410 for
the purchase of outpatient services, and the Bureau of Children With Special Needs
provides $948,303. These contract funds will combine with other reimbursements to
generate over $6,000,000 in services representing over 100,000 hours of service to Maine
citizens.

Beyond the continued provision of funding through contracts, the Department
successfully designed and, with the approval and assistance of the Bureau of Medical
Services, implemented a new structure of Medicaid reimbursement for mental health
services in Maine. This new program has been in operation for one year and has already




had substantial positive effect in that one year. Federal Medicaid funding for mental
health services atcommunity mental health centers increased from $968,869 in FY1985 to
$2,133,342 in FY1986, a 120% increase. At the same time, federal Medicaid
reimbursement for private psychologists increased from $557,080 to $1,017,153, an 82.6%
increase. Medicaid reimbursement for social workers in independent practice is not
available. In terms of clients served, both the public and private sector have evidenced a
greater willingness and capacity to serve Medicaid clients under the new structure. In
fiscal 1986, mental health clinics served 6,516 Medicaid eligible clients, an increase of
17.9% over the 5,528 clients served in 1985. At the same time, private psychologists
served 3,862 Medicaid eligible clients, an increase of 12.1% over the 3,444 clients served
in 1985,

Department staff involved in developing contracts for mental health services and in
designing the Medicaid reimbursement system described above have recently received
training in other models of financing mental health services; including capitation
agreements, health maintenance organizations, preferred provider arrangements, and
other types of systems existing in other states. This training will give the Department a
broadened perspective in future planning efforts.

In the upcoming year, the Commissioner will convene a task force to improve the
coordination of private and public mental health resources and to consider alternative
funding mechanisms to assure a balance of available outpatient services in all areas of the
State.
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RIGHTS OF MENTAL HEALTH CONSUMERS IN MAINE

Significant strides have been made recently in laying the groundwork for a
recognition of the rights of Maine citizens who use mental health services, acknowledging
their dignity, liberty, and greater personal autonomy. This progress has been a result of
leadership from the state government, ex-patient groups, advocates, and concerned family
members of persons with mental illness.

Although mental health inpatients in Maine were satutorily guaranteed certain
minimal rights as early as 1961, the landmark Wyatt v. Stickney case and federal
legislation, setting out specific rights and standards for the treatment of persons with
mental illness, spurred several attempts in the late 1970's to create a comprehensive bill
of patients' rights. These attempts, however, did not produce a viable bill of rights in
Maine. In part, the effort faltered because the base of support from consumer and
professional groups was not broad enough.

In 1981, the Maine legislature enacted a bill mandating the Bureau of Mental Health
to establish comprehensive rules regarding patients' rights. The Bureau established a task
force made up of consumers, services providers, advocates, and family members of
patients to help develop these rules. The work of the task force resulted in the "Rights of
Recipients of Mental Health Services", enacted in October, 1984. These rules were
modeled closely after the federal bill of rights for mental health patients, ultimately
enacted in 1986 by Congress as part of the Mental Health Protection and Advocacy bill.
The Maine rights rules provided detailed procedures designed to protect rights such as the
right to notification about mental health rights, to assistance in the protection of these
rights (by a lay or professional advocate), to file a grievance, to informed consent to
treatment, to privacy, to freedom from unnecessary seclusion and restraint, and to
confidentiality. These rights apply not only to patients in the two state mental health
institutes but also to patients/clients of all inpatient psychiatric facilities and all mental
health agencies licensed or funded by the Bureau of Mental Health.

Implementation of these rules highlighted problems which still needed to be
addressed, and in May 1985, the original task force was reconvened by the Bureau to
revise and amend the rules. The most important amendment to the rules, enacted in
October 1986, established detailed procedures for a new hearing process to decide
disagreements between patients and the treating mental health professional. These
hearings are an innovative approach to resolving a difficult problem: how to make real the
right to refuse treatment (often psychotropic medication) on behalf of those patients who
refuse it but who in the judgment of the treating professional appear to be in need of that
treatment and to not understand the issues involved sufficiently to make an informed
choice about refusing or accepting that treatment. An independent hearing officer
presides over the hearing, attempts to mediate a resolution to the disagreement, and, if
mediation fails, decides, according to strict legal standards, whether or not the treatment
should be administered involuntarily. Although still in the early stages, this hearing
process has worked well and effectively.




State and federal legislation was also passed in 1986 which will significantly enhance
advocacy efforts on behalf of Maine citizens with mental illness. In Maine, the legislature
enacted "An Act to Enhance the Protection of Mental Health Patients' Rights" on April 4,
1986. This bill created a Mental Health Rights Advisory Board to monitor the
implementation of the rules regarding patients' rights and to make recommendations to
the Commissioner for improvements in this area. The Board has eleven members, five of
whom are persons interested in the delivery of quality mental health services and six of
whom are also consumers or family of consumers of mental health services. This Board
should be instrumental in advocating for the rights and service needs of mental health
consumers, both within the Bureau of Mental Health and with the general public.

In addition, the U.S. Congress passed the "Protection and Advocacy for Mentally Il
Individuals Act of 1986" to provide funding, through existing federally funded protection
and advocacy agencies, for advocacy on behalf of mentally ill individuals. In Maine, these
federal funds were allocated to the Advocates for the Developmentally Disabled (ADD).
ADD has assigned these monies to internal legal services positions and to two contracts:
one with a consumer advocacy organization, the Portland Coalition for the Psychiatrically
Labeled and the other with a statewide family support/advocacy organization, the Maine
State Alliance for the Mentally Ill. The Portland Coalition will be expanding peer
advocacy and support efforts statewide with these funds, and MSAMI will be expanding
their family support group network and will step up legislative advocacy efforts.

31






SERVICE
SYSTEM

>
'
<
>
>
D
N






MENTAL HEALTH SERVICES

People who have mental health probiems are heiped primarily by family, friends, and
other persons in their natural environment. When this informal aid fails or is not
sufficient, individuals may seek help from medical, human services, and mental health
providers in either the private or public sectors. Services may range from brief
outpatient counseling to intensive twenty-four hour hospitalization and from services
intended to prevent specific mental problems through early intervention to
psychotherapeutic and somatic treatment of acute mental health problems, including
rehabilitative and supportive services for individuals who are disabled by prolonged mental
illness.

The Department of Mental Health and Mental Retardation supports a number of
specific services, most of which are available in each of the eight mental health service
areas in Maine:

EMERGENCY SERVICES - Twenty-four hour telephone emergency services with
professional back-up, screening, crisis intervention, and associated programs such as
respite care.

OUTPATIENT SERVICES - Professional diaghostic services, counseling, and
psychotherapy to individuals, families, and groups.

INPATIENT SERVICES - Twenty-four hour intensive treatment in community-based
psychiatric units and in two state facilities which offer specialized acute and
rehabilitative treatment services.

RESIDENTIAL SERVICES - A variety of community-based residential programs for
adults, including half-way houses and supervised independent living.

DAY TREATMENT - Rehabilitation-oriented programs to assist in the development
of social and living skills for persons with psychiatric disabilities as well as partial
hospitalization services.

SUPPORTIVE SERVICES - Community support for persons with psychiatric
disabilities including outreach, aftercare, case management, and supportive
counseling.

CONSULTATION AND EDUCATION - Includes public education, mutual aid or
self-help, and consultation to allied providers such as nursing and boarding homes and
school systems.

The Bureau of Mental Health provides for these services through its two mental
health institutes, its Office of Community Support Services, and its contracts with seven
community mental health  centers and almost forty other = community
agencies/organizations.

These mental health services are provided through four major groups:

1) Public agencies: In addition to its broad technical assistance, resource
development, and coordination responsibilities, the Bureau of Mental Health
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2)

3)

4)

Office of Community Support Systems provides crisis intervention services in the
York County, Portland, and Augusta/Waterville areas. These highly effective
crisis programs have integrated respite and transitional housing.

The two state mental health institutes have changed considerably in the last
twenty years or so with a combined daily census of about 650-670 patients, down
from 3,400 in 1958. The institutes now have a generally younger and more
severely disabled population which has more frequent re-admissions and shorter
lengths of stay, and requires intensive intervention and specialized staff to meet
the challenges presented by them. Admissions, however, have generally been
rising, and because of limitations of space and staff, Augusta Mental Health
Institute has had to restrict admissions to involuntary hospitalizations only. The
institutes also provide intermediate care services to mentally ill elderly persons
and a variety of forensic. services. Both institutes have maintained their
accreditation by the Joint Commission on Accreditation of Hospitals (JCAH).

Other governmental departments within the state such as the Departments of
Human Services, Education and Cultural Services, and Corrections also provide

for some circumscribed mental health services for specific population groups they
serve.

Private, not-for-profit agencies/organizations funded at least in part by the
Department of Mental Health and Mental Retardation and/or other public funds.
This group contains a variety of agencies and organizations providing diverse
services and ranging from the comprehensive mental health centers to the family
support groups.

Private practitioners and private proprietary, for-profit agencies/organizations
who may receive payment from Medicaid, client fees, and third-party insurers.

Informal caregivers, such as family members, friends, peers, and clergy, who
receive little or no reimbursement for the mental health services they provide.

PUBLICATIONS

L
=]
E
E
g
- Annual Mental Health Plans
g Rights of Recipients of Mental Health Services
Your Rights as a Psychiatric Inpatient in Maine
Mental Health Licensing Review Protocol
Guardianship, Questions & Answers
Report of the Task Force on Mental Health Services to Elderly Persons
Substance Abuse Services for Special Populations
Mental Health Services in Maine Series:
Vocational Programs in Maine for Individuals with Psychiatric
Disabilities
Alternative Mental Health Residential Programs in Maine
Mental Health Consumer Organizations and Social Clubs
Family Self-Help Support Groups in Maine
Comprehensive Mental Health Agencies in Maine
State of Maine Mental Health Institutes
Mental Health for Maine's Elderly
Mental Health Services to Deaf Persons in Maine (annual report)
: Aging, Mental Health & Wellness
= Service Definitions for the Prevention and Treatment of Mental Health
= Disorders
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MAINE MENTAL HEALTH
PROGRAMS

MENTAL HEALTH INSTITUTE
COMMUNITY PSYCHIATRIC INPATIENT UNIT

VETERANS ADMINISTRATION PSYCHIATRIC HOSPITAL
COMPREHENSIVE COMMUNITY MENTAL HEALTH CENTER - CMHC
CMHC SATELLITE OFFICE

MENTAL HEALTH SERVICE AGENCY

COMMUNITY RESIDENTIAL PROGRAM

CHILDREN'S RESIDENTIAL TREATMENT CENTER

BMH CRISIS STABILIZATION PROGRAM
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TABLE 11

NUMBER OF PEOPLE RECEIVING SERVICE - FY86
MENTAL HEALTH PROGRAMS RECEIVING FUNDING FROM BMH

SERVICE CATEGORY # OF ADULTS SERVED 1/
Emergency 2,6341/
Community Support 5,336

Day Treatment/Rehabilitation 1,090
Psychosocial Clubs 915
Community Residential 372
Outpatient 14,784

Inpatient 678

Crisis Intervention Program 15111

TOTAL 26,918

1/ Number of People Served represents unduplicated persons within agency service
categories. Note that the presentation of People Served in Emergency Services or
agency crisis intervention services have insufficient contact with a provider to
establish a clinical record. A better measure of utilization is that Emergency
Services programs recorded 54,391 contacts in FY86.

FIGURE 4

COMMUNITY MENTAL HEALTH CENTER CLIENT DEMOGRAPHICS

FY8é6
SEX
AGE
oA 58.7%
41.3%
FEMALE MALE
58.5%
20.7% 17.9% 16.0%
D53
UNDER $5,000 $10,000 $15,000 $20,000 0-4 5-17 18-44 45-64 65+

$5,000 TO TO TO AND
$9,999  $14,999 $19,999 UpP
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SUMMARY - CLIENTS SERVED

The Bureau of Mental Health receives periodic reports regarding persons served in
programs which it funds. Summary data is presented below, by service area, number, and
percentage, for fiscal year 1986.

TABLE 12

CMHC
SEX OF CLIENTS SERVED (N=22,161)
FY86

SERVICE AREA FEMALE % FEMALE _MALE_ % MALE

I Aroostook 1,079 49.1 1,119 50.9

II CH&CS 1,821 58.2 1,308 41.8

| III Kennebec Valley 2,580 58.4 1,838 41.6
} IV Tri-County 1,999 59.6 1,356 40.4
vV Cumberland 1,960 63.2 1,139 36.8

VI York 1,309 61.1 834 38.9

VII Bath/Brunswick 1,198 59.8 804 40.2
VIII Mid-Coast _1,059 58.3 _758 4.7

TOTAL 13,005 58.7 9,156 41.3

TABLE 13

CMHC
INCOME OF CLIENTS SERVED (N=22,161)
FY86

UNDER $5,000- $10,000- $15,000- $20,000-
SERVICE AREA $5,000 % $9,000 % $14,000 % $19,999 % OVER 3
[ Aroostook 858 39.0 617 28.1 n 14.1 m 7.8 241 1.0
I CH&CS 2,03 64.9 558 17.8 274 8.8 9 3.2 167 553
[T  Kennebec Valley 2,923 66.2 817 18.5 333 2.5 203 4.6 142 3.2
v Tri-County 1,140 33.9 1,003 30.0 568 16.9 3 9%l 320 9.5
v Cumber 1and 1,476 47.6 538 17.4 359 11.6 266 8.6 460 14.8
VI York 1,131 52.8 358 16.7 267 12.4 162 7.6 225 10.5
VII  Bath/Brunswick 887 44.3 406 20.3 289 14.4 172 8.6 248 12.4
VIIT Mid-Coast 1,219 67.1 299 16.4 162 8.9 66 3:7 n 3.9
TOTAL 11,665 52.6 4,59 20.7 2,563 1.6 1,463 6.6 1,874 8.5
TABLE 14

CMHC
AGE OF CLIENTS SERVED (N=22,161)
FY86

SERVICE AREA 0-4 YRS Ay 5-17 % 18-44 YRS AT 45-64 YRS X 65+ YRS X

Aroostook 66 3.0 546 2.8 1,205 54.8 288 131 93 4.3
11 CHRCS 156 5.0 633 20.2 1,723 55.1 511 16.3 106 3.4
111 Kennebec Valley 20 0.5 754 17.1 2,403 54.4 837 18.9 404 9.1
I¥  Tri-County 38 1.1 509 15.2 2,122 63.2 599 17.9 87 2.6
V. Cumberland 13 0.4 319 10.3 2,210 7.3 456 1.7 101 3.3
VI York 126 5.9 462 21.6 1,143 53.3 273 12.7 139 6.5
VII  Bath/Brunswick % 0.8 47 20.8 1,212 60.5 24 12.2 13 507
VIII Mid-Coast gy T 2 7.2 956 52.6 342 18.8 70, 9.3

TOTAL 472 2.1 3,952 17.9 12,974 58.5 3,550 16.0 1,213 5.5




PUBLIC MENTAL HEALTH EXPENDITURES

The fiscal resources of the mental health system and the public monies which aid
mentally ill persons come from a variety of sources and extend beyond the funding
provided by the Department of Mental Health and Mental Retardation.

The Department funds both the Augusta and Bangor Mental Health Institutes and
a variety of community mental health services through contracts with seven community
mental health centers and thirty-seven other community agencies and organizations.

TABLE 15

SUMMARY
DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION
COMMUNITY SERVICES FUNDING FISCAL YEAR 1986

Bureau of Mental Health General Fund $ 7,161,035

BMH - Alcohol Drug Abuse and Mental 763,908
Health Block Grant

BMH - Social Services Block Grant 291,085

Bureau of Children with Special Needs - 4,254,730
General Fund

BCSN - ADAMHS Block Grant 978,291

BCSN - Federal Grants 270,474

TOTAL $ 13,724,523

In addition to the Department of Mental Health and Mental Retardation funding,
mental health agencies also receive a significant amount of other funding - including
other state funding, fees charged for services, local public funding, federal monies, and
other sources. The support and rehabilitation of mentally ill persons in the community
also involves public resources in addition to those which can be provided by community
mental health agencies. These include Medicaid funding for private practitioners, human
services programs such as food stamps, local welfare benefits, and housing subsidies, as
well as Social Security, Medicare, and Supplemental Security Income to persons disabled
by mental illness.

The Department of Human Services (DHS) administers a variety of programs
which have a direct impact on persons with mental health problems including support
services, transportation, vocational rehabilitation services, and Medicaid funding for
community psychiatric units and professional outpatient services. The Department of
Education and Cultural Services provides for a variety of special education, counselling,
specialized residential programming, and professional outpatient treatment services. The

Department of Corrections as well makes provisions for mental health services for both
adults and juveniles.

47



SERVICE

TABLE 16

BUREAU OF MENTAL HEALTH EXPENDITURES
AND UNITS OF SERVICE BY SERVICE TYPE*

FISCAL YEAR 1986

COMMUNITY RESIDENTIAL
COMMUNITY SUPPORT

DAY TREATMENT/
REHABILITATION
EMERGENCY

CRISIS INTER. PROGRAM
INPATIENT COMMUNITY

OUTPATIENT

CONSULTATION, EDUCA-
TION & TRAINING
PSYCHOSOCIAL CENTER
SPECIAL POPULATIONS
OTHER ACTIVITIES

*Substantial changes in service expenditures from FY85 to FY86 are primarily related to
the transfer of funds and responsibility for services to children to the Bureau of Children
This is shown above mainly in major reductions in Day Treatment,
Outpatient, Early Intervention, and Consultation and Education for FY86. Corresponding
increases will be shown in data of the new Bureau of Children with Special Needs (Office

with Special Needs.

of Children's Services).

ACTUAL

EXPENDITURES

810,150
2,271,351

797,389
972,275
207,081
273,786

1,841,845

309,111
472,268

74,484
193,231

TABLE 17

BUREAU OF CHILDREN WITH SPECIAL NEEDS

FY 86
ACTUAL
EXPEND-
SERVICE TURES
"RESIDEN. TREATMENT $880,042
OTHER RESIDEN. SERV. 187,544
HOMEBASED SERVICES 654,116
DAY TREATMENT 148,467
SEXUAL ABUSE 233,817
PREVENTION/EARLY
INTERVENTION 1,046,826
REGIONAL OPERATIONS 1,056,092
OUTPATIENT 846,861
CONSULTATION, EDUCA. 260,618
OTHER COMMUN. SERV. 189,112
TOTALS $5,503,495
+Families

UNITS

33,881
87,895

48,218
20,931
N/A
9,596
76,790

7,540
65,025
N/A
N/A

FY 87
INDIVID- PROJECTED
UALS EXPEND-
SERVED ITURES
123 $ 927,216
76 214,430
311+ 665,387
199 216,825
425 243,170
1,976 1,036,157
988 1,370,660
957,145
3,870 250,235
N/A 353,685
7,968 $6,234,910

OF

SERVICE

EXPENDITURES AND INDIVIDUALS SERVED BY SERVICE TYPE*
COMPARISON OF FISCAL YEARS 1986 AND 1987

PROJECTED

PERSONS

SERVED

120
80
360+
200
425

2,210
1,100

4,220
_N/A

8,715

'
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TABLE 18

PATIENT DAYS AND COSTS FISCAL YEAR 1986
STATE MENTAL HEALTH INSTITUTES

PATIENT
DAYS COSTS
AUGUSTA MENTAL HEALTH INSTITUTE 121,266 $15,731,745%
BANGOR MENTAL HEALTH INSTITUTE 102,298 14,603,642%
TOTAL 223,564 $30,335,387*

* Excludes dedicated revenues totalling $600,467 for sheltered workshop programs which
serve, in part, community clients. Figures do include construction and repair costs of
$391,899 in FY86.

TABLE 19

FY86 HOSPITAL PSYCHIATRIC* INPATIENT
DISCHARGES/PATIENT DAYS/AVERAGE LENGTH OF STAY*

SERVICE PATIENT  AVG.
AREA HOSPITAL DISCHARGES DAYS L.O.S.
L THE AROOSTOOK MEDICAL CENTER 179 2,968 16.6
II. EASTERN MAINE MEDICAL CENTER 547 4,973 94
111, MID-MAINE MEDICAL CENTER 330 6,924 21.
KENNEBEC VALLEY MEDICAL CENTER 179 2,967 16.5
IV. ST. MARY'S GENERAL HOSPITAL 457 5,231 11.4
V. MAINE MEDICAL CENTER 599 8,807 14.7
JACKSON BROOK INSTITUTE 338 6,617 19.6
VI. SOUTHERN MAINE MEDICAL CENTER 219 2,542 11.6
VIL REGIONAL MEMORIAL HOSPITAL 273 2,567 9.4
VIIIL. PENOBSCOT BAY MEDICAL CENTER 137 1,522 11.1
STATEWIDE, 44 HOSPITALS** 3,954 49,250 1125

* Source: Health Care Finance Commission.
+ Includes only primary diagnoses of specific mental disorders.

++ Excludes the two state mental health institutes.
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REVENUES

TABLE 20

REVENUES AND EXPENDITURES OF BMH
FUNDED MENTAL HEALTH SERVICE AGENCIES

Department of MH & MR

Other State
Federal

Local Public
Net Fee For S

ervice

Other Revenues
Total Revenue

EXPENSES

Salary & Wages
Non-Personnel Expenses
Total Expenses

FY86

$ 8,820,3062
1,042,561
109,842
543,650
7,676,548
1,483,223

$19,676,130

$15,213,198
4,344,872

$19,558,070

%FY86

44.8
5.3
0.6
2.8

39.0
7.5
100.0%

DMHMR  funds include state and federal block grant funds administered by any

division of the department and provided by grant or co<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>