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We are pleased to submit the Program Justification Report for the
Department of Mental Health and Mental Retardation.

Members of our Department, and I, are looking forward to working
with the Committee and its staff throughout the entire review process.
The information provided in this report represents the efforts of
numerous individuals who have attempted to show as clearly and concisely
as possible the various program responsibilities faced by our Department.

Respectfully submitted,

Kevin W. Concannon
Commissioner
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INTRODUCTION

The material contained in this Program Justification Report has been
compiled in a manner which is straightforward and which, we feel, provides
the reader with an easily understood format. The intent is to provide as
much program and fiscal information as possible while keeping in mind that
the reviewing committee not only needs to appreciate the purpose of a given
program, but that it is equally important to show the inter-relationships
between various functions. There are nineteen (19) separate reports which
describe the Department's varied activities and each of them strives to
reflect accurately its individual mission and its correlating relationship

with the whole.

In an effort to further stress the importance of clarity, comprehensive-
ness, and cohesiveness, we have broken the nineteen (19) reports into the
following four (4) major groupings:

1. Mental Health and Mental Retardation Administration;

2. Division of Children's Services;

3. Bureau of Mental Health; and

4. Bureau of Mental Retardation.

By doing so, we feel that the quality of the presentation has been enhanced,
and the quantity has been held to a Tevel which is both reasonable and

sufficient to serve the Committee's purpose.

The fiscal data supplied with each report reflects, in some cases, budget
and expenditure amounts which are merely a portion of a larger appropriation
(for example, the Bureau of Mental Health Administration and the Bureau of
Mental Retardation Administration), or in some cases, where the activity has
within it more than one source for its funds (for example, the Augusta Mental

Health Institute). For the most part, however, budgets and expenditures for
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programs are clearly identified in the Department's budgeting and accounting
systems. The section on financial data for each program combines all direct
program expenditures and indicates all funding sources by appropriation

numbers.

In some instances, the program description and organizational chart of
more than one activity attempt to show the unique relationships of various
organizational units. An example of this is the Community Support Systems
Project which is very involved with the Division of Planning, but which for
mental health policies is closely related and affiliated with the Bureau of
Mental Health. Some differences among individual reports are apparent due
to the nature of the program, size of the program, or the principal author
of the program narrative. Format and style, however, should be sufficiently

consistent to more than compensate for the idiosyncratic differences.



AGENCY SUMMARY SHEET

(Programs are listed alphabetically by major organizational unit)
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DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

6. Financial Data: (Page 1 of 5)

a. Appropriation account #:

b. Estimated revenues:

G.F. Appropriation:
Balance Forward
Transfers

Federal Funds Available:

Dedicated Revenue:
BaTance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A11 Other

Capital:
General Fund

Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

FUNDING SQURCES

11

1980-1981 1981-1982
1,364,843 1,772,295
14,800 3,483
167,494 (690,231)

>, e

-0- -0-

il -0-
1,547,137 1,085,547

EXPENDITURES

1980-1981 1981-1982
1,214,668 875,795

< =

) 0=
1,214,668 875,795
322,809 204,459

-0- el

. =(s=
322,809 204,459
3,798 5,293

) ==

e (=
3,798 5,293
1,541,275 1,085,547

afl= -0-

1982-1983

1,820,471
wilu
(690,231)

-0-

-0-
-0-

1,130,240

1982-1983

908,629
< (s
0=

908,629

216,983
.,
<Y

216,983

4,628
<=
(=

4,628
1,130,240

)



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program:

Program Contact:

Kevin W. Concannon, Commissioner

Administration, Mental Health and Mental Retardation

6. Financial Data:

a. Appropriation account #:

b. Estimated revenue:

G.F. Appropriation:
Balance Forward
Transfers

Federal Funds Available:

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A1l Other:
"~ General Fund
Federal
Dedicated Account
Total A11 Other

Capital:
General Fund
Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

(Page 2 of 5)

1980-1981

1,898,578
73,197
30,000

72,794

-0-
<=

2,074,569

1980-1981

1,998,338
65,038
D=

2,063,376

1,998,338

65,038

12

1340.3; 3340.3 (Food)

FUNDING SOURCES

1981-1982 1982-1983
2,033,436 2,236,780
3,411 -0-
(986,337) (1,088,997)
73756 "O-
il )=
-0- e
1,058,266 1,147,783
EXPENDITURES
1981-1982 1982-1983
<= il
i <
e -0-
0~ ~0-
1,058,266 1,147,783
)= -0-
-0- -0-
1,058,266 1,147,783
(e <=
-0- -0-
=)= sl
o, =
1,058,266 1,147,783
-0- -0-



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

6. Financial Data: (Page 3 of 5)

a. Appropriation account #:

b. Estimated Revenues:

G.F. Appropriation:
Balance Forward
Transfers

Federal Funds Available:

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

AT11 Other:
General Fund
Federal
Dedicated Account
Total A11 Other

Capital:
General Fund

Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

1340.4 (Fuel)

FUNDING SOURCES

1980-1981 1981-1982
1,450,344 2,188,908
20,231 617
848,786 (706,495)

-0- -0-

i) -0-

<0 =)=
2,319,361 1,483,030

EXPENDITURES

1980-1981 1981-1982

=0 ', N

-0- ==

-0- -0-

-y ~0-
2,317,187 1,483,030

-0- -0-

il -0-
2,317,187 1,483,030

<D= <=

<Yk <

L -0-

-0- ~0-
2,317,187 1,483,030

-0- -0-

13

1982-1983

2,407,799
(777,148)
-0-

=i
il

1,630,651

1982-1983

1,630,651
i
-0-

1,630,651

1,630,651

afj=



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

6. Financial Data: (Page 4 of 5)

a. Appropriation account #:

b. Estimated Revenues:

G.F. Appropriation:
Balance Forward
Transfers

Federal Funds Avaijlable:

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A11 Other

Capital:
General Fund
Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

1340.5 (Unemployment Compensation)

FUNDING SOURCES

1980-1981 1981-1982
250,000 200,000
210 -0-
(100,000) (53,192)
e s
slll sl
willfee il
150,210 146,808
EXPENDITURES
1980-1981 1981-1982
139,379 146,808
«fJ= ==
== -0-
139,379 146,808
~0= <)
= -0-
=)= -0-
-0- -0-
sl sallle
wille -0-
-0- wf
~0- =)=
139,379 146,808
-0- =i

14

1982-1983

237,960
-0-
(63,291)

e

<=
i

174,669

1982-1983

174,669
)=
-

174,669

174,669

<)



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

6. Financial Data: (Page 5 of 5)

a. Appropriation account #: 1340.9 (Capital Improvements)

b. Estimated Revenues:

FUNDING SOURCES

15

1980-1981 1981-1982 1982-1983
G.F. Appropriation:
Balance Froward 711,599 382,404 1,589,230
Transfers 111,460 233,002 (294,850)
Federal Funds Available: -0- -0- -0-
Dedicated Revenue:
Balance July 1 -0- -0- -0-
Revenue -0- -0- -0-
Total Funds Available 823,059 615,406 1,294,380
EXPENDITURES
1980-1981 1081-1982 1982-1983
Personal Services:
General Fund -0- -0- -0-
Federal -0- -0- -0-
Dedicated Account -0- -0- -0-
Total Personal Services -0- -0- -0-
A11 Other:
General Fund 5,290 5,950 5,950
Federal -0- -0- -0-
Dedicated Account -0- -0- -0-
Total A1l Other 5,290 5,950 5,950
Capital:
General Fund 435,365 609,456 1,288,430
Federal -0- -0- -0-
Dedicated Account -0- -0- -0-
Total Capital 435,365 609,456 1,288,430
TOTAL FUNDS EXPENDED 440,655 615,406 1,294,380
Undedicated Revenue to G.F.: -0- -0- -0-



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

7. Qther Programs:

There are no other programs within or outside of State Government that are the
same, similar, or having complementary objectives.

There are, however, other state agencies that administer programs that are

either serving a portion of the same handicapped population or that are

operating other state institutions. For example, the Department of Human

Services provides social services to a large number of Maine citizens (some

of whom are mentally handicapped) and the Department of Educational and

Cultural Services provides educational opportunities for many clients also

served by the Department of Mental Health and Mental Retardation. The

Department of Corrections has as part of its mandate to operate State correctional
institutions. In fact, there are individuals who are being served by both
departments due to their criminal behavior and mental condition.

While comparisons can be made with other administrative units, the unique
services delivered by the Department of Mental Health and Mental Retardation
do create obvious differences.

8. Program Effectiveness:

The department provides management and control of services, research, plan-
ning and fiscal programs within the bureaus and institutions of the depart-
ment. It also sets policy and directs procedures to ensure compliance with
all Taws, codes, regulations and court decisions that concern the operation
of its several institutions and the care and treatment provided to its
clients.

The effectiveness of the department's central administration can be measured
most appropriately by the effectiveness of its various programs and operating
divisions. An example of the effectiveness of the central administration

is the very dramatic increase in the past few years in the amount of third
party revenues generated both within the major institutions and the community
agencies that provide services to mentally handicapped persons. During the
last fiscal year, approximately eight million dollars was returned to the
state's general fund as a result of a concerted effort to help maximize
revenues. Also, certifications (Medicaid and Medicare) at both Pineland and
Bangor Mental Health Institute will further increase the amount reimbursed
during the current year. An expansion of Medicaid reimbursable services 1in
both Mental Health and Mental Retardation community systems has substantially
reduced the heavy dependency on state appropriations and has permitted the
development of additional community services.

The central administration coordinates the administration of all departmental
programs which are described in detail in this report. The administrative

16



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

services of Personnel, Affirmative Action, Office of Advocacy, Information
and Public Affairs, Financial Services, Division of Planning, Staff Develop-
ment, Developmental Disabilities Council Coordinator and Division of
Children's Services are all essential to ensure the effective coordination
for successful implementation of the department's programs for those
individuals in need of its services.

9. Future Plans:

The department's central administration will provide direction and support
to its various programs, institutions and operating divisions in fulfilling
their individual future plans.

Specific future plans formulated for the central administration include the
following:

a. Continue to provide consistent levels of care to mentally i11 and
mentally retarded individuals statewide;

b. Refine the long range plan and develop annual corrective action plans
to assure compliance with existing fire and safety regulations in the
department's facilities;

c. Develop a comprehensive training program for supervisory personnel, to
include such subject areas as: collective bargaining, labor relations,
personnel rules and practices, supervisory skills, equal employment laws
and communications skills;

d. Develop program review and evaluation mechanisms in mental health and
mental retardation to evaluate internal programs and provide necessary
assistance in meeting program objectives;

e. Develop a comprehensive quality assurance mechanism to efficiently review
and evaluate contracting community agencies in all areas pertinent to
contract compliance, i.e. quality and quantity of services provided,
fiscal responsibility and fair employment practices/personnel administra-
tion; and

f. Develop and strengthen Tocal community support systems to meet the needs
of mentally i11 and mentally retarded individuals.

17



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

1. Authorizing legislation and other program mandate:

a. Legal citation:

34 M.R.S.A. § 2001 (charges the Bureau of Mental Health with the
responsibility for the "promotion and guidance"
of community mental health programs)

34 M.R.S.A. § 2051 (authorizes the expansion of mental health services
into local communities and promotes efforts to
"obtain (a) better understanding for the need for
such services...")

b. Other mandates:

Sections 301 and 303 (a) (2) of the Public Health Service Act, 42 USC
241; 42 CFR Part 52 (gives authority to the Public Health Service to
fund research and development projects)

2. Public Need:

During the past fifteen yeras, marked changes have evolved in the treatment

of persons with mental illness. Most notable has been increased emphasis
placed on the process of "deinstitutionalization", which shifted the primary
location of treatment for mental illness from the large state hospitals into
the "community". As a result, persons with persistent mental illness who would
have previously spent years in the state hospitals now 1live in and receive
treatment "in the community". Community-based treatment has also become

the predominant means of serving young adults who now generally have no

contact with such hospitals or may have repeated short-term visits.

While this shift in the focus of treatment has numerous positive effects for
mentally i11 persons, difficulties have arisen in terms of the mental health
system's ability to develop and finance the array of services that are
necessary to adequately address the special needs of this disabled population.

This difficulty has been documented in numerous federal and state reports
which have focused on the plight of the chronically mentally i11.

In 1977 the General Accounting Office (GAO) issued Returning the Mentally
Disabled to the Community: Government Needs to do More. This report
documented severe and pervasive problems in providing community-based care
to severely mentally disabled persons:

- Fragmented and unclear responsibility for the mentally disabled
in communities.

- Lack of full and well coordinated support from many state and local
agencies administering programs that serve the mentally disabled.

18



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Community Support Systems Project

Contact Person: Robert Weingarten, Director

- Difficulties in financing deinstitutionalization and Tlack of access
to appropriate facilities and services in the communities.

- Inadequate handling of individual transitions to the community,
including the need for better discharge planning and follow-up.

The report from the President's Commission on Mental Health elaborates on

the problems which chronically mentally i1l persons face as an "underserved"
population. "The plight of chronically mentally i11 persons illustrates the
difficulties that exist in developing comprehensive service systems in local
communities... These needs cannot be met unless we make basic changes in
public policies and programs, particularly in how we plan, coordinate and
finance mental health care. There must be much clearer delineation of
responsibility and accountability for the care delivered to this population."

This need for a more comrephensive array of "support services" at the Tocal
level anda more effective coordination of services at a systems level is
cited by many other groups to study this issue. The Maine Health Systems
Plan (July 1981), the State Mental Health Plan (DMH&C, 1980-1985), the
Report on the Governor's Task Force, Long-Term Care Dilemmas: Perceptions
and Dilemmas and Recommendations (Dec., 1980), the American Psychiatric
Association's, The Chronic Mental Patient; Problems, Solutions and
Recommendations for a Public Policy (1978), and the Natjonal Plan for the
Chronically Mentally I11 call for a continuing effort to mobilize effective
community resources to support this clientele.

A Summary Description of the Chronically Mentally I11 Population:

Chronically mentally i11 persons have emotional or mental problems which are
so severe and persistent that they are unable to cope with the ordinary
demands of daily living. As a result they probably have had or will have
sustained contact with the mental health system and, in general, their
illness or disabilities cannot be cured by short term treatment.

The mentally disabled will often have difficulties with basic living skills
such as shopping, cooking and budgeting, in finding and keeping a job, and
in seeking out and enjoying leisure time activities. Persons with mental
illness are extraordinarily vulnerable to stress. They may have temporary
episodes of disruptive and anti-social behavior which are harmful to them-
selves or others. They often make strong demands on others for tolerance
of extreme dependency, bizarre behaviors or peculiar interests.

As a result of their disabilities, chronically mentally i11 individuals

frequently Tack enough money to purchase food, clothing and shelter for

themselves. O0Often they will Tack the motivation or ability to seek help
from human service agencies.

19



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

Despite these Timitations, however, severely disabled persons have distinct
and personal strengths, interests and competencies which can be enhanced
by individual planning for services.

The Community Support Systems Project has estimated that 5,000 citizens of
Maine are handicapped by a chronic mental illness. These persons are
cared for, treated, rehabilitated and supported by a wide range of service
agencies and concerned citizens, rehabilitation programs, transitional
therapeutic housing programs, socialization programs, homemaker services
and other programs that contribute to a growing community support system
for this group of persons.

Though no one individual is the same as the next, studies conducted in
Maine indicate that the chronically mentally i11 population are predomin-
ately 18-44 years of age or over the age of 65; reside in places such as
their family homes, apartments, boarding or nursing homes or transitional
housing programs; generally have not progressed past the twelfth grade; and
1ive on marginal incomes of less than $5,000 a year. Residences are found
evenly split between rural and urban locations. Sources of income are
primarily public funds such as Supplemental Security Income and Social
Security Disability Income, food stamps and other subsidy programs and
family and personal funds. Needless to say, chronically mentally i1l
people are a substantially underemployed population, grossly overlooked

in the competitive employment sector.

The CSS Project, in its own statewide study of the plight of persons with
severe and persistent mental illness, has identified specific gaps in
services, problems and needs which mentally i1l persons face or are

affected by. It is to ameliorate these concerns and issues that the Project
has directed its attention during the previous three years. Considerable
progress has been made in addressing these concerns about service availability
and accessibility for this client population. However, consistency in the
quality and distribution of services throughout the state could be enhanced

in the following areas:

a. Identification of and outreach to chronically mentally {11 persons in
the institution and community;

b. Supportive services of indefinite duration for individuals in need of
ongoing maintenance in the community in the areas of assistance in
securing financial, medical and other benefits, and psycho-social
rehabilitation services (housing alternatives, employment opportunities,
day/social/recreational activities);

c. Quick response, 24-hour intervention;

d. Quality medical care;

e. Back-up assistance to family and community;

20



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

f. Community involvement in the planning, operation and delivery of
community support services and protection of client rights for
individuals 1iving in institutions and community settings.

While there is both national, state and local support for meeting the above
needs of persons with mental illness, such an undertaking involves many
organizations and agencies, is very complex and sometimes cumbersome. The
CSS Project has been involved in clarifying agencies' relationships,
responsibilities and resources vis-a-vis mentally i11 persons in establish-
ing inter-agency agreements.

Although considerable progress can be documented, it continues to be
necessary for the Department of Mental Health and Mental Retardation to
address the public needs that may result from fragmentation in the array

of agencies and helpers whose operations impact on services for persons with
mental illness. Departmental initiatives in developing new resources,
building a mental health constituency and strengthening advocacy and
support continue to be required, There also is the need for improvement in
the quality of 1life of residents in many of our community residential
facilities. In this regard, the establishment of more appropriate and more
rehabilitative housing alternatives should be Tisted as among the highest
of the department's priorities.

3. Program Objectives:

The objective of the Community Support Systems Project is to promote the
development of comprehensive community support systems in local communities
which are appropriate to the needs and potentials of adults with serious
and persistent emotional difficulties and to improve the quality, appro-
priateness, level and coordination of existing services, resources and
opportunities both on the state and Tocal level.

On a state level, the Project:

a. Encourages the state and lTocal mental health agencies to give greater
priority to the CSS population and to make more appropriate and
effective use of the categorical financial and human resources of the
mental health system in meeting the needs of the population;

b. Encourages other health and human service agencies at all Tevels to
give greater priority to this population, to make more effective use
of currently available resources, and to generate additional resources
where necessary;

c. Works in cooperation with community mental health centers, state and
local providers by providing technical assistance in program planning
and public education (conferences, workshops, grant writing, etc.);

d. Develops recommendations and promotes the development of an effective
discharge planning and case management model which incorporates

21



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

community mental health centers, state hospitals, and other Tocal
providers; and

e. Increases the capacity of data systems and understanding of needs/
problems faced by CSS target population and sub-populations for use
in program development and in ensuring appropriate determinations of
resource allocations.

On a regional level, the Project:

a. Continues the effort toward resource development, interagency
collaboration, community education, consumer and citizen advocacy
and self-help, regional planning and technical assistance and systems
advocacy;

b. Works with community mental health centers and other local providers
by providing technical assistance in initiating the development of
model services such as the significant expansion of housing, employ-
ment, transportation, crisis assistance services and other opportu-
nities for chronically mentally i11 persons;

c. Assists in the development of consumer and family groups and the
mobilization of these groups into a statewide coalition;

d. Encourages interagency collaborations between mental health service
providers and other private health and human service agencies in local
communities; and

e. Provides for continuation of community education endeavors for informa-
tion dissemination and stigma reduction.

4. Program Operation:

Maine has established the CSS Unit in the Department of Mental Health and
Mental Retardation as the principal focal point for initiating, maintaining
and coordinating activities related to building a community support system
for persons with chronic mental illness.

The Project operates on a statewide and regional basis. All staff maintain
an involvement with functions relating to resource development, program
development, technical assistance, public education, community organizing
and advocacy, research and data collection and generally promoting within
state government and in the community-at-Tlarge the needs of persons with
chronic mental illness. Within these functions, Project staff are assigned
specific priorities according to federal grant mandates, generally accepted
practices in the field and on-going assessment of needs and problems. The
following details the general nature of the operational tasks assigned each
staff member:
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DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

TITLE

Project Director

Project Secretary

Regional Coordinator

Technical Assistance Coordinator

Planning & Research Assistant

Regional CSS Planners
(Eight individuals based in
each of the mental health
catchment areas)

MAJOR TASKS/FUNCTIONS

Overall management of federal grant and
Project subcontracts; supervises CSS
staff and directs activities toward
fulfillment of CSS philosophy and opera-
tional principles; participates in state
and departmental tasks and planning
groups related to this population and
maintains Project accountability within
the department; initiates and maintains
inter-agency collaboration,

A11 clerical, typing, filing and office
management routines for all Project
staff; includes scheduling, purchase
requisitions, travel arrangements, etc.

Coordinates regional field activities
and provides overall 1iaison for regional
planners; assists Project Director in
statewide functions,

Coordinates the Project's comprehensive
technical assistance program; organizes
workshops, conferences and other training
opportunities; conducts public reporting
and information dissemination; provides
technical assistance in grant writing to
local agencies,

Manages data and information activities of
the Project; coordinates program evaluation
functions, and survey and research activities;
assists in managing and accounting for Pro-
ject expenditures and federal and state
reporting functions; assists in program
development, workshop scheduling and other
technical assistance aspects.

Develop and improve -community programming
and coordination for the chronically
mentally i11 population; mobilize citizen
interest and involvement on a local basis;
assist in accessing new resources and re-
channelling existing resources; provide
Tiaison and support for consumer and family
self-help and support groups; participate
in state Tevel and systems issues as
assigned.
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Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

5. Staffing:

a. General Fund:

1) Positions authorized: None

2) Positions filled September 1, 19871:

a) Full time: MNone b)

Other positions: None

b. Other funds (including vacant positions):

1) Full time: 13 2)

c. Organization:

Director
(Comprehensive

Other positions: None

Planning & Research
Associate I

Planning & Research

Health Planner II)

Human Services

Associate II

Secretary

Manager II (Clerk Typist II)

Cumberland Tri-County Kennebec Bangor
(Human Services (Human Services (Human Services (Human Services
Manager I) Manager 1) Manager I) Manager I)

[ J l !
Aroostook Bath-Brunswick York Mid-Coast
(Human Services (Human Services (Human Services (Human Services
Manager 1) Manager I) Manager I) Manager 1)
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Program: Community Support Systems Project

Program Contact:

Robert Weingarten, Director

d. List of Positions:

Title

Comprehensive Health Planner II
Clerk Typist II

Human Services Manager II

General

Federal
Revenue

Planning & Research Associate II

PTanning & Research Associate I

Human
Human
Human
Human
Human
*Human
*Human

*Human

*These three positions were officially approved on September 20, 1981.

Services
Services
Services
Services
Services
Services
Services

Services

Manager
Manager
Manager
Manager
Manager
Manager
Manager

Manager

I
I

d
1
1 (vacant)
1
1

The

budget information and total staff count represent the total complement of

staff.
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Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

6. Financial Data:

a. Appropriation account #:

b. Estimated Revenues:

G.F. Appropriation:

Federal Funds Available:

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account

Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A11 Other

Capital:
General Fund
Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

3340.2014; 3340.2020

FUNDING SOURCES

1980-1981 1981-1982
-0- -0-
183,609 305,300
-0- -0-
-0- -0-
183,609 305,300
EXPENDITURES
1980-1981 1981-1982
<= 0=
143,971 237,465
-0- -0-
143,971 237,465
<l =0=
37,755 67,835
= il
375755 67,835
-0- &=
1,883 -0-
-0- -0-
1,883 -0-
183,609 305,300
= ={=

26

1982-1983

-0-
300,000

-0-
il

300,000

1982-1983

75,000
150,000
-0-

225,000

25,000
50,000

300,000
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Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

7. Other Programs:

One of the methods used by the Community Support Systems Project to further
develop and enhance the opportunities available to chronically mentally i11
persons is the facilitation of linkages with other agencies that may have
similar or complementary objectives.

The following are examples of specific agencies with which the Community
Support Systems Project has worked closely because of their mandated
responsibilities to provide services to the chronically mentally i11
population:

Maine State Housing Authority: Through its 202 Program, HUD is specific-
ally mandated to set aside monies for housing units for chronically
mentally i11 persons. The Maine State Housing Authority has worked
cooperatively with the CSS Project in developing eight (8) housing units,
as well as in providing technical assistance and co-sponsoring forums on
housing issues.

Bureau of Medical Services, Department of Human Services: The Bureau of
Medical Services has the responsibility of allocating funds available
under Medicaid and Medicare. Since these are benefits that can be
accessed by persons with mental illness, the CSS Project has worked con-
sistently to advocate on the client's behalf with the Bureau of Medical
Services.

Social Services Development, Department of Human Services: The Bureau of
Social Services is mandated to administer Title XX funds in Maine. Since
Title XX is one of the primary funding sources for community services to
the chronically mentally i11 population, the CSS Project works with the
Bureau of Resource Development in both planning and advisory capacities to
assure appropriate Title XX allocations.

Community Mental Health Centers: Community mental health centers are res-
ponsible for providing mental health services on an outpatient basis to
mentally i11 individuals within the community. In order to work more
closely on a daily basis with the centers in planning, policy and resource
development efforts for its clients, the CSS Project has located a regional
planner in each community mental health center.

Other: The Bureau of Maine's Elderly, the Department of Mental Health and
and Mental Retardation's Office of Advocacy, the Department of Human Services

Division of Hospital Licensing, and the Governor's Task Force on Long Term
Care each maintain distinct responsibilities and concerns regarding resi-
dential alternatives for chronically mentally i11 persons. In its planning
and advocacy role for this population, the CSS Project works with each of
these agencies to maximize the quality of care available to mentally i1l
persons.
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Program: Community Support Systems Project

Program Contact: Robert Weingarten, Director

8. Program Effectiveness:

During the three years the Community Support Systems Project has been in
existence it has been very effective in addressing its program objectives
to promote quality services for mentally i1l persons. For example, because
mentally i11 persons are only one of many client groups eligible for a
multitude of entitlement programs provided by numerous agencies, the Project
has responded to the need for a cross-cutting approach to coordinating the
delivery of these services to assure that persons in need receive the servi-
ces to which they are entitled and that these services are effective.
Through cooperative agreements and activities, increased utilization of
existing services has been realized for this population. (This has also
resulted in numerous organizations responding to their mandates as they
pertain to chronically mentally i11 persons). The Project has also intensi-
fied efforts at local CSS component development with emphasis on such areas
as employment, alternative housing, transportation, psychosocial centers

and the development of local natural support and advocacy groups.

Examples of CSSP accomplishments are:

a. Participated in efforts that resulted in the expansion of Title XIX
Medicaid to cover community support services including: 1) extension
of the "medically needy" category to include chronically mentally il1l
persons; 2) extending reimbursement to services delivered beyond the
"clinic setting"; and 3) extending reimbursement to qualified community
support workers. The Project provided staff for interagency committees
and funds for consultant services. This has resulted in over $500,000
of additional service monies for chronically mentally i11 persons.

b. Developed and implemented the First Annual CMHC/CSSP Statistical Survey
of chronically mentally i1l persons throughout the eight catchment
areas of Maine. For the first time, the Department has a client pro-
file on all chronically mentally i1l persons served by the CMHC's.

c. Sponsored the Community Support Players' performance of "From Patient
to Person?" (23 performances for over 935 people). Public education
efforts include the promotion of three CSS related films already seen
by an estimated 400 people since October 1980. CSSP staff have
appeared on numerous radio and television shows and have been featured
in many newspaper articles providing information to the general public
about issues of concern to chronically mentally i1l persons.

d. Successfully advocated for the award of HUD funding for (three (3) in
1979 and one (1) in 1980) alternative housing proposals, resulting in
35 additional units of housing:

- Community Health and Counseling Services, Bangor
8-unit group home

- Aroostook Mental Health Center, Fort Fairfield
10-unit supervised apartments
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Program:

Program

Community Support Systems Project

Contact: Robert Weingarten, Director

- Motivational Services, Inc., Augusta
7-unit group home

- Shalom House, Portland
10-unit supervised apartments

The Project helped to draft the State's Letter of Intent, provided
extensive technical assistance to applicants and potential applicants,
located consultant fees, and participated in the funding and selection
process. The Project has also worked closely with the Maine State
Housing Authority to develop housing alternatives through the Section
8 program which is required to serve mentally i1l persons as part of
its mandate to serve disabled people. As a primary housing related
activity, the Project has been involved in mobilizing four community
groups to utilize these resources.

Assisted in the development of new local psychosocial programs such as:

- Together Place (Bangor), a 24-hour social club developed by Maine
CSSP, Citizens Interest Group, Community Health and Counseling
Services (CMHC), and other state agencies.

- A social club program implemented by Tri-County Mental Health Services
that includes opportunities for in-house volunteer work experience,
transitional employment placement, as well as day programs in Tri-
County's three rural offices.

Helped draft joint agreements between the Bureaus of Rehabilitation and
Mental Health, and Bureau of Resource Development and Mental Health
identifying priority service needs of chronically mentally i1l persons.

Worked cooperatively with the Maine Council of Community Mental Health
Centers and the Governor's Mental Health Manpower Commission to present
two three-part training series for operators of nursing, boarding, and
foster homes.

Successfully advocated for the recognition of the need of chronically
mentally i11 persons as a top priority in the State Mental Health Plan,
the State Health Plan, the Health Systems Agency Plan and the Area V
Mental Health Board (CMHC) Plan.

Assisted in the formation of (and continues to provide) technical and
financial assistance to, self-help, mutual support and community
advocacy groups:

- Alliance for the Mentally I11, Portland
Consumer Coalition for Mental Health, Portland
Alliance for Troubled Families, Waterville

- Alliance for Community Mental Health, statewide
Rumford Family Support Group

Relatives and Friends Together for Support, Lewiston
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j. Successfully advocated for the inclusion of the needs of Maine's
chronically mentally i11 in regional transportation plans and
CSSP review of operations plans before departmental signoff.

k. Sponsored 14 workshops, conferences or seminars for public education
or professional staff training in such areas as "Natural Helping and
Self-Help Networks", "The Mental Health Needs of the Elderly", and
"The Quality of Life Dimension: Are There Standards?".

9. Future Plans:

For the future, the Department of Mental Health and Mental Retardation will
continue to fulfill its commitment to meet the needs of such underserved
pouplations as persons with chronic mental illness. In doing so, the goals,
objectives, and methodologies established by the CSS Unit described herein
shall be pursued. The most significant encompassing plan for the future
calls for continuing the effort to create community support systems in all
parts of the state. Effective September 20, 1981 the Maine CSS Project had
the benefit of three additional regional planners who will Tater be assigned
to the mental health catchment areas which have previously been covered as

a secondary assignment by existing regional staff.

A community support system (CSS) is an organized network of caring and
responsible people committed to assisting a vulnerable population meet
their needs and develop their potentials without being unnecessarily
isolated or excluded from the community. While there are many necessary
elements in a community support system, the Project shall give priority to
the following services:

a. Supportive and Rehabilitative Employment Opportunities

b. Supportive and Rehabilitative Housing

c. Rehabilitative Socialization

d. Crisis Assistance and Intervention

e. Case Management and Coordination
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Program: Governor's Commission on Mental Health Manpower Development

Program Contact: Peter J. Ezzy, Project Director

1. Authorizing legislation or other program mandate:

a. Legal citation:
None
b. Other mandates:

Executive Order #7 issued by Governor Brennan on March 2Q, 1979

Public Health Service Act, Section 303, Public Law 78-410, United
States Code (creates the Natijonal Institute of Mental Health and
enables the establishment of training and manpower development
programs),

2. Public Need:

Impetus for creating the Governor's Commission came from the National
Institute of Mental Health - State Manpower Development's recognition

that mental health services and costs were approximately 80% manpower-
related and that earlier efforts to increase training for core disciplines,
such as: psychiatrists, psychologists, nurses and master level social
workers, did not solve problems of manpower recruitment, retention,
utilization, distribution and in-service training. The need for such an
effort is further supported when one realizes that the percentages of total
budgets devoted to personnel costs for Maine's two State mental health
institutes (Augusta Mental Health Institute and Bangor Mental Health
Institute) were 82% and 81% respectively for FY 80. Maine's eight community
mental health centers averaged 78% of total expenditures for personnel costs.

The National Institute of Mental Health awarded small grants to states to
provide technical assistance in developing a Tocal capacity for manpower
development. It felt very strongly that in a period of Timited resources
and competing priorities, it was most important that available resources
be used in the most cost-effective manner while helping to ensure quality
services. In this way, more efficient methods of holding manpower costs
down while increasing the availability of more qualified individuals could
be addressed in a systems-wide approach.

3. Program Objectives:

The primary purpose of the Governor's Commission on Mental Health Manpower
Development is to make recommendations to the Governor which will involve
manpower interests and which will address related mental health issues.

Specific objectives of the Commission are:

a. To become personally knowledgable about the scope of the mental health
manpower system;
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b. To analyze data which will identify trends, needs and problems in
mental health manpower and to refine such data for identification
of issues;

c. To prioritize problems in mental health manpower;

d. To recommend comprehensive manpower policies to be implemented by
the mental health system, including public and private institutions,
agencies and all others involved in providing mental health services;

e. To provide liaison with state and federal manpower activities and
with various agencies, associations, and universities in the imple-
mentation of collaborative action on the recommended policies; and

f. To prepare and submit reports and comply with other requirements of
the National Institute of Mental Health.

4. Program QOperation:

The Commission consists of twenty-five members appointed by the Governor
for two year periods. Members are selected on the basis of their represen-
ting various mental health manpower interests throughout the state. All
major professional disciplines as well as individuals from other state and
advisory groups are represented.

The Commission is staffed (parttime) by a Project Director and a Clerk
Stenographer. In addition to the parttime staff, additional administrative
and clerical support is provided by other departmental employees as required
and appropriate. Various interns are assigned by the University of Maine to
work with the Commission under the supervision of professional staff.

By utilizing a variety of planning aids and exercises, the Commission has
identified and ranked a number of mental health manpower issues considered
to be critical to the provision of quality services at acceptable costs.

Through regular meetings, the Commission will continue to examine issues
such as:

a. Training needs related to primary care physicians offering mental health
services and also training needs of mental health workers (direct care)
in public institutions and community settings;

b. Accessibility to mental health services and the inherent manpower
implications;

c. Funding of mental health services and the determining effect upon
manpower utilization;
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d. Policy determination and planning objectives; impact upon mental health
care providers; and

e. Personnel and professional roles.
5. Staffing:

a. General Fund:

1) Positions aufhorized: None

2) Positions filled Sept. 1, 1981: None

a) Full time: None b) Other positions: None

b. Other funds (including vacant positions):

1) Full time: None b) Other positions: 2

c. Organization:

GOVERNOR
Commissioner, Commission on Mental Project Director
Department of __ _ | Health Manpower Devel- (Comprehensive
Mental Health & opment Health Planner
Mental Retardation I1)
25 members
(see attached Secretary
1ist) (Clerk Steno-
grapher III)
d. List of Positions:
General Federal Other
Title Fund Revenue Revenue
Comprehensive Health Planner II 1
Clerk Stenographer I1I 1
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Program:

Program Contact:

Peter J. Ezzy, Project Director

Governor's Commission on Mental Health Manpower Development

10.

1.

MEMBERS

Representing Agency

Maine Mental Health Advisory Council

University of Maine

Private Medical Fiscal Procedures

State Department of Personnel

Maine Council of Community Mental Health
Centers

Deputy Commissioner, Health and Medical

Services

Long Term Care Task Force

Augusta Mental Health Institute

Bangor Mental Health Institute

Maine Medical Association

Maine Psychiatric Association

34

Member

Robert Morrell
Private business executive

Harlan A. Philippi, Ph.D.
Director, Health Pro-
fessions Education
University of Southern
Maine

Donald Brann, Director
Patient Accounts
Central Maine Medical
Center, Lewiston

Robert W. Maxwell

Merit System Administrator
State Department of
Personnel

William Barnum, M.D.
Executive Director
Mid-Coast Mental Health
Center, Rockland

Frank McGinty, Deputy
Commissioner, Department
of Human Services

Sally Healey, Associate
Professor, Bangor
Community College

Neil MacLean, Ph.D.
Augusta Mental Health
Institute

Donald Clark, Mental Health
Worker III, Bangor Mental
Health Institute

Frank W. Kibbe, M.D.
Retired Pediatrician

George N. McNeil, M.D.
Maine Medical Center
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Program Contact:

Peter J. Ezzy, Project Director

Governor's Commission on Mental Health Manpower Development

¥3.

14.

15.

16.

|

18,

19.

20.

21.

22,

23.

24.

25.

MEMBERS (continued)

Maine Association of Social Workers

Maine Psychological Association

Director, Employment Services Division

Maine Nurses Association

Mental Health and Mental Retardation

Maine Hospital Association

Maine State Employees Association
Council of American Federation of State,
County and Municipal Employees

Maine Osteopathic Association

Board of Health Systems Agency

Educational and Cultural Services

Long Term Care Task Force

Long Term Care Task Force
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John M. Slavin, MSW,
ACSW, CSW, Maine Medical
Center

Roger Zimmerman, Ph.D.
Psychologist, private
practice

Richard Hagan, Director
Employment Services
Division, State Depart-
ment of Labor

Vera Gillis, R.N.
Augusta Mental Health
Institute

Kevin W. Concannon
Commissioner, Department
of Mental Health and
Mental Retardation

John McCormack, Adminis-
trator, Cary Medical
Center

Diana White, R.N., Augusta
Mental Health Institute

Donald J. McCurdy
Pineland Center

Charles A. Pernice, D.O.
Osteopath, private practice

Richard F. Nellson
Retired business executive

Harold Raynolds, Jr.,
Commissioner, Department of
Educational & Cultural Services

Joseph Brannigan, Executive
Director, Shalom House

Barbara Mayer, Executive
Director, Motivational Services

Vacant
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Program: Governor's Commission on Mental Health Manpower Development

Program Contact: Peter J. Ezzy, Project Director

6. Financial Data:

a. Appropriation account #:

b. Estimated revenues:

G. F. Appropriation:

Federal Funds Available:

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A1l Other

Capital:
General Fund
Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G. F.:

3340.2016

FUNDING SOURCES
1980-1981 1981-1982
el ==
38,332 25,939
-0- -0-
<= =
38,332 25,939
EXPENDITURES
1980-1981 1981-1982
<= =ll=
20,280 -0-
-0- -0-
20,280 -0-
<[ ;™
18,052 25,939
-0- <[
18,052 25,939
=[ alfil=
=0 -0-
-0- -0-
-0- ~0-
38,332 25,939
-0- 0=
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1982-1983

il
25,939

-0-
i)

25,939

1982-1983

25,939

-0-
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Program: Governor's Commission of Mental Health Manpower Development

Program Contact: Peter J. Ezzy, Project Director

s 'Other Programs:

Boarding Home Training Project - In 1978 the Department of Mental Health
and Corrections was successful in applying for a grant from the National
Institute of Mental Health to develop a training program for boarding
home operators in Maine. This grant was a supplement to the Governor's
Commission on Mental Health Manpower Development grant approved earlier
and enabled the department to develop a training model which would meet
the mental health manpower needs of boarding home operators.

Mental Health Advisory Council - The Council was created to assist the
‘Bureau of Mental Health in carrying out its duties. The Council functions
as an advisory group to the Bureau in matters involving policies and pro-
grams. The Council also advises/assists the Commissioner on the appoint-
ment of a Bureau of Mental Health Director and the development of the
State Mental Health Plan. The Council does not have a specific manpower
focus and does not represent key mental health manpower interests in Maine.

Medical Care Development, Inc. - Medical Care Development, Inc. is a private,
non-profit organization involved in a number of health related education and
training projects. One project in the area of manpower which is currently
funded and active (1981-1982) involved development of a program and incentives
to recruit recent medical graduates to rural areas of Maine. The project is
oriented towards acute medical care and not mental health care. Close
informational ties are kept with Medical Care Development project staff and

a number of advisory sessions/meetings have been held between Commission and
Medical Care Development staff.

Community Support Systems Project - The Community Support Systems Project
assisted in the development of the Boarding Home Training proposal by
identifying the boarding homes throughout the state who would receive train-
ing. The Director of the Community Support Systems Project is a member of
the Advisory Committee of the Boarding Home Project. The project's primary
focus, however, is in advocating for, and developing services for,
chronically mentally handicapped persons.

8. Program Effectiveness:

Since its inception in 1979, the Commission has met an average of once every
two months and has collected and reviewed extensive data on the mental health
system as it presently exists in Maine. Numerous technical presentations by
mental health specialists and practitioners were made to Commission members
during this period of time.

Commission members became personally knowledgable about various issues
influencing the delivery and quality of mental health services in the State
by forming task groups and conducting individual, as well as group, research
in mental health manpower-related areas. Extensive data was collected during
this period by these task groups and staff. In addition, every major mental
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health institution and community mental health center in the state was
visited by Commission members as well as a number of boarding and nursing
homes. The emphasis was placed upon identifying and ranking system-wide
issues and problem areas in mental health manpower. In addition to
conducting extensive research on its own, the Commission has directed a
formal review, by research organizations, of the role of primary care
physicians in the delivery of mental health services.

Based upon the work and recommendations of individual task groups, as well
as the deliberative review and vote of the Commission as a whole, a series
of recommendations were proposed and submitted in annual reports to the
Governor. Other reporting (and accountability) requirements of the
National Institute of Mental Health were completed by staff members.

9. Future Plans:

The Commission is entering a second phase of activity and new members are
being recruited from key mental health manpower interests throughout the
state. During the coming months, Commission members and staff will be
working towards implementing recommendations made earlier to the Governor.
Further research efforts are indicated in the area of interfacing manpower
issues between different agencies of the mental health system (for example,
between the mental health institutes, community mental health centers and
boarding homes).

Also, manpower issues are raised by a shift to block grants and a commission
which represents all of the key mental health manpower interests is uniquely
suited to make recommendations regarding the recruitment, retention, utiliza-
tion, distribution and training of critical manpower resources.

Other areas to be pursued by Commission task groups include the following:

a. Effect of third-party payers upon the utilization of manpower;

b. The expediency with which psychologists are Ticensed in Maine; and

c. The particular manpower needs of mental health clients both in and out
of the formal mental health system.
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Program: Office of Advocacy

Program Contact: Carroll M. Macgowan, Chief Advocate

1. Authorizing Tegislation or other program mandate:

a. Legal citation:

34 M.R.S.A. 1A, Creation of Office of Advocacy

34 M.R.S.A. § 2651 et. seq. Provision of Mental Retardation Services

34 M.R.S.A. & 2141 et. seq. Rights of Mentally Retarded Persons

34 M.R.S.A. 8 7, Rules and Regulations and Rights of Patients

34 M.R.S.A. § 2252, Right to Communication and Visitation

22 M.R.S.A. Chapter 166, Rights of Clients in Long Term Care Facilities

18-A M.R.S.A. § 5-301 et. seq. Adult Protective and Supportive Services
b. Other mandates:

Wuori, et. al., vs. Concannon, et. al. No. 75-80 (D. Me., July 14, 1978)

42 U.S.C. § 6001 et. seq., Developmental Disabilities Assistance

20 U.S.C. § 1401 et. seq., Education for A1l Handicapped Children Act

42 U.S.C. § 1395 et. seq., Social Security Act (including Title XVIII
Medicare, Title XIX Medicaid and Title XX Grants for Services)

34 M.R.S.A. generally, Law regarding Department of Mental Health and
Corrections

2. Public Need:

The primary public need addressed by the Office of Advocacy is to assist

any client of the Department of Mental Health and Mental Retardation in
understanding the system from which they receive services. These individuals
may be mentally or physically disabled, or housed involuntarily for treat-
ment. The office also assists clients in participating, to the greatest
extent possible, in the decision-making process that controls their Tives

and destinies, and in assuring that any actions affecting these individuals'
1ives are taken in accordance with Federal and State laws and regulations,

as well as departmental policies and procedures.

In addition, the 0ffice of Advocacy provides assistance, representation and
a mechanism for the resolution of complaints for clients of the department.
Without this service, these individuals would be unable to expeditiously
resolve their concerns. 'lot only do the services provided by the office
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benefit these clients, in that their informational needs and requests for
assistance are met in a timely and professional manner, but they also
benefit the Department of Mental Health and Mental Retardation by virtue
of avoiding unnecessary legal actions. Because of the liaison and media-
tion efforts of the office, the most appropriate services are made readily
accessible to clients the department is mandated to serve.

3. Program Objectives:

a. To advocate for compliance by any institution, facility or agency
administered by the Department of Mental Health and Mental Retardation
with all Taws, administrative rules and regulations and institutional
and other policies regarding the rights and dignity of departmental
clients.

b. To receive and/or refer complaints made by clients of the department;
and intercede on behalf of clients to resolve their complaints with
officials of the institutions, facilities and agencies administered
by the Department; and to assist and/or represent clients in the
initiation of grievance proceedings and other actions.

c. To act as an information resource regarding the rights of departmental
clients. The office shall keep itself informed of all laws, adminis-
trative rules and regulations regarding the rights and dignity of
departmental clients.

2N
d. To make and pub]iﬁ reports necessary to the performance of the
responsibilities of the office.

4. Program Operation:

Bureau of Mental Retardation

In the Bureau of Mental Retardation, the two community advocates and the
Pineland Center advocate: 1) represent clients at inter-disciplinary team
meetings at which a prescriptive program for their treatment for the up-
coming year is planned and developed; 2) approve and periodically observe
the utilization of adversive behavior modification programs both at Pineland
and in the community; and 3) initiate or accept complaints and grievances on
behalf of BMR clients, including investigations of abuse. In addition, the
advocates, functioning on behalf of the clients of the bureau, have handled
approximately 160 grievances, encompassing the following areas:

a. Quality, consistency or warmth of food provided in institutional or
community settings;

b. Access to generic programs, services or benefits;
c. Freedom of association issues;

d. Access to records;
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e. Change of residence;

f. Access to transportation or training services;

g. Appropriateness of special programs, including educational programs; and
h. Patient mistreatment, neglect and abuse.

Advocates serving the Bureau of Mental Retardation client population provide
information regarding rights, laws and resources to parents, clients and
service providers. In-service training is provided to various groups in
areas such as the use of behavior modification techniques, guardianship,
admissions and discharge procedures, clients rights and utilization of
appeal procedures.

Advocates for mentally retarded persons review and advise in the development
of policies, laws and regulations. Historically, the office has both con-
sulted with and participated on committees which review and comment on the
state's treatment of mentally retarded clients. Examples of such committees
are:

a. The Pineland Human Rights and Assurances Committee;

b. The Consumer Advisory Board;

c. The Maine Committee on Problems of the Mentally Retarded;

d. The State Developmental Disabilities Planning Council;

e. The Elizabeth Levinson Center Human Rights and Assurances Committee;

f. Executive Management Group at Pineland; and

g. The Pineland Parents and Friends Association.

Bureau of Mental Health

The functions of the advocate at the Bangor Mental Health Institute and the
advocate at the Augusta Mental Health Institute are similar to those of
their counterparts in the Bureau of Mental Retardation. Specifically, the
mental health advocates: 1) attend treatment planning meetings; and 2)
assist in the investigation and resolution of client grievances, including
those involving allegations of abuse, mistreatment or neglect.

Due to the nature of the mental health system, many more requests are
received for information regarding the commitment process, the treatment
planning process, and the discharge planning process. Advocates often

act as liaisons between court-appointed attorneys, family members or other
interested persons, and the mental health clients.
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In addition to the responsibilities already enumerated, advocates in the
mental health institutes participate in policy making and review as well
as provide in-service training to the staff of the institutions in the

area of patients' rights.

Departmental

Within the department as a whole, the Office of Advocacy has been actively
involved in the preparation and review of legislation impacting upon the
1ives of departmental clients, and acts as a referral point for the pro-
vision of civil Tegal services for those clients.

5. Staffing:

a.

General Fund:
1) Positions authorized: 8*

2) Positions filled Sept. 1, 1981:

a) Full time: 7 b) Other positions:

Other funds (including vacant positions):

1) Full time: None 2) Other positions:

None

None

*Since September 18, 1981 the staff count has been reduced to six. The
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c. Organization:

Chief Advocate
|

Augusta Mental Bangor Mental Pineland Northern Southern
Health Institute Health Institute Center BMR BMR
Advocate Advocate Advocate Advocate Advocate
1 1 ] 1 1
] 1 1 ] ]
: : , H 1 :
Superintendent Superintendent Superin- BMR Reg. BMR Reg.
AMHI BMHI tendent I, II & IV, V &
PC III VI
Regional Regional
Admin. Admin.
d. List of Positions:
General Federal Other
Title Fund Revenue Revenue
Chief Advocate 1
Advocate 7
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6. Financial Data:

a. Appropriation account #: 1340.1040
b. Estimated revenues:
FUNDING SOURCES
1980-1981 1981-1982 1982-1983
G. F. Appropriation: 21,880 21,880 21,880
Federal Funds Available: -0- -0- -0-
Dedicated Revenue:
Balance July 1 -0- -0- -0-
Revenue -0- -0- -0-
Total Funds Available 21,830 21,880 21,880
EXPENDITURES
1980-1981 1981-1982 1982-1983
Personal Services:
General Fund 21,880 21,880 21,880
Federal -0- -0- -0-
Dedicated Account -0- -0- -0-
Total Personal Services 21,880% 21,880 21,880
A11 Other:
General Fund -0- -0- -0-
Federal -0~ -0- -0-
Dedicated Account -0- -0- -0-
Total A1l Other -0- -0- -0-
Capital:
General Fund -0~ -0- -0-
Federal -0- -0- -0-
Dedicated Account -0- -0- -0-
Total Capital
TOTAL FUNDS EXPENDED 21,880 21,880 21,880
Undedicated Revenue to G.F.: -0- -0- -0-

*The above reflects only the cost of the Chief Advocate. The other seven (7) are
funded at the institutional Tevel.
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7. Qther Programs:

a. The boarding and nursing home ombudsman program, operated by the Bureau
of Maine's Elderly, Department of Human Services, supplies similar
complaint resolutions, services for elderly clients in the boarding
and nursing care system. The Office of Advocacy maintains an ongoing
relationship with the Ombudsman program regarding prominent issues and
a referral mechanism for clients who could be better served through an
inter-agency transfer.

b. The Medicaid Fraud and Surveillance Unit of the Attorney General's
Office is responsible for the investigation of complaints brought by
recipients of Medicaid funds. The Office of Advocacy has, in the
past two years, developed a working relationship with this unit and
regularly refers issues brought to the Office's attention which relate
to financial issues of Medicaid recipients for their investigation and
action.

c. The Criminal Investigation Unit of the Attorney General's Office
receives referrals from the Office of Advocacy under 34 M.R.S.A.,
Chapter 186-A when the potential for criminal action is indicated
following an internal investigation. This unit then conducts an
independent evaluation and investigation for possible referral to
the Criminal Division of the Attorney General's Office.

d. Advocates for the Developmentally Disabled is the federally funded
agency authorized by a Governor's Executive Order to functijon as an
independent protection and advocacy program for developmentally
disabled persons. The Office of Advocacy refers departmental clients
who can best be served by the expertise of this program. Referrals
usually involve clients with special education problems and those
whose interests, in the view of the Office of Advocacy, can best be
served by an advocate not affiliated with the Department of Mental
Health and Mental Retardation.

This program serves a similar population group; however, its focus
is on a definite segment of the clientele served by the Department
of Mental Health and Mental Retardation.

e. The Department of Human Services, Division of Adult Protective and
Supportive Services accepts referrals from the Office of Advocacy for
community clients who, after assessment, appear to need protective or
supportive services. The clients referred are predominately mental
health clients Tiving in the community. Recent referrals of institu-
tionalized mental health clients who need an alternate's consent for
medical or surgical procedures have been increasing.

f. The Handicapped Rights Project is a contract agency providing legal
services and a grievance mechanism for recipients of vocational
rehabilitation services. This agency provides legal services to a
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limited number of Department of Mental Health and Mental Retardation's
clients who also receive services from the vocational rehabilitation
system.

8. Program Effectiveness:

Generally, program effectiveness is high within the constraints imposed by
lTimited staff and a highly diversified, fragmented and geographically
separated client population.

Within the past year the Office of Advocacy has presented, on behalf of
departmental clients, 35 major issues involving compliance with laws, rules
and regulations or policies to agencies within the Department of Mental
Health and Mental Retardation and to other agencies serving clients of the
department. Each of these complaints had the potential for a major impact
on substantial portions of the population served by the department and
included such diverse issues as:

a. Equal access for handicapped individuals to community residential
housing;

b. Clarification of the authority of the Department of Mental Health and
Mental Retardation to initiate preadjudication psychological evaluations
of juveniles accused of delinquent behavior;

c. Implementation of fire code standards relating to non-ambulatory clients
in boarding and nursing care;

d. Provision of interpreter services for deaf clients being served by the
Department of Mental Health and Mental Retardation;

e. Clarification of the appropriateness of using clients' personal spending
money to purchase items reimbursable under Title XIX;

f. Clarification of the issue of informed consent for medical treatment of
clients unable or unwilling to give informed consent;

g. Clarification of transfer procedures for Bureau of Mental Retardation
clients, both in Pineland Center and the community;

h. Clarification of the right of children in ICF/MR facilities to equal
access to educational opportunities;

i. The allowance of ICF/MR clients, participating in a work program, to
benefit from a portion of the wages they receive as a result of their
work; and

J. Issues regarding the interpretation and enforcement of boarding home
regulations, etc..
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In addition to these concerns which have a more generalized impact on clients
of the Department of Mental Health and Mental Retardation, a far greater
number of individual requests for assistance and assuring compliance with
laws, administrative rules and regulations, and institutional policies and
procedures, have been handled, including issues such as clients' rights to
have access to personal property and visitation with family members, the
right of a client to be free from unnecessary medications or restraints,
etc..

The O0ffice of Advocacy receives in excess of 1,000 referrals/complaints per
year. The vast majority of these are resolved by simply explaining the
situation and/or referring the client to the appropriate staff person who
can resolve minor concerns or grievances. O0Often explaining the law or
policy relating to their concern effectively reduces the clients' concerns
and results in termination of the complaint.

There are in any given year a number of complaints lodged by clients which
require, for adequate resolution, changes in laws, regulations or policies.
These are handled on a case-by-case basis and have resulted in such actions
as: the drafting of a proposed sterilization law to come before the leigs-
lature in the upcoming session, filing a complaint with the Office of Civil
Rights in Boston regarding two conflicting regulations in regard to program
accessibility for handicapped people and exclusions from Medicaid, reimburs-
able placement in the community, etc.. In addition, the Office of Advocacy
has represented clients in over 350 treatment or program planning sessions.

The Office of Advocacy, in functioning as an information resource regarding
the rights of clients, has presented over 50 in-service training sessions to
staff of the department and 20 training sessions for parents/community
service providers in such areas as: the Rights of Mentally Retarded Persons
under 34 M.R.S.A. Chapter 1860a; the use of behavior modification techniques
in institutional and community settings; in addition there have been over
500 individual contacts regarding information to clients/parents and service
providers. Within the mental health institutes, it is standard procedure for
the advocate to meet with each client who is received for civil commitment
to explain the process with which they will be involved and their rights
within that process; and, the Office of Advocacy works on a regular basis to
provide basic written information for distribution to service providers,
parents and agency personnel regarding specific issues that have general
applicability and need widespread exposure.

9. Future Plans

With the separation of the Department of Mental Health and Corrections into
the Department of Mental Health and Mental Retardation, it is anticipated
that the Office of Advocacy in the department will be able to solidify its
approach to advocacy for all clients served by the department.
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The differences both procedurally and ethically in advocating for mentally
disabled persons as compared to advocating for correctional clients has
been a continual obstacle to a unified approach in advocating for all
clients of the department. In addition, the use of the Chief Advocate's
position to carry a caseload at the Maine State Prison and coordinate the
activities of advocates serving the mentally i11, mentally retarded as well
as corrections, has historically made adequate supervision of the advocacy
network in the former Department of Mental Health and Corrections virtually
impossible. It is presently anticipated that the Office of Advocacy in the
Department of Mental Health and Mental Retardation shall have a greater
degree of flexibility in dealing with community mental health clients, a
population which has not been served in a systematic way by the Office in
the Department of Mental Health and Corrections. In addition, the Office
of Advocacy is now preparing to become the designated investigatory agency
for the Department of Mental Health and Mental Retardation in its role as
the provider of adult protective and supportive services for mentally retarded
citizens of the State of Maine.

Title 22, M.R.S.A. Chapter 1666, further expands the Office of Advocacy's
obligations to investigate rights/denials for clients in nursing/boarding/
foster homes to include not only mentally i11 individuals and persons having
conditions related to mental illness or mental retardation. Along with a
continued effort to increase client participation in decisions regarding
their care and treatment both in state institutions and in the community care
system, the Office of Advocacy recognizes and intends to address the special
problems presented to both the judicial and the executive branch of State
government by the increasing numbers of mentally retarded or mentally i1l
individuals who are becoming involved in the criminal justice system.
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1. Legislative authorization or other program mandate:

a. Legal citation:
34 M.R.S.A. § 1 (The Division was created in October, 1977 as part of
a reorganization of the Department of Mental Health
and Corrections and was accomplished with the use of
existing positions.)
b. Other mandates:
34 M.R.S.A. 88 1, 7 (Administration of the Department of Mental Health)

34 M.R.S.A. § 13 (State Planning and Advisory Council on Developmental
Disabilities)

34 M.R.S.A. § 2003 (Mental Health Advisory Council)

15 M.R.S.A. 88§ 2302, 2304 (Interstate Compact on the Disordered Offender)
5 M.R.S.A. § 11106 (State Agency Rules)

5 M.R.S.A. § 8001 et. seq. (Administrative Procedures Act)

20 M.R.S.A. §8 3052, 3117 (Education and Rehabilitation of Disabled and
Handicapped Persons)

22 M.R.S.A. §§ 7102, 7106 (Office of Alcoholism and Drug Abuse Prevention)
22 M.R.S.A. § 5306 (Agreements with Community Agencies)
P.L. 97-35, Omnibus Budget Reconciliation Act of 1981, 95 Stat. 357

2. Public Need:

The Department of Mental Health and Mental Retardation exists as a result of
the needs of citizens of the state who suffer from mental illness, mental
retardation and/or developmental disabilities. The Commissioner of the
department is charged with meeting the needs of these citizens and their
families through the development and operation of an effective system of

public and quasi-public institutions and community programs that provide
necessary services to these groups of citizens. To assist the Commissioner

in the development, implementation, monitoring and assessment of the effective-
ness of the various programs and facilities, a Division of Planning was created.

The Division of Planning facilitates departmental responses to public requests
for information through:

a. Assisting in the organization of community forums to receive comments
and to promote discussion relative to departmental plans;
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b. Developing and assisting in the operation of client-based information
systems that generate fiscal, planning and evaluation reports;

c. Organizing and advising various councils, committees and task forces;

d. Developing management summaries and preliminary plans for federal
grants and other resources;

e. Drafting proposed legislation which reflects the changing needs of
clients, court decisions or federal regulations impacting on depart-
mental operations; and

f. Developing special projects designed to improve departmental services.

3. Program Objectives:

The overall goal of the Division of Planning is to assist in the development
of programs, plans and policies which reflect departmental philosophy and
contribute to more effective and integrated service delivery.

Specific objectives of the division can be separated into one of three
general categories: Plan and Program Development, Systems Development
and Evaluation.

Plan and Program Development:

a. To prepare departmental plans or guidelines in order to comply with
state and/or federal mandates in the areas of mental health, develop-
mental disabilities, federal funding and alcohol and substance abuse.
These may be developed for departmental use only, or in collaboration
with other agencies.

b. To participate on committees or task forces concerned with the needs
of particular client groups served by the department. Such participa-
tion enables the division to provide input from the department's
perspective into the development of recommendations and programs.

c. To coordinate with other units of the department and with other state
agencies in areas of mutual concern.

Systems Development:

a. To provide data on departmental programs, clients and operations to
interested individuals, including departmental personnel, legislators,
consumers and public agencies.

b. To maintain an automated computer system in order to generate data
reports. Examples of such reports are the Capital Assets Accounting
System used by institutions and the Mental Health/Mental Retardation
Patient Accounting System.
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Evaluation:

a. To provide assistance in the evaluation of departmentally funded
projects or programs, such as the evaluation of community residential
programs for chronically mentally i11 individuals.

b. To advise the department on the potential impact of proposed legisla-
tion or regulations based on an analysis of available data. The
division recently prepared a summary of opportunities and problems
presented by changes in federal Medicaid regulations.

c. To assist in the development of departmental legislation.

4. Program Operation:

The Planning Division is organized into three inter-related units: Plan
and Program Development, Research and Evaluation and Information Systems.

Major objectives are identified annually through a specific process
involving all major bureaus and divisions of the department. Major needs
and emphases are determined by the Commissioner and routine objectives
established including those required by statute or regulation. Adminis-
trative, bureau and division management staff identify needs and tasks
specific to their program areas and overall priorities are established
under the direction of the Commissioner. The Planning Division staff
review the objectives and establish responsibility assignments and time-
tables.

The division operates on a functional team approach which allows for the
maximum benefit from individual abilities and interests. For example, the
director may have a secondary responsibility on an assignment for which

the Comprehensive Health Planner has Tead responsibility. For major
objectives, work plans are developed which designate tasks and sub-tasks,
individual staff responsibilities, required contacts, expectations and time-
tables. OQutside sources are consulted as necessary to assure a quality
product; these sources include clients and families, staff members,
representatives of other public agencies and generally those having
technical expertise and/or particular interest in the issues. The develop-
ment of the State MentalHealth Plan, for example, included input from over
500 individuals and as a result, a variety of perspectives were included
beyond those of the planning staff.

Although meeting planned objectives is the primary goal, additional tasks
are performed for departmental staff as personnel resources allow.
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5. Staffing:

a. General Fund:
1. Positions authorized: 6
2. Positions filled September 1, 1981:
a) Full time: 6 b) Other positions: 2
b. Other funds (including vacant positions):
1) Full time: None 2) Other positions: None

c. Organization:

Director, | _____ Community Support
Division of Planning Systems Project
Clerk Typist
II
- PTan & Program Research & Information Services
Development Evaluation Unit
Unit Unit
Planning &
Comprehensive AssgzigzghII
Health Spoibbetd o dan Data Control
Planner I1I Specialist
Planning & Planning &
Research Research
Assistant Assistant
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d. List of Positions:

General Federal Other
Title Fund Revenue Revenue

Director, Division of Planning

Comprehensive Health Planner II
- Planning & Research Assistants

Data Control Specialist

Statistician I

Clerk Typist II

Planning & Research Associate II
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6. Financial Data:

a. Appropriation account #:

b. Estimated revenues:

G.F. Appropriation:

Federal Funds Available:

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A11 Other

Capital:
General Fund

Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

1340.1020
FUNDING SOURCES

1980-1981 1981-1982 1982-1983
141,830 127,593 113,858

B~ -0- -0-

~0- -0- -0-

-0- 0= =
147,830 ~127,593 173,858

EXPENDITURES

1980-1981 1981-1982 1982-1983
141,830 127,593 113,858

== -0- 0=

-0- -0- o
147,830 ~127,593 113,858

-0- -0- -0-

-0- -0- ==

-0- -0- <

-0- -0- ~0-

- 0= =

-0- -0- e

slis -0- -0-

-0- -0- -0-
141,830 127,593 113,858

-0- -0- A
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7. Other Programs:

Planning units exist in other state agencies and have similar or related
objectives which are complementary to this program. These programs are:

a. Planning and Evaluation Unit, Bureau of Social Services, Department
of Human Services:

b. Plans and Policy, Bureau of Medical Services, Department of Human
Services (Medicaid plans);

c. Plans Development, Bureau of Health Planning, Department of Human
Services (State Health Plan);

d. Alcohol Drug Abuse Prevention and Vocational Rehabilitation Planning,
Bureau of Rehabilitation, Department of Human Services;

e. Planning, Bureau of Maine's Elderly, Department of Human Services
(mental health elderly services); !

f. State Planning Office (A-95 review and census data); and

g. Human Services Council, Department of Human Services (plans review).

Other private programs with service objectives similar to the department
include many contract agencies, community hospitals, private clinicians

and other health care providers. Some of these, such as community hospitals,
have data processing and planning units that represent both an occasional
source of technical assistance and a participant in the Division's plan or
program development functions.

The Division of Planning differs from the 1isted planning agencies in that
it is involved in many facets of the department's operation rather than
directed to specific programs or projects within a department. It is the
only state planning unit that concentrates on the needs of mentally retarded
and mentally i11 individuals.

Finally, the Division communicates with many federal agencies and with
similarly occupied peers in other state mental health, mental retardation
and corrections agencies.

Linkages with other planning units are critical from at least two perspectives.
First, a premise of planning for the mentally handicapped (MH, MR, DD) is that
the department does not in itself have the fiscal or programmatic resources

to fully meet the entire range of basic and social, vocational-educational
needs of handicapped people. Care and treatment represent only a portion of
client and family needs. Secondly, no major service system operates and
sustains itself in a vacuum. Departmental policies and procedures are

clearly affected by other systems, and the Planning Division represents part
of the mechanism to assure interaction.
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8. Program Effectiveness:

The annual process of specifying Division objectives includes an assess-
ment of the status of the previous year's objectives, thereby providing a
quantifiable basis for monitoring performance. Examples of accomplish-
ments during the past year include:

Plan and Program Development:

- Provided extensive assistance to the Bureau of Corrections (currently
the Department of Corrections) prior to, during and after the Maine
State Prison lockdown. Staffing, program and classification plans were
developed based upon unique needs and other states' experiences.

- Developed applications resulting in the authorization of over one
million dollars in loan authority from HUD for housing for chronically
mentally i1l individuals.

- Developed the Maine Juvenile Code and Evaluation Plan Regport as required
by statute. "

- Developed the 5-Year Mental Health Plan. The process of developing this
plan includes a status report on the achievement of last year's objectives
and the addition of objectives for another prospective year The Mental
Health Plan serves as:

a. a public information tool relative to the availability of mental
health service;

b. an outline of the department's priorities and policies relating to
mental health; and

c. a management guide for departmental managers to assess progress in
achieving stated objectives.

Systems Development:

- Developed computer programs for the mental retardat1on needs assessment
and developed the summary reports.

- Developed the revised Medicaid reimbursement provisions which expanded
the funding base available for the provision of follow-up services for
discharged mental health patients.

- Maintained and 1mprovedvthe automated information systems relating to
capital assets, the department's budget and mental health institute
clients.

- Refined the process and method of developing corrections population
projections, resulting in levels of accuracy within 1% over a two year
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period, with six month increments.

Evaluations:

- Developed a comprehensive research and evaluation report on the incidence
of sexual abuse and the treatment of the abuser, victims and other family
members.

- Evaluated provisions of the Maine Juvenile Code.

In addition, the Division of Planning:

- Presented professional papers and/or materials at several departmental,
state, regional and national level workshops.

- Responded to over 50 requests for statistical information from depart-
mental, provider, other state agencies, the general public and other
sources.

9. Future Plans:

The future plans for the Division of Planning are intended to improve its
effectiveness in the three functional areas.

Improved integration of P]an and Program Development activities is anticipated
as a result of the following:

a. Increased involvement with the Developmental Disabilities (DD) Council
and its staff;

b. Participation of division staff on several sub-committees of the Mental
Health Advisory Council; and

c. Agreements with the Bureau of Health Planning and Development regarding
collaboration on the State Health Plan and reporting requirements under
the Alcohol Premium Law to enhance inter-departmental plan and program
development.

Both Evaluation and Systems Development functions will be expanded by the
addition of a Management Analyst II made available through block grant
funding. Since this position will supervise the statistician and data
control specialist, improvements are expected in the following areas:

a. Methods of evaluating programs for client impact and cost effectiveness;
b. Basic monitoring of appropriate accessibility and availability; and

c. Existing data systems.
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The future plans of the Planning Division are, to a great extent, dependent
upon the plans and needs of the programs within the department. These
improved information systems will enable the division to provide an
increased level of technical assistance to departmental programs regarding
regulatory provisions and documentation/recording systems to increase its
capacity to respond to their changing needs.
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1. Authorizing legislation or other program mandate:

a. Legal citation:
None
b. Other mandates:

34 M.R.S.A. Chapter 1, Department of Mental Health and Corrections

20 M.R.S.A. Chapter 406, Preschool Handicapped Children

15 M.R.S.A. Chapter 501, Maine Juvenile Code

P.L. 1977, Chapter 42, Interim Children's Services

The Division of Children's Services was created in October 1977 as part of

a departmental reorganization plan approved by the Governor. Title 34,
Section 12, authorizes the department to support human service programs,
including children's community action programs, juvenile programs and youth
service programs. Section 2001 charges the department, through its Bureau

of Mental Health, with "the promotion and guidance of mental health programs
within the several communities of the State." Specific departmental staff
have been assigned the responsibility for children's services program
development, funding and monitoring since 1973 when the Children's Psychiatric
Hospital at Pineland Center was permanently closed.

The Preschool Handicapped Children Act mandates the establishment of an
Interdepartmental Coordinating Committee for Preschool Handicapped Children
representing the Department of Educational and Cultural Services, the
Department of Human Services and the Department of Mental Health and
Corrections.

The Maine Juvenile Code, 8 3314.1 (c), provides for the commitment of
juveniles to "the Department of Mental Health and Corrections or the Depart-
ment of Human Services for placement in a foster home, group care home or
halfway house or for the provision of services to a juvenile in his own home."

Section 3715 (2.) of the Interim Children's Services Act required the prepar-
ation and presentation (by January 1, 1978) to the Governor and Legislature
of a report to include recommendations for coordinated policy, assessment of
“the impact of children's services as presently provided by the Department of
Human Services and the Department of Mental Health and Corrections," together
with recommendations for legislation. From the beginning it was apparent
that it was necessary to include the Department of Educational and Cultural
Services as an equal partner in the development of the report. The report
was compiled and presented jointly by the three departments.
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A joint legislative order (February 17, 1977) committed the Tlegislature to
adopt policies to preserve families as the primary unit for the care and
nurturing of children, through approaches applicable to the Department of
Mental Health and Corrections, Department of Human Services and the Depart-
ment of Educational and Cultural Services, "which are the State agencies
most responsible for services to children and families."

A joint legislative order (June 6, 1977) requested that the Departments of
Educational and Cultural Services, Mental Health and Corrections and Human
Services study the provisions of Public Law 94-142 (the Education of All
Handicapped Children Act) to recommend any necessary actions required to
bring Maine into compliance and to study present and future responsibilities
to preschool handicapped children.

Federal regulations attendant on P.L. 94-142 and state regulations attendant
on the State's special education law (20 M.R.S.A. c. 401) encourage, but do

not mandate, involvement of the State's mental health agency in programming

and funding for emotionally handicapped children.

2. Public Need:

The programs of the Division of Children's Services seek to respond to the
mental health needs of Maine's emotionally handicapped children, ages 0-18.
State Department of Educational and Cultural Services' figures indicate a
total of 3,999 emotionally handicapped children, ages 3-21, as of December
1980. This represented a 21% increase over the preceding year.

During the year ending December 1980, the State's eight community mental
health centers (whose catchment areas encompass the entire state) served an
average active caseload of 550 at any given time, also representing an
increase over the preceding year. A significant part of the centers' funding
is provided by grants from the department's Bureau of Mental Health and
Division of Children's Services.

A11 indicators of social conditions, causal or related to poor emotional
health of children, such as unemployment, inflation, juvenile delinquency
and crime, divorce, child abuse and neglect, alcohol and substance abuse,
teenage pregnancy, etc., appear to be increasing steadily.

The need for an administrative unit focusing on the mental health and
developmental needs of children is occasioned by the unique status of
children 1in our society. Treated differently by both laws and social

custom than adults, children begin 1ife totally dependent on their families
for all elements of existence. In their next 16 to 18 years, they become
able to survive and function with almost total independence. Under the best
of circumstances, this normal passage from dependency to independence is
marked by the need for changing relationships and services unlike those
developed for or appropriate to adults.
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Further, effective mental health services to children cannot be delivered
exclusively within clinical settings or other formal environments, but

must be flexible enough to include parents and other family members when
appropriate, must impact entire peer groups during the adolescent years and
must be capable of delivery both within and separate from the home.

Particularly, in attempting to develop programs aimed at the prevention of
emotional disturbance or mental illness in children, there is a demonstrated
need to employ professional and pre-professional workers with specific
education, training and experience in child growth and development and to
implement and encourage communications, information-sharing and in-service
training between such children's specialists. Through its programs of grants,
referrals and technical assistance, the Division of Children's Services
provides a focal point for such activities.

Close to one-third of Maine's population is below the age of majority and it
is estimated that the absolute numbers of children under eighteen will remain
well over 300,000. These figures take note of the declining birth rate for
women of child-bearing years, and probably do not place enough emphasis on
the growing immigration to Maine by young families from more populous states.
In short, the welfare of over 300,000 children will remain a major factor in
the Tives of Maine citizens for the foreseeable future, demanding an
increased level of commitment to children's services on the part of public
policy makers.

3. Program Objectives:

To develop, support and evaluate efficient and coordinated programs to improve
the mental health of Maine children in the least restrictive and most appro-
priate settings possible through prevention, early intervention, family and
community support and treatment activities.

"Efficient programs" are programs that are program effective, cost effective,
accountable and capable of evaluation.

"Coordinated programs" are programs in which other state departments or
agencies are involved in the planning, funding, regulation or evaluation.

"Least restrictive and most appropriate settings" means ensuring that pre-
vention and early intervention techniques within the family and/or community
are not possible or adequate before removal from family and/or away-from-
community treatment occurs.

4. Program QOperation:

The Division of Children's Services purchases mental health services through
state-approved Purchase of Service agreements negotiated annually with public
and private service providers. Specific agreements may be solicited by

61



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Division of Children's Services

Program Contact: Edward C. Hinckley, Director

providers, may be sought by the Division on a "request for proposal" basis
or may be suggested by other state agencies that are interested in joint
fundingof aparticular programor activity. Examples of programs funded by
the Division are:

- Community Mental Health Centers

- Bancroft North (Owl's Head)

- Elan, Inc. (Poland Spring)

- Homestead Project, Inc. (E1lsworth)

- Spurwink School (Portland)

- Sweetser-Children's Home (Saco)

- Community Shelters for Children, Inc. (Augusta)

- St. Michael's Center (Bangor)

- Families United of Washington County (Machias)

- Washington County Children's Program (Machias)

- Young Women's Christian Association (Portland)

- Freeport Community Services (Freeport)

- Youth Services Planning & Development Council, Inc. (Skowhegan)

- Androscoggin Regional Treatment Center (Auburn)

- Cumberland County Day Treatment Program (Portland)

- Alternative Program (Hallowell)

- Central Aroostook Association for Retarded Citizens, Inc. (Presque Isle)

- Southern Penobscot Regional Special Education Program (01d Town)

- Alternative School for Success M.S.A.D. #56 (Searsport)

- Winthrop Public Schools-Regional Alternative Junior/Senior Intervention
Services (Winthrop)

Basic recommendations for expenditure of the year's allocation of funds are
developed each spring by the director and given final approval by the
Commissioner before the start of each state fiscal year. Approximately 95%
of the Division's allocation is committed or encumbered in July of each year;
occasional new purchase agreements are developed during the year with remain-
ing funds. A majority of agreements run from July to June, others begin in
September or October to coincide with the school year or the federal fiscal
year.

Contract performance is monitored regularly through the submission of
individual semiannual progress reports (for child-specific treatment programs)
or quarterly narrative reports (for general prevention, intervention or family
support programs). Year-end financial reports are also required and reviewed.
Periodic site visits are also conducted.

The Division of Children's Services exercises general administrative control
over the Military and Naval Children's Home in Bath, Maine. As described in
its submission, the Home provides shelter and care for children who, through
no fault of their own, Tack appropriate home environments for short periods
of time, generally due to family crisis.
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Coordination of activities, assessment of needs and establishment of
priorities is accomplished by the Director's active membership on a wide
range of interagency committees and task forces, coupled with periodic
attendance at meetings of various public and private agencies' board
meetings, staff meetings, etc.

5. Staffing:
a. General Fund:
1) Positions authorized: 2
2) Positions filled Sept. 1, 1981: 2
a) Full time: 2 b) Other positions: None
b. Other funds (including vacant positions):
1) Full time: None b) Other positions: None

c. Organization:

Director
(Children's Services
Executive)

Clerk-Typist

III
d. List of Positions:
General Federal Other
Title Fund Revenue Revenue
Children's Services Exec. 1
Clerk Typist III 1
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6. Financial Data:

a. Appropriation account #:

b. Estimated revenues:

G. F. Appropriation:
Transfers OQut
Balance Forward
Dedicated Revenue:
BaTance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total Al11 Other

Capital:
General Fund
Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G. F.:

*Approximately $117,280 was carried over to FY 82 as
addition to the total amount expended.

1340.7; 1340.1

FUNDING SOURCE

1980-1981 1981-1982
1,742,632 1,827,632
-0- (109,000)
7,400
wiff e
sif= =P=
1,750,032 1,718,632
EXPENDITURES
1980-1981 1981-1982
42,632 42,632
=dli= il
-0- e
42,632 42,632
1,586,445 1,676,000
;. allhs
il -0~
1,586,445 1,676,000
== -0-
-0- -0-
-0- -0-
~0- -0-
1,629,077* 1,718,632
-0- sl

1982-1983

1,916,882

1,916,882

1982-1983

1,874,250
-0-
il

1,874,250

1,916,882

==

encumbered contracts in
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7. Qther Programs:

The Division of Child and Family Services, Department of Human Services, has
similar objectives for emotionally handicapped children who are placed in
State custody by courts as the result of parental abuse or neglect. In an
effort to prevent such a court determination, except where absolutely
necessary, the Division of Children's Services (DMHMR) has developed a
number of jointly-funded cooperative therapeutic placement programs with

the Department of Human Services. In these the Department of Human Services
supports voluntary care of a child, and the Department of Mental Health and
Mental Retardation supports mental health treatment of the child and his
family; the mutual goal being the reunification of the family.

The Division of Special Education, Department of Educational and Cultural
Services, has complementary objectives for the special education of emotion-
ally handicapped children identified or referred by public school Pupil
Evaluation Teams. In an effort to maintain the need for long-term residential
placements away from home and out of the home community at as Tow an incidence
as possible, the Division of Children's Services (DMHMR) has developed a
number of jointly-funded cooperative day treatment programs. In these the
Department of Educational and Cultural Services supports community-based
special education services and the Division supports child-and-family
counseling and therapy services, frequently delivered within the home; the
mutual goal being improved functioning and maintenance of the family.

It is with these two agencies that the most frequent, regular (3-4 times
weekly) and intense (actual development of joint policies, regulations and
legislation) coordination and cooperation occurs.

Other public programs having related concerns and objectives involving Maine
youth with whom coordination and cooperation occurs on a frequent basis
include:

Maine Criminal Justice Planning and Assistance Agency (Executive Department)
Office of Alcohol and Drug Abuse Prevention (Department of Human Services)
Maine Youth Center (Department of Corrections)

Bureau of Mental Retardation and Bureau of Mental Health (Department of
Mental Health and Mental Retardation)

Interdepartmental Committee (Commissioners of Mental Health and Mental
Retardation, Educational and Cultural Services and Human Services)

Augusta Mental Health Institute Adolescent Unit (DMHMR)
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8. Program Effectiveness:

The effectiveness of efforts towards the objectives listed in Section 3 is
determined by progress along the T1ines of three qualifying characteristics
defined in that Section: efficiency, coordination and least restrictive/
most appropriate. In brief, this progress is as follows since the fall of
1978:

Efficiency: As the result of greater clarity in the specifications of
services to be purchased, the average cost to the Department of Mental Health
and Mental Retardation per residential treatment placement dropped from
$10,000+ to an average of $7,300 (1980-81). The funds thus made available
were used to increase the number of children who could be supported in
residential treatment placements; an increase of approximately 50 children
over the same period to a 1980-81 total of approximately 165. During the
summer of 1981, for the first time ever, a tri-departmental Request for
Proposal was developed, advertised and subsequent provider applications were
systematically processed to select a contractor for the provision of
residential treatment services to 25 emotionally handicapped children.

Purchase-of-service agreements have been standardized with respect to scope
and scheduling of both individual, programmatic and fiscal reporting. Pre-
1978 contracts requested varying information (semi-annual, annual, biennial
and even triennial reports) and information never used (monthly income and
expenditure reports). In addition, definitions of the services purchased
have been detailed to emphasize their mental health treatment character and
provisions for better communications with both referring school systems
involved and community mental health agencies have been written into the
agreements.

Coordination: As indicated in Section 7, the most frequent, regular and
intense coordination is with the Division of Child and Family Services (DHS)
and with the Division of Special Education (DECS). No regular or structured
communications existed prior to 1977; at present there are weekly "unit level"
meetings; bi-monthly division/bureau level meetings; periodic meetings of the
DMHMR, DHS and DECS Commissioners (comprising the Interdepartmental Committee),
coupled with the regular exchange of referral, placement, discharge and g
financial information and forms. The Division of Children's Services (DMHMR)
has played a lead role in maintaining this interdepartmental effort since the
fall of 1978.

Inevitably, and by intention, this cooperation and sharing at the central
office's level is being replicated on a regional basis by community mental
health centers, regional DHS offices and consortia of public school systems,
with resulting improvement in the effectiveness and scope of child and family
service delivery.
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Other specific tri-departmental products or functions developed in the past
three years include:

A consultation, pre-application, application process for new children's
services providers wishing to do business in Maine with public financial
support;

- A joint contract and contract negotiation process developed for residential
treatment centers now being expanded to group homes;

- Uniform cost accounting and rate establishment standards and the develop-
ment of uniform "Principles of Reimbursement"; and

- Joint Ticensing legislation and adaptation of interstate and inter-
departmental standards for residential child care facilities.

Least Restrictive/Most Appropriate: In 1977-78 only 10% of the Division of
Children's Services allocation was expended for other than residential
treatment. By contrast, the 1981-82 Division of Children's Services
allocation was divided as follows:

Type of Program Percent of Funds Number of Children
Residential Treatment Placements 61% 165
Other Individual Placements 4% 15
Community-Based/Family Support Grants 35% 950

9. Future Plans:

Besides continuing to move towards the objectives identified in Section 3,
the Division of Children's Services intends to:

a. Develop a management information service in conjunction with the
Division of Planning to help measure the individual effectiveness/
progress of various types of child placements.

b. Document and evaluate the results of prevention/early intervention
mental health activities in conjunction with other public and
private "prevention providers."

c. Establish a system to prioritize children's mental health needs in
relation to the presence or scarcity of resources.
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1. Authorizing Legislation or other program mandate:

a. Legal citation:

22 M.R.S.A. § § 8104 and 8105 (AN ACT to Require Interagency
Licensing of Residential Facilities and Programs for Children)

b. Other mandates:

15 M.R.S.A. Chapter 501 § 3001 et al (Juvenile Code)
22 M.R.S.A. § 3715 (Interim Children's Act)

1979, Resolves, Chapter 16 (RESOLVE, Relating to a Report on a
Single Source for Funding of and Reporting by Residential
Programs for Youth)

The roots and origins of the Interdepartmental Committee (IDC) stem from
legislative intent and from citizen expectations for efficiency in the
development and delivery of services to children and families in need.

An early effort towards similar ends is represented by the 1973 interdepart-
mental TRI-PLAN: A design for Integrated Screening and Social Service to
Children. ATthough some of its objectives were never realized in practice,
a number of strong interagency links were developed. During 1975-1977,
increasing realization of the extent and complexity of human service needs
in Maine, new state and federal initiatives in human services and increased
legislative and citizen concerns for greater efficiency of operation resulted
in the development of a number of significant documents, as follows: (1)
The Maine Human Service Council's Child Abuse and Neglect Task Force; (2)
The Children and Youth Services Planning Project; (3) the Commission to
Revise the Statutes Relating to Juveniles; and (4) the Greater Portland
United Way's Substitute Care Task Force. In large part, as the result of
these reports and various other Ad Hoc committees and task forces, several
significant children and family service legislative documents were enacted
by the 108th Maine Legislature in 1977 and 1978. These include AN ACT to
Establish the Maine Juvenile Code; the Interim Children's Services Act.

In the closing days of the first session of the 108th Legislature a mandate
was given to the Departments of Human Services and Mental Health and
Corrections to jointly develop a long-term coordinated policy for child and
family services. The departments were instructed to submit a report to the
Legislature by January 1, 1978 outlining short and long term steps that would
be taken to develop a systematic approach to meeting the needs of children and
families in the State of Maine. From the beginning of the project, it was
clear that it was necessary to include the Department of Educational and
Cultural Services as an equal partner in the process of developing the
coordinated policy mandated by the Legislature.
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Thus, in early November 1977, a group of representatives from the three
departments began meeting to address the issue of coordinating services to
children and families. This "Children's Team" worked intensively for three
months and produced the report "Coordinating Services for Children and
Families." On January 27, 1978, this report was presented to the Second
Session of the 108th Legislature.

The report outlined the combined recommendations of the three departments
pertaining to the coordination of children and family services in Maine,
and contained a series of recommendations, some of which required legisla-
tive action. One of the principal findings of the report was:

"...that a long-term coordinated policy that
would have meaningful application to a range

of services and issues could not be viewed as

an isolated product; rather the policy would

need to be developed through a sustained inter-
departmental effort involving people at the
local, regional and state Tevels from public

and private agencies as well as the legislature."

The report recommended the Commissioners "Establish an Interdepartmental
Coordinating Team composed of the Commissioners of the Departments of

Human Services, Mental Health and Corrections and Educational and Cultural
Services and key policy makers from those departments selected by the
Commissioners, to continue the planning process and coordinating activities
begun by the Interdepartmental Children's Team".

Through the already established Interdepartmental Committee process the

three departments responded specifically to a Legislative Resolve: Chapter 16,
RESOLVE, Relating to a Report on a Single Source for Funding of and Reporting
by Residential Programs for Youth. This resolve, passed in the First Regular
Session of the 109th Legislature, directed the Commissioners of the three
departments to submit a written report to the Joint Standing Committee on
Health and Institutional Services of the Legislature on establishing a single
state source for funding of and reporting by residential -programs. This
report was delivered to the members of the Joint Standing Committee on Health
and Institutional Services with a major recommendation being to continue to
address the problems which prompted the resolve within the framework of
existing interdepartmental efforts.

The three (3) departments have continued their formal coordinating relation-
ship through the adoption of a work plan to develop and implement an inter-
departmental system of residential and group care for children. The work
plan addresses departmental management issues within the areas of program
development, fiscal management and Ticensure of child caring facilities. The
work plan has provided the formal mechanism and direction of these inter-
departmental efforts.
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A major portion of the work plan led to the introduction and subsequent
passage of AN ACT to Require Interagency Licensing of Residential Facilities
and Programs for Children. The Committee on Health and Institutional
Services has requested progress reports by March 1, 1982 and January 15,
1983.

The three (3) departments are continuing to work jointly under the auspices
of a new work plan under development and by virtue of the joint mechanisms
currently in operation (i.e. joint contract development, joint rate setting,
joint program development, etc.).

2. Public Need:

The problems of children and youth are unique in that they are a dependent
segment of our population with Timited Tegal rights and require special
attention to their special needs.

Children and youth experience critical growth and development processes
which will determine their ability to become fully contributing members of
an adult world. During this crucial period they must rely on their families
and public policy makers to provide their basic health, economic, social and
educational needs.

Over the past decade as the problems and needs of families and children in
Maine have grown increasingly complex, so has government's response to these
problems and needs become increasingly complex. Within state government, at
least three major departments (Department of Educational and Cultural Services,
Department of Human Services and Department of Mental Health and Corrections)
have responsibilities for Maine's children and families in the areas of
education and special education, health, income maintenance, safety and pro-
tection, nutrition, and until recently, justice and corrections.

The three (3) state departments Tisted above all have significant responsi-
bility for and impact on the lives of Maine children and families at risk--
those who Tlack the basic necessities of 1ife such as food, shelter and safety,
those who are mentally, physically or emotionally handicapped and who there-
fore require special education and supportive assistance, and those who, as
the result of such deprivation and handicaps, require residential care and
treatment. Yet, for many years, these three state departments have cooperated
mainly on an informal basis and principally at the local operation levels.

In Maine, as in the rest of the nation, we have entered a period which is
characterized by limited resources and no new major programs or services

for children and families. Therefore, existing structures and mechanisms,
acting through formalized interdepartmental coordination mechanisms, hold the
key to successfully addressing the complex problems facing children and
families in need.
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The Interdepartmental Committee has been small in relation to the overall
responsibilities of the three (3) departments. However, the effort has
been very significant in assuring coordination in the area of services
provided to emotionally handicapped children.

The efforts of the Interdepartmental Committee have impacted primarily upon
the system of services provided to a maximum of 225 emotionally handicapped
children in residential placement requiring the expenditure of $5 million
dollars in state controlled funds. The efforts of the Committee have peri-
pherally impacted upon another 200 children in group placements at an
expenditure level of approximately $3 million dollars (See Table V).

3. Program Objectives:

The Interdepartmental Committee approved a work plan in November 1979 to
carefully implement coordinated key components and establish joint mechanisms
in order to develop and implement a joint system of residential and group
care for emotionally handicapped children.

Specific Program Objectives were as follows:

Objective #1: Assess need for and use of various kinds of residential and
group care for children.

Tasks intended to accomplish this objective included completing a needs
assessment, developing a system of reviewing placements and developing a
system of reviewing preapplications for new agencies and applications for
funding from both new and existing agencies.

Objective #2: Establish a method of developing kinds of resources and
facilities to meet determined needs.

Tasks here included developing a preapplication process and package for new
agencies, a single contract format applicable to all residential agencies,
methods and criteria for reviewing both preapplications and applications,
criteria and method for decision-making and a timetable for 1linking with
the Licensing Unit.

Objective #3: Develop method of cost determination and rate setting for
residential facilities and group care.

Toward this end, tasks focused on the development of coordinated "Principles
of Reimbursement", adaptation/revision/implementation of the Cost Accounting
Rate Establishment System (CARES), division of cost responsibilities and
collection of cost data from residential facilities.
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Objective #4: Develop a system for tri-departmental licensure.

Objective #5: Develop method of establishing payment and cash flow and
Executive/Legislative Budget Development.

Objective #6: Develop joint or complementary department placement policies.

4. Program Operation:

In 1979 the IDC was comprised of three Commissioners, the Residential and
Group Care Committee and six Ad Hoc task groups (Table I). As a task group
completed its assignment, it disbanded. By July 1980, only 4 task groups
remained (Table II). The Residential Placement Review Committee subsequently
disbanded in January 1981.

Table III represents the IDC's operational structure as it now exists. The
Interdepartmental Negotiation Team, the working committee that evolved out
of the Residential Placement Review Committeee, deals primarily with the
issues of joint contract development, consultation to persons or agencies
interested in the development of new or expanded services for emotionally
handicapped children and Tegislation affecting the three departments in the
area of residential care. The Interdepartmental Fiscal Team has focused its
attention on developing recommendations to streamline and strengthen the
current financial management system relating to residential care. Following
the enactment of P.L. 260, AN ACT to Require Interagency Licensing of
Residential Facilities and Programs for Children, the Joint Licensing Task
Force has concentrated on developing a comprehensive set of regulations to
be used in the joint licensing process. These regulations are being adapted
for Maine's use from the Guidebook on Residential Child Care, developed by
the Interstate Consortium on Child Care.

Recommendations from these three task groups are forwarded to the Residential
and Group Care Committee, the steering committee of the IDC. Recommendations
from the RGCC are then forwarded to the Interdepartmental Committee, comprised
of the three Commissioners for final approval prior to implementation.

Table IV lists those interdepartmental respresentatives most actively involved
in this process.

5. 3Staffing:

a. General Fund:
1) Positions authorized: 3*

*Since the termination of federal grant funds in April 1981, the Departments
of Mental Health and Mental Retardation, Human Services and Educational and
Cultural Services have each assumed the responsibility of continued funding

for one of the three staff positions. However, the Department of Human Services
position is currently in process.
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2) Positions filled September 1, 1981:
a) Full time: 2 b) Other positions: None
b. Other funds (including vacant positions):
1) Full time: O 2) Other positions: None

c. Organization:

Human Services

Manager II
Planning & Research Human Services
Associate II Manager I1
d. List of positions:
General Federal Other

Title Fund Revenue Revenue
Human Services Manager II 1 (DECS)
Human Services Manager II 1 (vacant)
Planning & Research Assoc. II 1 (DMHMR)

NOTE: The original interdepartmental coordination project was funded through
the Federal Office of Juvenile Justice. Since the termination of federal
grant funds in April 1981, the Departments of Mental Health and Mental
Retardation, Human Services and Educational and Cultural Services have each
assumed the responsibility of continued funding for one of the three staff
positions. However, the Department of Human Services' position is currently
in process.
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6. Financial Data:

a. Appropriation account #:

b. Estimated Revenues:

G. F. Appropriation:

Federal Funds Available:

Dedicated Revenue:

Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A1l Other

Capital:
General Fund

Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G.F.:

1980-1981

20,056
21,016

1980-1981

20,056
21,016
<)

41,072
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FUNDING SOURCES

1981-1982

20,056
30,227

EXPENDITURES

1981-1982

20,056
30,227
i

50,283

1340.1 (DMHMR); 3230.4 (DECS); 3322.1 (DHS)

1982-1983

20,056
21,016

1982-1983

20,056
21,016
==

41,072
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7. OQther Programs:

The major goal of the Interdepartmental Committee effort is to provide a
framework and mechanism to enhance coordination among departments in the
area of services for school aged emotionally handicapped children. Other
committees/projects have similar mandates in other areas of coordination.

The Preschool Handicapped Children's Act mandates the establishment of an
interdepartmental coordinating committee, representing the Departments of
Educational and Cultural Services, Mental Health and Mental Retardation

and Human Services and as such oversees the locally administered programs

for screening, case management and purchased direct services for the pre-
school handicapped population. Although similar in its coordinating function
to the IDC, the Preschool Handicapped Committee differs significantly in

the broad population served and by virtue of its direct involvement with
children and families.

The Developmental Disabilities Council is charged with the responsibility
of advocating for a network of services for developmentally disabled
persons. The Council's goal is to change state policy by advocating for
systems change and to provide some seed funds for service gaps.

The Community Support Systems Project focuses on the needs of chronically
mentally i1l persons living in the community. Its function, T1ike the DD
Council, is to advocate for systems change to ameliorate the needs of
chronically mentally il11 persons.

By contrast with these two groups, the IDC as a management tool works to

implement systems change identified by the three Commissioners for a much
smaller and more closely defined population, i.e. emotionally handicapped
school aged children in need of residential services.

8. Program Effectiveness:

As illustrated in Tables I, II and III the work of the Interdepartmental
Committee has been done by a series of interlocking task groups working on
specific tasks of a work plan. As soon as the tasks have been completed the
task group disbands. From January 1, 1979 to April 30, 1981 a total of 255
formal interdepartmental meetings were held addressing the specific tasks of
the work plan. Since April, the level of commitment and time has remained
the same.
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The following summarizes our progress on the various objectives outlined
earlier:

The Residential Placement and Review Committee (RPRC) published a final
report in January 1981 that described its success (and failure) in
addressing Objective #1: Assess need for and use of various kinds of
residential and group care for children. Within the context of describing
programmatic and procedural resources, identifying gaps in programs and
procedures, reviewing existing placements and developing a coordinated and
systematic process of responding to proposals, the RPRC report focused on
Maine's six residential treatment centers and other residential facilities
located in one specific geographic region, namely, DHS Region III (Kennebec,
Somerset, Sagadahoc, Lincoln, Knox and Waldo Counties). Those areas not
addressed by the Committee were subsequently redefined and became the basis
for Goal #1 under the 1981-82 draft work plan: Develop and implement an
on-going program management system for the residential and group care system
for emotionally handicapped children (See Future Plans).

Through development of a four-step single contract process, the IDC has
established "a method of developing kinds of resources and facilities to

meet determined needs." (Objective #2). The process begins with a Consul-
tation step, designed to provide technical assistance to persons seeking to
establish new residential facilities and progresses, if the person or agency
is successful, through Preapplication and Application steps, culminating in

a joint contract with the three departments for purchase of services. The
Consultation, Preapplication and Application steps have been operational since
July 1980. Difficulties in developing a joint contract document that could be
approved by attorney generals in each of the three departments have delayed
the implementation of the contract process.

Interdepartmental efforts since 1979 have focused on fiscal issues and the
development of a state financing network. Consequently, with the execution
of contracts for the 1981-82 contract year, Objectives 3 and 5 will have

been completed in their entirety. The Single Source Funding Report presented
to the Leigslature in January 1980 included a list of funding sources avail-
able to residential programs from any agency, a description of terms under
which funds are made available to the state and subsequently to residential
programs, an estimate of amount of funds expected to be available for the
programs in the state for the current and next state fiscal year, a description
of the cycles by which funds are made available, including an indication by
month of deadlines for applying for funds, the awards of funds and the fiscal
year for obligations and expenditures.

The development of a system for tri-departmental licensure (Objective #4) was
delayed until June 1980 because of problems in obtaining approval of a staff
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position. Nonetheless, legislation was submitted to (and subsequently
enacted by) the 110th Legislature to establish a tri-departmental

licensing process. An initial draft of the "Rules for the Licensure of
Residential Child Care Facilities," based upon a comprehensive set of
lTicensing requirements developed by the Interstate Consortium on Residential
Child Care, was completed in January 1981. Regional meetings and field
tests were conducted in March 1981 and, based upon their results and input
from provider agencies, the regulations are being revised for finalization
through the Administrative Procedures Act.

Finally, Objective #6: Develop joint or complementary department place-

ment policies was addressed by the IDC's Policy Development Task Group.

Its product, a "Policy for Residential Placement of Children" was incorporated
into the Department of Human Services Child and Family Services Manual, and
has been operational since November 1980. Although a complementary policy

was not developed subsequently for the Department of Mental Health and
Corrections or rules updated for the Division of Special Education, the
Department of Educational and Cultural Services, both departments adhere

to the procedures incorporated into the DHS policy.

9. Future Plans:

It is anticipated that the Departments of Mental Health and Mental Retarda-
tion, Human Services and Educational and Cultural Services will continue

their coordination efforts in the implementation of the joint administrative
mechanisms of the residential and group care system in the specific areas of
program review, program development, fiscal management, rate setting, contract
development and Ticensing.

Expansion into other major areas of coordination between the departments may
become necessary as cross-cutting problem areas between the departments
demand interdepartmental attention and resolution.

A draft work plan for the 1981-82 contract year is currently being reviewed
by interdepartmental representatives. Specific program goals are as follows:

Goal #1: Develop and implement an ongoing program management system for
the residential and group care system for emotionally handicapped
children.

Identification of programmatic needs, continued coordination of program
development, refinement/monitoring of the contract process, continued evalua-
tion of existing services, development of regional linkages and an overall
service area plan for group homes and emergency shelters constitute the major
task assignments in this area.
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Goal #2: Refine and establish an ongoing fiscal management system for
the residential and group care system for emotionally handi-
capped children.

Specific tasks intended to accomplish this objective include the identifica-
tion of a state fiscal plan, Residential Treatment Center Rate Setting,
annual contract development, monitoring and audit of the fiscal system and
overall refinement of the current system for Administrative Procedure Act
promulgation.

Goal #3: Develop and implement a joint licensing process for residential
and group care programs for children which are licensable by
two or more departments.

Besides monitoring the impact of the joint licensing legislation, tasks
here will focus on the finalization of the licensing regulations, develop-
ment of an interdepartmental licensing process and technical assistance
manuals forboth provider agencies and licensing personnel. In addition,
progress reports will be presented to the Joint Standing Committee on
Health and Institutional Services on March 1, 1982 and January 15, 1983.
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TABLE I

STATE OF MAINE, Departments of
Human Services
Mental Health & Mental Retardation
Educational and Cultural Services

(1DpC)
Interdepartmental
Committee

Residential and Group

(R&GCC)

Care Committee

l

|

(SSF)
Single Source
Funding
Task Group

(CARES)
Cost Accounting
Rate Establishment
System Task Group

Program
Development
Task Group

Policy
Development
Task Group

(RPRC)
Residential
PTacement Review

Task Group

IDC:

(JLTF)
Joint Licensing
Task Force

Interdepartmental Committee comprised of the Commissioners of the Departments

of Human Services, Mental Health and Mental Retardation and Educational and

Cultural

R&GCC:

Services.

group and other interdepartmental representatives.

SSF:

Residential and Group Care Committee comprised of Chairperson of each task

Single Source Funding Task Group comprised of interdepartmental representa-

tives, local school district representatives and two provider agency repre-

sentative

CARES:

S

Cost Accounting Rate Establishment System Task Group comprised of inter-

departmental program and fiscal representatives, local school district
representatives and two provider agency representatives.

Program Development Task Group:

Comprised of interdepartmental representatives and
one provider agency representative.
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TABLE I (continued)

Policy Development Task Group: Comprised of interdepartmental representatives.

RPRC: Residential Placement Review Committee comprised of interdepartmental
representatives, one local school district representative and one
provider agency representative.

JLTF: Joint Licensing Task Force comprised of interdepartmental Ticensing
representatives and two provider agency representatives.
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TABLE II STATE OF MAINE, Departments of
Human Services
Mental Health & Mental Retardation
Educational and Cultural Services

(IDC)
Interdepartmental
Committee

+

(R&GCC)
Residential and
Group Care Committee

IDC:

R&GCC:

IVT:

INT:

JLTF:

RPRC:

[ [ | |
(IVT) (INT) (JLTF) (RPRC)
Interdepartmental Interdepartmental Joint Licensing Residential
Verification Team Negotiation Team Task Force Placement
- Review
Committee

Interdepartmental Committee comprised of the Commissioners of the Departments
of Human Services, Mental Health and Mental Retardation and Educational and
Cultural Services.

Residential and Group Care Committee comprised of Chairperson of each task
group and other interdepartmental representatives.

Interdepartmental Verification Team comprised of interdepartmental fiscal
representatives.

Interdepartmental Negotiation Team comprised of interdepartmental program/
placement representatives.

Joint Licensing Task Force comprised of interdepartmental Tlicensing repre-
sentatives and two provider agency representatives.

Residential Placement Review Committee comprised of interdepartmental

representatives, one local school district representative and one provider
agency representative.
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TABLE III

STATE OF MAINE, Departments of

Human Services
Mental Health and Mental Retardation
Educational and Cultural Services

(IDC)
Interdepartmental
Committee
_____ Interdepartmental
Committee Staff
(R&GCC)

Residential and Group
Care Committee

|
e i i et e e e Sl o 71
! | | 1
(INT) (JLTF)
Interdepartmental Interdepartmental Fiscal Joint Licensing
Negotiation Team Team Task Force

IDC: Interdepartmental Committee comprised of the Commissioners of the Departments
of Human Services, Mental Health and Mental Retardation and Educational and
Cultural Services.

R&GCC: Residential and Group Care Committee comprised of Chairperson of each task
group and other interdepartmental representatives.

INT: Interdepartmental Negotiation Team comprised of interdepartmental program.
placement representatives.

JLTF: Joint Licensing Task Force comprised of interdepartmental Ticensing repre-
sentatives and two provider agency representatives.

Interdepartmental Fiscal Team: Comprised of interdepartmental fiscal representatives.
IDC Staff: Interdepartmental Committee Staff is comprised of a staff director and

two staff assistants.

— — — Staff provide support services to all the interdepartmental committees as
indicated by the dotted 1ine.
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TABLE IV

Individuals most actively involved from the three departments

in the Interdepartmental Committee Effort

Department of Mental Health
and Mental Retardation

Department of Human Services

Department of Educational

& Cultural Services

Kevin W. Concannon,
Commissioner

Ronald R. Martel, Associate
Commissioner, Admin.

Edward C. Hinckley,
Director, Division of
Children's Services

Frank Schiller, Director
Planning Division

Sue Bumpus, IDC Staff

Michael Petit, Commissioner

Robert McKeagney, Deputy
Commissioner

John Wakefield, Deputy
Commissioner

Peter Walsh, Director, Bureau
of Social Services

Freda Plumley, Director,
Division of Child & Family
Services

Edgar Merrill, Consultant

Mildred Hart, Licensing
(Artha Freebury), IDC Staff

John Bouchard, Manager,
Audit Division

Harold Raynolds,
Commissioner

David Stockford, Director
Bureau of Special
Education

Greg Scott, Consultant
Division of Special
Education

Nancy Merrick, Accountant
Division of Special
Education

Nancy Warburton, IDC
Consultant, Executive
Director

Assistance has also been received on an as needed basis from the Assistant Attorney
General representing the three departments, the Department of Human Services Audit
Division and the Bureau of Social Services Evaluation Unit.
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TABLE V

Residential Treatment Centers
State Financing Network (10/1/80-9/30/81)
State and LEA-Funding Commitments Per Rate Level

Residential DHS

Treatment Bd/Care DECS DMHMR LEA LEA

Center Treatment  Tuition Treatment Tuition Bd/Care TOTAL
Bancroft $ 134,830 $ 65,250 $156,024 $169,650 $140,602 $ 666,356
FAC 225,872 206,226 163,332 271,350 145,756 1,012,536
Homestead 242,835 113,055 88,770 82,907 89,309 616,876
Spurwink 107,847 74,025 138,204 139,825 125,422 585,323
Sweetser 412,944 131,552 255,969 287,770 572,789 1,661,024
St. Michael's 95,963 -0- 95,832 QO- 68,676 260,471
Sub-Total 1,220,291 590,108 898,131 951,502 1,142,554 4,802,586
Elan 183,730 41,470 79,740 28,710 48,150 381,800
Total 1,404,021 631,578 977,871 980,212 1,190,704 5,184,386

*DMHMR responsible for $47,500 Title XIX seed.
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1. Authorizing Legislation and other program mandate:

a. Legal Citation:
34 M.R.S.A. § 2951, 2953
b. Other mandates:
None
2. Public Need:

This program provides a home and care for children who lack appropriate
alternative shelter and care, or may be subject to potential or actual
neglect, or may, because of a family crisis, be in need of temporary care
and shelter. The program provides this service on a state-wide basis and
is designed to give preference to children of Maine veterans. A unique
feature of the program is the provision of both long term and temporary
care and shelter to sibling groups in an effort to keep the family intact
during periods of crisis.

The public need is indicated by the sixty-six (66) children referred to
the Home for acceptance during the past year. Seventy-five families in
15 of the state's 16 counties contacted the Home in regard to the place-
ment of their children.

3. Program Objectives:

The primary objective is to provide a home-like atmosphere with all of the
attendant attributes of 1iving and participating in community 1ife to
children in need of temporary care and shelter. The program is designed
to meet the following additional objectives:

a. To provide this service particularly to dependents of naval and
military personnel and veterans;

b. To avoid the State being required to take custody of children
because of a temporary condition or upheaval in the family caused
by abuse, neglect, financial catastrophe, parental desertion and
the stress that normally accompanies such a condition;

c. To provide temporary care and shelter to those who meet the
eligibility requirements and the standards set for admittance to
the home;

d. To re-unite families as soon as it is feasible to reestablish a
suitable home Tife;
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B

e. To keep family groups together by accepting sibling groups whenever
possible;

f. To involve the children in community activities that are conducive to
normal home Tife;

g. To develop release plans that are suitable to each child's needs; and

h. To provide an alternative to long-term placement for those children
who are unable to return to their natural home.

Program QOperation:

The program receives referrals for admittance to the Home from a wide variety
of sources: the Department of Human Services, school social workers, juvenile
intake officers, ministers and parents seeking voluntary placement of children.
A11 referrals are received by the Superintendent of the Home and reviewed in
consultation with the Division of Children's Services, Department of Mental
Health and Mental Retardation, or such agencies or parents as may be involved
in the placement. The admission procedure also requires the completion of an
application, a record of the child's history and behavior and a medical exam-
ination form. If the child is accepted, an Advice of Admissions form is
completed and forwarded to the Department of Mental Health and Mental Retarda-
tion's Division of Reimbursement.

The child remains at the Home until the situation that necessitated placement
is resolved or the family indicates that they want the child or children
returned home or to an acceptable alternative placement with another family
member. Notwithstanding any prior arrangements, children are released from
the Home when they reach their majority. Assistance, counseling and appro-

priate referrals are offered to children who Teave to establish their own
residence.

Staffing:
a. General Fund:
1) Positions authorized: 16
2) Positions filled September 1, 1981: 16
a) Full time: 13 b) Other positions: 3
b. Other funds (including vacant positions):

1) Full time: None b) Other positions: None
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c. Organization:

Superintendent

Secretary (CT II)

Cook I ]

Intermittent Cook 11

Houseparent
Supervisor

Houseparent I Building
Intefgjttent Custodian

Laundry
Worker II

Food Service

Houseparent I

Workers (2) (5)
d. List of positions:
General

Title Fund
Superintendent 1
Houseparent Supervisor 1
Houseparent I 5
Cook II 1
Food Service Worker 2
Building Custodian 1
Laundry Worker I1I 1
Clerk Typist II 1
Intermittent Positions:*
Cook I 1
Houseparent II 2

Federal Other

Revenue Revenue

*Intermittent positions are used as vacation and sick relief personnel.
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6. Updated Financial Data:

a. Appropriation account #:

b. Estimated revenues:

G. F. Appropriation:
Transfers In

Dedicated Revenue:
Balance July 1
Revenue
Total Funds Available

Personal Services:
General Fund
Federal
Dedicated Account
Total Personal Services

A11 Other:
General Fund
Federal
Dedicated Account
Total A1l Other

Capital:
General Fund

Federal
Dedicated Account
Total Capital

TOTAL FUNDS EXPENDED

Undedicated Revenue to G. F.:

1345.1

1980-1981

178,146
25,988

<=
(=
204,134

1980-1981

184,068
-0-
-0-

184,068

202,930

-0-
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FUNDING SOURCES

1981-1982

216,462
-0-

<
=
216,462

EXPENDITURES

1981-1982

191,832
il
-

191,832

18,630

216,462

-0-

1982-1983

220,314
-0-

s
i)
220,314

1982-1983

197,007
-0-
-0-

197,007

213807
-0-
-0-

21,307

2,000
-0-
i)
2,000

220,314

-0-
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7. OQther Programs:

There are numerous group homes, specialized treatment centers and foster
homes available to children in need of care and shelter. The objectives
of these homes are similar; however, this program differs from the broad
range of homes available to children in that:

a. It avoids the State assuming official custody of the children;

b. It provides care and shelter to sibling groups;

c. It only accepts voluntary placements;

d. It is a preventive program that tends to reduce child abuse or neglect
before it becomes serious;

e. It reunites families without the intervention of courts or state
agencies; and

f. The Home is not equipped with personnel to treat or care for emotionally
disturbed children.

8. Program Effectiveness:-

The program provided services to twenty-one (21) families during the past
year with nine (9) of those families qualifying as veterans. The program
provided temporary care and shelter to fifty-six (56) children during the
past year and rejected ten (10) children as not acceptable under the
program's standards.

The children accepted were the victims of family crisis or neglect and
acceptance into the Home prevented further neglect and alleviated the stress
that accompanies such family crises. The state was not required to officially
take custody of the fifty-six (56) children during the year.

The facility provides a home-1ike atmosphere for these children through its
use of the Bath public schools and the services provided by the local YMCA,
Day Camp, Boy and Girl Scout troops, churches and entertainment facilities

in the city. In addition, special services were received from Hyde School

and Bowdoin College's Big Brother and tutoring programs and the local CETA
organization's part time jobs program.

Ten (10) sibling groups of children received care and shelter from the Home
thus maintaining forty-two (42) children as family groups.
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During the past three years, fifty (50) out of fifty-nine (59) children who
were released returned to their families under improved circumstances.
Veterans' children accounted for twenty (20) of the fifty-six (56) children
accepted during the past year thus continuing the founders' original intent
in establishing the home. The thirty-six (36) non-veterans' children reflect
the changing make-up of society; however, their acceptance was consistent
with the public need for this program.

9. Future Plans:

During the next several years the department plans to modify the objectives
of the program to include:

a. Expansion of the social services aspect of the program through the
addition of a social worker to work with parents in an increased
effort to reunite families under the most favorable conditions and
in the shortest possible separation time;

b. Improvement of the physical plant to achieve fuel economy, meet fire
and building codes and modernize equipment as needed;

c. Increased involvement with interested community agencies and activities
to broaden the social contacts of the children and increase the
effectiveness of the effort to reunite families; and

d. Examine theentrance criteria in relation to the Home's responsibility
to the public, staff capabilities and the objectives of the program to
determine if additional children with particular problems may be
served by the program.

90



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

1. Authorizing legislation or other program mandate:

a. Legal citation:

34 M.R.S.A. § 1 Department of Mental Health and Corrections (Mental
Retardation), Administration, Personnel

b. Other mandates:

34 M.R.S.A. 8 1-C, Access to and Transfer of Information

34 M.R.S. § 2, General Powers

34 § 6, Improper Conduct of Officersof Institutions

34 § 7, Rules and Regulations

34 8§ 7-A, Administration of Medication

34 8 8, Institutional Officers may Sue for State

= =2 =2 =2 = =
vl
(Ve]

34 9, Funds of Deceased Patients and Inmates

34 M.R.S.A. §8 11, Posting of Political Material in Institutions

12, Agreements with Community Agencies

2511, et. seq.,Support at State Institutions

34 M.R.S.

o]
(%2]

e e T — s — T = T = . =
wn

§
8
§ 2561, et. seq., Interstate Compact on Mental Health
g

22 M.R.S.A. 8 7904, Fire Safety Inspections

5 M.R.S.A. 88 781, 782, Code of Fair Practices and Affirmative Actijon

15 M.R.S.A. 8 2301, et. seq., Interstate Compact on Mentally Disordered

Offenders

42 U.S.C. § 1395, et. seq., Social Security Act (Including Title XVIII
Medicare, Title XIX Medicaid and Title XX
Grants for Services)

Wuori, etal. v Concannon, etal., No. 75-80 P (D. Maine, 1978)

P.L. 97-35, Omnibus Budget Reconciliation Act of 1981, 95 Stat. 357
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b. Other mandates (continued):

42 U.S.C. & 6001 et. seq., Developmental Disab11itfes Assistance

P.L. 94-63, 42 U.S.C. 8 2689, et. seq., Community Mental Health Centers
Act

2. Public Need:

The department's administration responds to a public need by providing
general supervision of the grounds, buildings, employees and clients of the
Augusta Mental Health Institute, Bangor Mental Health Institute, Pineland
Center, Elizabeth Levinson Center, Aroostook Residential Center and the
Military and Naval Children's Home. The department, through a total staff
count of approximately 2,200 employees has a responsibility for an average
daily population of approximately 1,000 residents in its facilities. In
addition, the central administration provides assistance to approximately
one hundred community agencies that receive grants or contracts totalling
approximately ten million dollars annually.

The department provides management and control of services, research,
planning and fiscal programs within the bureaus and institutions of the
department. It also sets policy and directs procedures to ensure compliance
with all Taws, codes, regulations and court decisions that concern the
operation of its several institutions and the care and treatment provided

to its clients.

This program meets the public need by administering public funds and federal
grants to assure, through contracts and awards to private and quasi public
institutions and agencies, that appropriate statewide services are provided
to those who are handicapped as a result of mental illness, mental retarda-
tion or developmental disabilities, including children who often must
utilize these services because of a multiplicity of handicaps. The public
need is indicated by the 51,000 clients who utilize the services of the
department through its institutions, contracted community agencies, resi-
dential treatment centers, sheltered workshops, foster care and specialized
treatment centers/schools. The department's response to changing federal
and state regulations and court ordered services influences the development
and administration of these services to mental health and mental retardation
clients. The department is often the last resort in cases where individual
needs are not sufficiently addressed by community agencies, or where courts
are mandating certain services.

Throughout the state there are numerous agencies whose purpose, goals and
objectives are adjunct to the department's objectives. These agencies work

in cooperation with the various programs operating within the department and
are a vital and necessary part of the system of care and treatment the depart-
ment offers to the many citizens of the state who are in need of these
services. The administration contracts with or awards grants to those programs
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it determines can offer a significant contribution to the department's
obligations to those persons, both adult and juvenile, who are adversely
affected by mental illness, mental retardation, developmental disabilities
and attendant medical problems.

3. Program Objectives:

s

To establish a statewide system of services designed to meet the needs
of community clients and institutional residents and delivered to
ensure a consistent level of care and concern;

To establish and maintain standards to assure compliance with state
and federal regulations in the department's institutions and community
programs, including accreditation standards where applicable;

To ensure the protection of the civil rights of its clients through
management practices that are consistent with applicable Taws and an
advocacy service that is available to all clients;

To provide services to state courts by housing and evaluating those
individuals, both adult and juvenile, whom the court deems to be in
need of such services;

To ensure that all institutions and programs meet fire codes and
safety regulations as established by state and federal authorities;

To promote a program of volunteers within the department's institutions
and agencies that will enhance the services offered and increase
citizen awareness of the problems of the department's clients and the
participation of community representatives in all phases of the depart-
ment's programs;

To promote public awareness of the department's programs, policies and
services through an active public relations effort and to keep all
interested persons informed of the events of significance that occur
within the department's institutions and agencies;

To provide financial and consultation assistance to local mental health
and mental retardation programs that provide a necessary service to the
department's clients or families;

To ensure maximum cost effectiveness of all financial recources through
a departmental monitoring system;

To maximize federal revenues and other third-party revenues to the
state's general fund through the various services provided at the
department's major institutions;
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k. To monitor and evaluate programs within the department and its contracted
agencies, including financial audits of community programs;

1. To utilize federal funds appropriately and for designated purposes
through application review and an effective reporting system;

m. To provide maximum opportunity for staff development, education and
training to ensure a professional approach to care and treatment of
clients;

n. To assure that recruitment, retention, training and utilization of
personnel results in the distribution of sufficiently qualified staff
to meet the needs of the department;

0. To assure compliance with state and federal laws and regulations on
equal employment opportunity and affirmative action through review and
evaluation of the department's personnel practices, staff training and
ongoing implementation of affirmative action programs;

p. To assure that private and quasi-public agencies funded through the
department are in compliance with applicable state and federal equal
employment opportunity lTaws and regulations through on-site monitoring
systems and the provision of training and technical assistance; and

g. To assure compliance with the collective bargaining agreements negotiated
between the state and the Tabor unions as they affect the department's
employees.

4. Program Operation:

The central administration of the department under the direction of the
Commissioner's O0ffice is comprised of a Chief Advocate, an Affirmative Action
Officer, an Associate Commissioner for Programs, an Associate Commissioner for
Administration, a Bureau Director of Mental Health and a Bureau Director of
Mental Retardation. Each of these individuals report directly to the
Commissioner and are responsible for the department's major operating divisions.

The Chief Advocate of the department is responsible for assisting clients who
may be mentally or physically disabled or housed involuntarily for treatment
by assuring that any actions affecting the Tives of these individuals are
taken in accordance with federal and state laws and regulations, and depart-
mental, bureau and institutional policies and procedures. Specific program
operations are contained in the Office of Advocacy's program justification
report.

The Affirmative Action Officer coordinates affirmative action and equal
employment efforts for the department through a system of monitoring and
reporting established for the institutions. The primary responsibility of



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Mental Health and Mental Retardation

Program Contact: Kevin W. Concannon, Commissioner

this position is the assurance of the department's compliance with state
and federal laws and regulations regarding the provision of equal employ-
ment opportunity and results-oriented affirmative action programs. The
following operational functions of the Affirmative Action Officer enable
the fulfillment of this responsibility:

a. Annual preparation of a written affirmative action plan approved
by appropriate government agencies;

b. Maintenance of an internal grievance procedure for the investigation
and determination of discrimination complaints filed by employees
and applicants;

c. Review of hiring and promotion criteria and procedures; monitoring
employment interviews and reviewing personnel actions for potential
problems areas;

d. Provision of training for departmental personnel, particularly
supervisory staff, in related areas (e.g. EEQ law, Interview Techniques,
Sexual Harassment, Sensitivity to Problems of the Disabled Applicant/
Employee);

e. Provision of career counseling for departmental employees; and

f. Provision of technical assistance to private and quasi-public agencies
receiving state/federal funds from the department through staff train-
ing and review and evaluation of affirmative action plans/personnel
practices for compliance.

The Affirmative Action Officer visits the institutions regularly to meet
with employees at all levels in order to identify potential problem areas
and initiate early remedial action as necessary.

Within the central administration, the Associate Commissioner for Programs,
as head of the Division of Program Services, provides supervision, leader-
\ 4}9 ship, direction and support to the following components: Division of
L & Planning, Staff Development Office, Office of Information and Public Affairs,
\Y 1 Developmental Disabilities Council Coordinator and Division of Children's
’daxﬂyw°\> Services. In addition, this person works very closely with the bureau
’} x _~~ directors in coordinating and assisting in the development of new programs
.and in evaluating existing programs? More specifically, the Associate
Commissioner for Programs has the following functions:

a. Assisting the bureaus to identify and respond to the needs of the
mentally i11 and mentally retarded, their families and the general
public;
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Assisting the bureaus in assuring the adequacy, availabjlity and
effectiveness of their programs;

Assisting the bureaus in identifying revenues and resources for the
development of appropriate programs; and

Assisting the bureaus in coordination of programs and providing a
focal point for collaboration with other agencies, providers and
resources.

Division of Planning and the Division of Children's Services, including
tary and Naval Children's Home and the Interdepartmental Coordinating

Committee, are fully detailed in separate justification reports. The
Developmental Disabilities Council is charged with submitting its own
justification report in accordance with the Sunset Review Law.

The

d.

The
Publ

a.

b.

0ffice of Information and Public Affairs has three major responsibilities:
To inform the general public of programs and services provided by the
department and to provide information in an effort to eliminate the
harmful stereotypes which have prohibited mentally i11 and mentally
retarded individuals from community participation;

To assure that the department is attuned to public needs and attitudes
in order to respond appropriately; and

To coordinate the most comprehensive volunteer effort in state govern-
ment in order to enhance services to clients through increased community
awareness and participation.

following functions of the Director of the Office of Information and
ic Affairs illustrate ways in which this responsibility is fulfilled:

Prepares news releases concerning events within the department;
Maintains daily contact with the news media;

Prepares educational brochures regarding departmental services for
public distribution;

Prepares a daily news summary for departmental officials:
Functions as legislative Tiaison;

Consults and advises the Volunteer Services Coordinators from the
institutions; and
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cial

Organizes honors recognition ceremonies for volunteers from the
various programs who have made outstanding contributions to the
volunteer effort.

Staff Development Office, within the Division of Program Services:

Coordinates and develops training opportunities for departmental
administration and community personnel based on an assessment of
training needs;

Consults with institutional staff development officers on a regular
basis to formulate department-wide training programs; and

Arranges participation at regionally and nationally sponsored seminars
for appropriate staff.

Associate Commissioner for Administration, as head of the Division of
nistrative Services, is responsible for all of the department's finan-
affairs, including budget preparation and administration, transfers of

funds, audits of community agencies, authorization of expenditures, reim-
bursement for certain institutiomal services, and other related matters.
In addition, this position has the ultimate responsibility for the depart-
ment's personnel matters such as personnel action requests, the establish-
ment of in-house policies and procedures, monitoring adherance to state
mandated rules and regulations and assuring union contract compliance and
resolution of disputes arising from contract interpretation.

d.

Financial Services - Administration of budgets and the management of
central office accounts, i.e. food, fuel, unemployment compensation,
institutional capital improvements.

1) prepares and reviews budget requests (approximately $53,000,000 for
FY 82), allotment requests, financial orders and advises the
Commissioner and other management staff in financial matters.

2) coordinates a standardized method of accounting with institutional
business managers and maintains community services accounts as well
as a departmental operations account.

3) assures the preparation of federal reports in compliance with
grant awards utilizing established cost allocation methods.

4) audits community mental health and mental retardation agencies to
assure compliance with contracts/grants (an expansion of this
activity will take place as a result of a shift to federal block
grant funding).
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5) maintains close contact with Medicare, Medicaid and other third-
party payors for institutional services. Within program limits,
the maximization of reimbursement for such services to the state's
general fund is promoted by the Reimbursement Division.

6) acts as liaison between the department and State Department of
Finance and Administration in all financial matters.

b. Personnel Services - Administration of community and central office
personnel and the coordination of institutional personnel policies
through institutional personnel officers.

1) acts as the department's representative in matters relating to
collective bargaining and employee relations through the Director
of the Division of Personnel.

2) provides liaison between the department and the State Department
of Personnel relative to the selection of employees and the
maintenance of established standards.

3) maintains Teave records and processes payrolls, performance
appraisals, merit increases and other relevant actions for
non-institutional personnel.

4) promulgates and monitors departmental policies and procedures to
assure compliance with state regulations and collective bargaining
agreements while enhancing the ability to deliver programs
effectively.

The bureau directors of Mental Health and Mental Retardation are responsible
for the administration of the two largest segments of the department. The
Bureau of Mental Health administers a system designed to reduce or eliminate
personal anguish and suffering, social and economic disruption and the waste
of human potential resulting from mental illness and related disabilities.
The Bureau of Mental Retardation assures the availability of services for
retarded children and adults which foster growth and independence, while
maintaining an opportunity for family and community 1ife.

5. Staffing:
a. General Fund:
1) Positions authorized: 30.5*
2) Positions filled September 1, 19871:

a) Full time: 27 b) Other positions: 1

*The count shown is actually as of 9/18/81 due to the creation of the
Department of Corrections.
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(

b. Other funds (including vacant positions):

1) Full time: None
c. Organization:
(See next page)

d. List of Positions:

Title

Commissioner

Associate Commissioner, Programs

Associate Commissioner, Admin.

Clerk Stenographer III

Senior Administrative Secretary

Clerk Typist III

Clerk Typists II

Affirmative Action Officer

Chief Accountant, MH&MR

Supervisor, Reimbursement Division

Reimbursement Investigator II

Reimbursement Investigators I

Management Analysts II

Director, Division of Personnel
and Employee Relations

Personnel Technician II

Account Clerks I

Accountants I

Accountants II

Clerk Stenographers 11

Director, Public Information

Psychologist II

Staff Development Coordinator

Total

2) Other positions: None

General Federal Other
Fund Revenue Revenue

1

1

1

1

1

1

2

1

1

1

1

3

2

—_— e NP NN — —
(8]

w
(@]
(6]



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Bureau of Mental Health

Program Contact: Michael DeSisto, Ph.D., Director

1. Authorizing legislation or other program mandate:

a. Legal citation:

34 M.R.S.A. §§ 2001, 2002, 2004 (Creation and Purpose of the Bureau,
Duties of the Director of the Bureau,
Rights of Recipients of Mental Health
Services)

34 M.R.S.A. § 2051, et. seq. (Community Mental Health Services,
Licensing)

34 M.R.S.A. 8 7 (Rules and Regulations and Patients Rights)
b. Other mandates:
34 M.R.S.A. § 12 (Agreements with Community Agencies)
34 M.R.S.A. § 2251, et. seq. (Hospitalization of the Mentally I11)

15 M.R.S.A. § 2301, et. seq. (Interstate Compact on Mentally Disordered
Offenders)

34 M.R.S.A. § 2003 (Mental Health Advisory Council, Membership and Duties)
34 M.R.S.A. § 2052 A (Licensing of Mental Health Agencies)
34 M.R.S.A. § 2105 (Community Residence for Mentally I11 Patients)

2. Public Need:

The Bureau of Mental Health administers a system designed to reduce or
eliminate personal anguish and suffering, social and economic disruption
and the waste of human potential resulting from mental illness and related
disabilities.

According to the 1978 Report of the President's Commission on Mental Health,
the incidence of emotional distress severe enough to require professional
help is approximately 15% of the total population. This percentage repre-
sents about 168,700 people in Maine. Other factors such as Maine's Tow per
capita income, high divorce rate and high level of system dependency
indicate that this estimate may be conservative.

There are eight mental health geographic service areas in Maine. Agencies
within these areas annually serve a total of approximately 40,000 people.
There are between 1,700 and 1,800 admissions each year to the two state
mental health institutes. Professionals in private practice also serve
many individuals as do the inpatient units of local hospitals. Even
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considering all of these providers of service, however, it is reasonable to
estimate that there are many people who are unserved.

The public mental health system has a statutory responsibility to treat
certain types of clients. These include persons referred from the court
system, either for involuntary commitment for treatment of mental illness
or forensic cases where criminal charges are involved. These persons
comprise a significant number (from 50% to 70%) of the admissions at the
state mental health institutes.

Current social and cultural trends seem to reveal another type of person
for whom the public mental health system has a responsibility. This is
the relatively young, system dependent person who is emotionally unable
to maintain an independent 1ife. The cause of this dependency may be
deinstitutionalization, the social disruption of previous decades, or
increasingly difficult economic conditions.

Regardless of the cause, providers at all points of the system are seeing
more and more of these yoyng people who cannot make it on their own. Pre-
liminary evidence indicates that these people may have contact with the
public system for most of their lives.

The Bureau of Mental Health plays a major role in linking all parts of the
public and private mental health community. The Bureau plans for a compre-
hensive system which integrates services from the health, mental health

and social service areas to stretch Timited resources to reach and
adequately serve the greatest number of people.

3. Program Objectives:

a. To maintain high quality mental health programs for persons admitted to
the two state mental health institutes;

b. To assure the availability of adequate and appropriate mental health
programs for persons in need of such services throughout the state's
eight mental health service areas;

c. To conduct the Ticensing of 29 existing mental health service programs
and any new facilities which may develop;

d. To monitor for compliance contracts between the Bureau of Mental Health
and agencies providing community mental health services;

e. To administer Interstate Compact on Mental Health so that a hospitalized
patient can be transferred between states when it is in his best interest,
regardless of his Tegal residence; and

f. To maintain involvement and participation with community groups who
advocate for the needs of mentally handicapped persons and who provide
much needed outreach services.
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4.

Program Operation:

The bureau oversees the quality of mental health programs within the two
state mental health institutes through the inter-relationship between
institutional superintendents and the bureau director. This is accomplished
through joint budget development, joint development of institutional and
bureau goals, objectives and program plans.

The bureau is also responsible for assuring the availability of adequate
mental health services for persons in need throughout the state's eight

service areas by dispersion of state funds and by developing and implement-
~.ing contracts with community providers. (ﬁBﬁf?EEf§“WTfh‘Cﬁ%ﬁaﬁTfy\agéﬁETEE‘\“\\

are developed by the bureau director and the field operations manager, on
an annual basis, through a Request for Proposal (RFP) process and negotia-
tion with agency providers around projected services, clients and costs.
The RFP 1is based on a variety of needs assessment activities conducted by
the department, and through data collection and analysis.

The bureau staff and associated departmental personnel (Planning Division,
Community Support Systems Project, etc.) review and update annually the
request packages by which community mental health centers and other
community agencies develop their funding request. This includes definitions
of services and clients which are a priority for departmental funding.
Agency contracts are also written to reflect these priorities in response to
the expressed needs of the consumers of mental health services.

The quality and appropriateness of mental health services are assured through
the Ticensing of all mental health agency providers. Licensing activities
are coordinated and directed by the Bureau of Mental Health's licensing
director. An annual application and site review process for each agency is
conducted by the licensing director, with the field operations manager and
other qualified departmental personnel participating in on-site review. For
the past two years the reviews of the comprehensive community mental health
centers have been done in conjunction with the National Institute of Mental
Health Region I site visits. At these visits, compliance with applicable
state and federal regulations is assessed.

Regulations for Tlicensing of mental health facilities must be reviewed and
revised frequently to reflect current trends and issues in mental health
service delivery as they relate to community needs. This is done in
compliance with the Maine Administrative Procedures Act.

The adequacy, quality and appropriateness of services funded through con-
tracts with the Bureau of Mental Health is assured by monitoring agencies
for contract compliance. Funded agencies must submit quarterly reports to
the bureau, indicating the number of service units provided to date and the
cost of these services. These reports are reviewed by the field operations
manager and the departmental management analyst. The on-site monitoring
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process is done as part of the annual licensing site review at community
At that time, the management analyst looks at the
reporting mechanism, the service units delivered to date and the cost to

date, and compares these to the agency projections.
crepancies between actual and projected figures are discovered, the agency
nistration must renegotiate with the bureau to bring projected and

If the reporting mechanism itself is inaccurate,
suggestions for correction are made by the management analyst and revised

mental health centers.

admi
actual figures into line.

figures are subsequently reviewed.

The
Heal

heal

are

bureau director is the administrator of the Interstate Compact on Mental
th. In this capacity, he approves the transfer of hospitalized patients
between states, and consults with the administration of the two state mental
th institutes as to the appropriateness of the program for the patient

in question, and the mechanics of transfer.

made through the Bureau of Mental Health.

5. Staffing:

a.

General Fund:
1) Positions authorized: 4
2) Positions filled Sept. 1, 1981:
a) Full time: 4 b) Other positions: None
Other funds (including vacant positions):

1) Full time: None 2) Other positions: None
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c. Organization:

Director

! 1

! 1

= :

Field 1 Clerk i ;

Operations E Stenographer E E}Zgg:?:’
Manager ' ITI i . g

i !

! 1

i :

! i

*Superintendents A Tpackir

(2)
Mental Health
Institutes

Community Support
Systems Project

*The Superintendents, by statute, report directly to the Commissioner; however,
administratively they report to the Bureau Director.

**Until recently, the CSSP Director reported to the Director of Planning. A

change has been made to more appropriately reflect the current function of the
Project to that of a Bureau directed and coordinated activity.

d. List of Positions:

General Federal Other
Title Fund Revenue Revenue
Director, Bureau of Mental Health 1
Mental Health Worker VI 1
(Director, Licensing)
Field Operations Manager 1
Clerk Stenographer III 1
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6. Financial Data:

a. Appropriation account #: 1340.1; 9340.2
b. Estimated revenues:

FUNDING SQURCES

1980-1981 1981-1982 1982-1983
G.F. Appropriation: 102,456 99,511 99,511
Federal Funds Available: -0- 26,370 -0-
Dedicated Revenue:
Balance July 1 -0- -0- -0-
Revenue -0- -0- -0-
Total Funds Available 102,456 125,881 99,511
EXPENDITURES
1980-1981 1981-1982 1982-1983
Personal Services:
General Fund 84,862 86,511 86,511
Federal -0- 26,370 -0-
Dedicated Account -0- -0- -0-
Total Personal Services 84,862 112,881 86,511
A1T1 Other:
General Fund 17,59 13,000 13,000
Federal -0- -0- -0-
Dedicated Account -0- -0- -0-
Total A11 Other 17,594 13,000 13,000
Capital:
General Fund -0- -0- -0-
Federal -0- -0- -0-
Dedicated Account -0- -0~ -0-
Total Capital -0- -0- -0-
TOTAL FUNDS EXPENDED 102,456 125,881 99,511
Undedicated Revenue to G.F.: -0- -0- -0-
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7. OQther Programs:

Within the Department, the Bureau of Mental Health coordinates with the
Division of Children's Services to assure that special mental health services
are available to emotionally disturbed children and adolescents in Maine.

The Bureau of Mental Health funds community mental health centers to provide
a variety of mental health services, including services to children either
directly on an outpatient basis or through consultation and education. The
Division of Children's Services coordinates services for individual children
and through the Interdepartmental Committee works with providers of resi-
dential treatment.

The Bureau of Mental Retardation, also within the Department, assures
provision of services for mentally retarded and developmentally disabled
individuals. There are some who fall into both the mental retardation and
mental health categories, and staff in both Bureaus must work together to
coordinate services. This is especially true in cases of severe disability
where individuals are dependent on the system.

The Community Support Systems Project is a federally funded program whose
purpose is to encourage the development of a full range of community based
services to chronically mentally i11 persons. Staff from this project work
with the Bureau staff in planning, needs assessment and funding areas.

The Governor's Mental Health Advisory Council is a committee of consumers
and providers appointed by the Governor who review issues that affect mental
health service delivery and help the Bureau plan more effectively.

The Maine Council of Community Mental Health Centers represents the interests
of the 7 mental health centers and the Area V Board. The Bureau coordinates
with the Maine Council on issues that affect mental health funding and
planning.

Within the Department of Human Services there are several bureaus whose
clients are frequently mental health service consumers. These are the
Bureau of Medical Services which administers Medicaid, Bureau of Social
Welfare which has Adult Protective and Child Protective Services, and the
Bureau of Maine's Elderly which represents people who are often in boarding
and nursing homes, some of whom have mental health problems. The Bureau of
Mental Health coordinates with these bureaus about concerns, plans and any
other shared issues. The Office of Alcoholism and Drug Abuse Prevention
funds and approves agencies that provide substance abuse services.

8. Program Effectiveness:

a. Both state mental health institutes are, and have been for many years,
fully accredited by the Joint Commission on Accreditation of Hospitals.
The Joint Commission is an independently organized, nationally recognized
body that sets accepted standards for all aspects of hospital operation,
both clinical and administrative, which impact on patient care. Addi-
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tionally, the National Institute of Mental Health annually surveys the
two institutes for compliance with their standards for patients
covered by Medicare. The results of these two processes attest to the
high standards of patient care at the institutes.

b. The Bureau of Mental Health requests funds from the legislature to
help pay for mental health services provided by community agencies
to people 1living outside the state institutions. The variety and
comprehensiveness of these services expanded as each community mental
health center proceeded through the Federal Community Mental Health
Center's Act (P.L. 63-94) funding cycle and established the previously
mandated twelve services: Inpatient; Emergency; OQutpatient; Screening;
Follow-Up; Services for Children and the Elderly; Alsoholism; Drug
Abuse; and Consultation and Education. Their ability to provide this
full range of services was greatly enhanced by the state's increasingly
significant contribution to their total budgets.

Over the last several years, the department has been working to increase
the availability of the full range of supportive community residences
for the mentally disabled. In 1978 there was a special appropriation
from the legislature for transitional 1iving, and the Bureau of Mental
Health developed a Request for Proposals. Four grants were subsequently
awarded which resulted in facilities being established in Presque Isle,
Biddeford, Augusta and Portland. Over the last three years, various
provider agencies have been working with the department and the Federal
Housing and Urban Development agency to develop additional community
residential programs. These efforts will soon result in more 1iving
residences in Augusta, Caribou, Portland and Dover-Foxcroft.

c. The Bureau annually reviews the status of 29 mental health service
agencies throughout the state. Seven of these providers are community
mental health centers which also receive funds from the Federal govern-
ment. For two years, joint National Institute of Mental Health - Bureau
of Mental Health Site Reviews were held at several of the community
mental health centers on an informal basis. In the fall of 1980 this
process was formalized into a joint agreement with the National Institute
of Mental Health Region I Office which outlined the specific responsibil-
ities and protocol of the Joint Site Visits.

In the case of the seven agencies licensed by the Bureau of Mental Health
that provide residential treatment for children and adolescents, Public
Law 260 enacted by the 110th Legislature calls for a joint Ticensing
process by the Departments of Human Services, Educational and Cultural
Services and Mental Health and Mental Retardation. A single set of
regulations and a single application process replaces the three processes
previously used, resulting in greater efficiency for the Ticensees as well
as the licensors.
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d. The Bureau of Mental Health is in the process of expanding and refining
the contract monitoring mechanism for agencies that it funds. This is
especially important in light of the Block Grants from the federal
government which eliminate program review at the federal level.

9. Future Plans:

The mental health service delivery system is designed to respond to
community and individual needs. As the social, economic and cultural
climates change, the Bureau of Mental Health defines public policy to

best address the variety of mental health problems of the people of

Maine. To do this effectively, it is necessary to actively integrate the
many aspects of social service and health care that make up a comprehensive
system. The bureau will continue to involve public and private health care
providers, professionals, hospitals, home and rural health agencies with
the community and institutional mental health providers in the development
of an efficient and effective network of services.

Part of this process is to define the roles of the components of the system.
As community-based services have expanded, the role of the institutions
becomes more focused. In the past, the state hospital was the primary
provider of public health care. As the community agencies have become
established to provide quasi-public mental health services to individuals

in their local environment, the function of the state hospitals, now mental
health institutes, have become, and will continue to become, more particular.
A significant function is to provide residential and rehabilitative services
to those multiply handicapped individuals who are severely mentally i1l and
for whom no adequate services exist elsewhere. Another major function is to
evaluate and treat referrals from the court system, involuntary commitments
for mental health treatment and forensic cases where criminal charges are
involved.

Future plans for the two mental health institutes will include continuing
high quality of inpatient treatment and rehabilitation for the populations
just mentioned. In addition, there will be joint planning together with
community providers to address the needs of a new population that seems to
be emerging, young people who for a variety of emotional, social and cultural
reasons become system-dependent early in 1ife and will probably remain so.
Institutes will expand their role in discharge planning and aftercare to
address the needs of these people. This will be done by implementing
cooperative agreements between the institution and agencies in each of the
eight geographic service areas with which they relate. The agreements will
include specifics about the services to be provided to persons leaving the
institution and will be the basis for generating client specific data. There
is no expectation that the institutions will significantly change the size
of the inpatient population. Rather, the cooperative agreements and the
bureau prioritization of services to the deinstitutionalized and system-
dependent populations are aimed at implementing a more effective system of
community based follow-up care for people leaving inpatient treatment and
rehabilitation.

99



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Administration, Bureau of Mental Health

Program Contact: Michael DeSisto, Ph.D., Director

The role of the Bureau of Mental Health in the development of comprehensive
community services will be expanded as a result of block grant funding from
the federal government. In addition to determining the best use of state
funds for community mental health services, the bureau will now be responsi-
ble for allocating and administering federal funds. To do this requires an
enhanced capacity within the bureau to monitor and evaluate the delivery
system. This will include more sophisticated needs assessment, refinement
of service definitions and ongoing prioritization of persons to be served
and services to be delivered. The tasks involved in soliciting and review-
ing proposals from agency providers, making funding decisions, awarding and
monitoring contracts will become more complex and demanding as the bureau
assumes many of the roles formerly carried out by the federal funding agency.
To perform these tasks effectively, especially needs assessment and contract
performance monitoring, will require additional staff in the bureau.

Another result of Block Grant funding is the increasing importance of inter-
departmental coordination. Because the block includes mental health and
substance abuse, and because the recently enacted alcohol premium legisla-
tion affects mental health service providers, there will be close coordina-
tion with the Department of Human Services, Office of Alcohol and Drug Abuse
Prevention, to plan for the most effective and efficient use of resources.

Another aspect of these expanded roles and responsibilities is the licensing
of mental health facilities. Revisions to the current regulations will
address the lapsed federal regulations for community mental health centers,
incorporating areas that will make licensing another tool for effective
monitoring of services.

The Bureau of Mental Health is authorized to protect the rights of individuals
who are receiving treatment for mental illness in any program or facility
administered or licensed by the bureau. To do this, the bureau will promul-
gate rules and policies about the rights of the mentally i11. Organizational
compliance with these rules will be assessed as part of the Mental Health
Licensing process. Individual complaints will be handled by the Office of
Advocacy in the department.
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1. Authorizing legislation or other program mandate:

a.

Legal citation:

34 M.R.S.A. § 2101 (Maintenance of the Institution)

34 M.R.S.A. § 2251 et. seq. (Hospitalization of the Mentally I11)

15 M.R.S.A. 8 101, et. seq. (Mental Examination and Commitment of
Persons Acquitted on Basis of Mental
Disease or Defect)

15 M.R.S.A. §2211-A (Commitment of Persons Confined in a County Jail)

15 M.R.S.A. § 2301 et. seq. (Interstate Compact on the Mentally
Disordered Offender)

34 M.R.S.A. § 136-A (Hospitalization of Persons Confined at Other
State Institutions)

Other mandates:

Social Security Act (including Title XVIII Medicare, and Title XIX
Medicaid, 42 U.S.C. § 1395, et. seq.

Rehabilitation Act of 1973, 29 U.S.C. § 700, et. seq.

Federal Mandate found in Jortberg, et al. v. Department of Mental Health
and Corrections, et al., No. 13-113 (D. Me. 1974)

Consolidated Standards for Child, Adolescent and Adult Psychiatric,
Alcoholic and Drug Abuse Programs administered by the Joint Commission
on Accreditation of Hospitals.

2. Public Need:

The Augusta Mental Health Institute is mandated to treat adults who require
intensive 24-hour psychiatric services from the following counties: Andros-
coggin, Cumberland, Franklin, Kennebec, Knox, Lincoln, Oxford, Sagadahoc,
Somerset, Waldo and York. In addition, the Institute provides inpatient
psychiatric treatment to adolescents from throughout the State. A1l services

are provided without regard to race, creed, color, sex, national origin,
ancestry, age, physical handicap or ability to pay.

National studies indicate that at Teast 15% of the population experience
mental or emotional problems serious enough to require professional care
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at some point in their lives. This percentage increases in times of severe
unemployment or other social stress. Of the 120,000 or more population at
risk in Augusta Mental Health Institute's catchment area, approximately 600
each year develop episodes which are severe enough to require institutional
care. As a result of this "at risk" segment, there are approximately 1,000
annual admissions to the Institute (many of these individuals require
several admissions per year due to their not being able to fully cope with
1ife outside the Institute once returned to the community).

The Augusta Mental Health Institute is the only facility, for these counties,
mandated and equipped to provide care and treatment, in a hospital setting,
to the following categories of patients: those who require involuntary
hospitalization; those who require a secure setting; those who require
extended periods of inpatient treatment and/or rehabilitation; those committed
under the criminal statutes for observation, care and treatment; and those
who require certain highly specialized programs not available elsewhere.

In some cases, the Tack of appropriate community alternatives requires that
the Augusta Mental Health Institute accept some additional acute patients on
a voluntary basis. The demand for mandated services is such that voluntary
admissions occasionally have to be delayed or diverted to assure suitable
accommodations for those most in need.

Despite adherence to the principle of utilizing the least restrictive
alternative and only admitting those with a definite need, 933 patients
were admitted in fiscal 1981 for hospitalization from the following
community mental health center service areas:

Cumberland 258
York 104
Bath-Brunswick 31
Kennebec/Somerset 243

Tri-County (Androscoggin, Oxford, Franklin) 146

Mid-Coast (Knox, Waldo) 51
Other (Outside AMHI service area, including

out of state and unknown) 100

Total 933

The average daily in-house census for fiscal 1981 was approximately 300.

At any one time, roughly 10% of the patients have been committed by the
courts under Title 15 for some phase of the "Forensic" observation, care

and treatment, described Tater in this report under Program Operation.
Although 70% of the remaining patients are admitted as emergency involuntary,
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very few remain in this status more than one month. However, in that
period of time, all (by legal mandate) must have comprehensive individ-
ualized treatment plans performed.

3. Program Objectives:

In order to fulfill its mission, thereby providing services of the quality
and quantity required and expected in its legislative mandate, the Insti-
tute must meet certain program objectives. By statute the Institute must
serve those patients in need of mental health services, sent to the Insti-
tute, "that accommodations permit." Only through meeting the following
objectives can the Institute assure that there are suitable accommodations
for those patients for whom no alternative programs or facilities are
available or appropriate:

a. Patient Improvement:

Patients admitted to the Augusta Mental Health Institute must receive
sufficient services so that when they leave the Institution their
general functioning has been improved to the extent that inpatient
treatment is, at that time, no Tonger required.

b. Patient Involvement:

In order to assure proper treatment, each patient must be actively
involved (through an individualized treatment plan) with defined
hours of specialized treatment programming each week.

c. Quality of Staff:

The maintenance of licensing and certification standards as well as
individualized staff development programs are promoted in order to
assure that the treatment is safe, effective and the most clinically
appropriate to each individual patient.

d. Maintenance of Standards:

Standards established by the Joint Commission of Accreditation of
Hospitals (JCAH), as well as Medicare and Medicaid, are met by the
Institute in order to assure both quality treatment and the continued
receipt of third-party reimbursement to the State's general fund. 1In
addition (particularly in 1ight of the large numbers of involuntary
patients admitted to the Institute), each patient's right to treatment
must be respected and appropriate treatment provided.

e. Continuity of Services:

Assurances are established to make certain that only those needing
specialized inpatient treatment are admitted and that aftercare services
are provided after discharge. The provision of aftercare services is
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mandated by the Joint Commission and such care helps to reduce the need
for further hospitalization. Aftercare services are provided by community
mental health centers and other service agencies.

f. Use of Resources:

Personnel and other resources available to the Institute must be effi-
ciently utilized. This is assured through a management by objectives
system and an allocation of personnel to treatment units (result-oriented
staffing).

4. Program Operation:

The Augusta Mental Health Institute is organized as a system of functional
treatment units in order to meet, as effectively and efficiently as possible,
the objectives previously outlined. It is presently staffed and equipped to
provide care and treatment to a maximum of 331 patients at any given time.

In the early 1970's, the facility began a dramatic decline in census,
changing from a large 1,600 bed custodial institution, isolated from the
communities it served, to a modern psychiatric hospital. Without intensive
treatment and pre-admission screening, the inpatient population would
increase rapidly, with a corresponding decline in quality of care and treat-
ment.

In the mid-1960's as many as 600 patients contributed their labor without

any comprensation in order to maintain the essential services of the hospital.
At the present time, the 300-320 patients remaining are those who require
intensive psychiatric treatment and rehabilitation. The discontinuation of
this earlier practice, as well as the more severe condition of the evolving
population, has necessitated a greatly increased staff/patient ratio. Although
the actual number of staff has declined from 800 to less than 600, they serve

a larger catchment area than did the 800 staff and patient "employees".

Added benefit to the state from the decline in numbers of patients has been
the subsequent availability of seven (7) buildings containing 220,087 square
feet for state offices, and 189,097 square feet for warehouse space. Thus,
the state has avoided major capital construction or rental costs. The
savings to the state in rental fees alone is estimated to be over $1,000,000
annually. In addition, the Institute continues to provide grounds and high-
way maintenance as well as heat for these buildings.

Each of the functional treatment units is responsible for the total treat-
ment and rehabilitation of its patients. In order to meet the patients'
legal right to treatment, as well as to assure continuing third-party
reimbursement, the Institute must assure that every patient has a compre-
hensive treatment plan developed and implemented. This requires clinical
teams of nurses, psychologists, social workers, activity therapists and
other mental health workers, led by physicians who are responsible for the
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individual's plan of treatment and its implementation. Each psychiatric
unit must have one or more qualified psychiatrists. The medical staff
consists of seven full-time psychiatrists, two physicians in general
medicine, other part-time physicians, and representatives of all major
specialities on the consulting staff. Comprehensive treatment also
requires the specialized services of sheltered workshops, educational
programs, medical clinics, pharmacy, laboratory and X-ray. The facility
is comprised of the following units:

a. Adm%ssion Unit:

The Admission Unit has a 28-bed capacity and is equipped to provide
evaluation and crisis management. Only adult patients requiring three
weeks or more of inpatient services move beyond this Unit and are
treated elsewhere in the Institute. A concentration of professional
staff on this Unit prevents at least half of the patients admitted

from progressing further into the facility, thus restoring them quickly
to their home communities and minimizing the development of institutional
dependency. Although primarily diagnostic, the Admissions Unit does
offer such short term treatment as: chemotherapy, group psychotherapy
and activity therapies. The median length of stay on this Unit is 7
days.

b. Forensic Unit:

Under Title 15, Superior and District Courts may order examinations to
determine mental competency and responsibility for criminal acts. The
Department of Mental Health and Mental Retardation is responsible for
all examinations beyond the "preliminary" stage, and is requested to
perform many of the "preliminary" examinations as well (resulting in a
saving of considerable money to the Court system). Only if a clear
determination cannot be made in "out-patient" examinations does the
court order that the individual be placed in the custody of the Commis-
sioner of Mental Health and Mental Retardation for observation at an
appropriate institution. If the court finds the individual is either
incompetent to stand trial or not guilty by reason of mental illness,
the Commissioner is, again, ordered to place the individual in an
appropriate institution. The Augusta Mental Health Institute is involved
in each element of the above, including many of the "preliminary"
examinations. There is a clear legal mandate to provide appropriate
evaluation and treatment to each of the patients held under these
conditions. This requires highly trained forensic psychiatrists and
psychologists supported by a full team of other mental health
specialists.

Until the early 1970's many of these "forensic" patients were housed in
the old Maximum Security Building, a facility totally lacking in

capacity to provide treatment, too costly to run and far outmoded in its
construction. When it was closed in 1972, the patients housed there were
integrated successfully into other psychiatric units with fewer incidents
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of escape or of anti-social behavior than had occurred under the previous
system and with a dramatic improvement in the mental health of those
patients. Those with long term treatment and rehabilitation needs now
are provided access to the necessary programs assuring that their right
to appropriate treatment is met. At present, an eight bed Forensic Unit
provides short term intensive diagnostic and treatment services in a
secure setting for individuals referred from the courts for observation,
care and treatment and for civil admissions from state and county
correctional facilities. The staff of this Unit also monitors patients
committed by the courts as incompetent to stand trial and not guilty by
reason of mental illness whose security and treatment needs allow them
to be placed elsewhere in the facility. "Inpatient" observation on

this Unit is kept at a minimum by means of extensive examinations done
on an out-patient basis by the Unit psychiatrist and/or psychologist,
thus avoiding more costly inpatient observation. Fifty-three such
examinations occurred in 1981.

Transition Unit:

The 85-bed Transition Unit provides intensive treatment for actively
psychotic adults who may require several months of hospitalization.
These inc¢lude both acutely mentally i11 individuals who require inten-
sive intervention over a period of weeks or months and chronically
mentally disabled persons who are able to Tive in the community with
occasional admissions to the hospital for further treatment. In order
to meet the therapeutic needs of this population, the Unit has developed
the following specialized programs:

A Reception Program provides treatment planning and program assignment.
Patients requiring more than brief crisis resolution on the Admissions
Unit come to the Reception area where an intensive individualized
treatment plan is developed. The specialities of medicine, psychology,
nursing, social work, activity therapy, vocational rehabilitation,
education and pastoral services all contribute to the treatment planning
process. If the patient is to be committed involuntarily, a treatment
plan must be approved by the District Court judge as a legally required
element of the process. While the patient's length of stay in the
Reception area is flexible, the treatment plan must be implemented
quickly (never more than a few days) in order to hasten the patient's
recovery and minimize the length of hospitalization. The patient is
referred from Reception to one of three treatment programs.

1) The Resocialization Program provides an emphasis on developing or
restoring basic daily 1iving skills in order to optimize community
adjustment. The patients served here are frequently those with
continuing psychiatric disabilities who require periodic re-
hospitalization due to severe social handicaps. Social work
services, activity therapy services and vocational rehabilitation
are relied upon heavily to reintegrate patients into the community.
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2) A Behavioral Program is designed for patients who can benefit from
a structured approach in which positive behavior is encouraged and
strengthened and defiant behavior is extinguished or weakened.
Patients who cannot benefit from "verbal" therapies and who do not
follow socially appropriate norms of behavior are assigned to and
treated in this program.

3) The Psychotherapeutic Program serves patients, usually young
adults, who can benefit from individual or group psychotherapy
combined with other treatment modalities in a structured setting.
The treatment plan for each patient is goal oriented and time
Timited in the form of a contract in which the patient agrees to
participate actively in working toward resolution of agreed upon
problems.

d. Adolescent & Young Adult Unit:

The Adolescent and Young Adult Unit provides a specialized program for
youth between the ages of 12 and 20, statewide, who require a psychiatric
hospital level of inpatient treatment services. There are no other
psychiatric hospital units programmed specifically for adolescents in
Maine. This Unit, consisting of a 28-bed ward in the recently renovated
Marquardt Building and a six-bed residential therapeutic home on the
AMHI grounds provides comprehensive diagnostic and treatment services

to young people (average age of 16) who have severe cognitive, emotional,
behavioral or social problems. The Unit treats acutely psychotic,
suicidal and homicidal teenagers, as well as those suffering from severe
borderline personality disorders with short term psychotic decompensa-
tions. Most of those admitted are severely disturbed, manifesting
behavioral problems intolerable to private treatment centers, their
homes, schools and community. The goal is to produce enduring change,
not only in young patients, but also in their families. Therefore, this
Unit utilizes family therapy as its principal means of rehabilitating
troubled adolescents to responsible, self-actualizing and socially
acceptable functioning in their homes and communities. The growth of

a strong ethical and moral value system is promoted. The City of
Augusta operates the "Cony Alternative School" on AMHI grounds where
adolescents from this Unit attend school together with other special
education students from the Augusta area.

e. Rehabilitation & Reentry Unit: "

This Unit provides comprehensive social, educational and vocational
rehabilitation services through the following programs:

The Rehab Dorm is a 72-bed unit providing residential rehabilitation
services for chronically mentally i11 people. The patients housed
there have an average time in the Institute of over 3 years. The
program utilizes two wards and several rehabilitation modalities.
The entire milieu is designed to build a feeling of self-reliance,
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self-worth, compatability and a general state of well-being in a
chronically disabled and dependent population. The Structured
Learning Therapy (SLT) program and the Special Needs Adult Program
(SNAP) are integral to the Dorm program, but are offered as well to
patients from other units who may need elements of these programs per
their treatment plans. SLT consists of four components, each of which
is a well established behavior change procedure: modeling, role
playing, social reinforcement and transfer of training. It is a
carefully researched modality involving group therapy, structured

ward milieu, and individual training sessions designed to teach long
term patients communication skills that they have forgotten or
temporarily cast aside. The SNAP program is for functionally disabled
persons, especially the senior population, and is based on an Occupa-
tional Therapy Model. It addresses activities such as daily living
skills, grooming skills, cooking, dining, community 1iving and social
skills. The long term patients "bridge the gap" to community Tliving
through trips to the community in small groups.

The Alternative Living Program for adults consists of six former staff
houses or apartments on the grounds with a capacity for 34 patients.
Each provides a small supportive homelike group setting which more
closely parallels the experiences that the patients are 1ikely to
encounter in the community. They constitute a transitional step for
patients moving back into the community. The patients become less
dependent on the Institute and subsequently more independent and self-
reliant. The goal for the individual is to reach the highest level of
independent functioning possible, with the ultimate goal being community
integration.

An activity therapy department serves the entire facility from the
Rehab & Reentry Unit. Occupational therapy, recreational therapy,
movement and dance therapy and art therapy, are represented either
continuously or as needed. Activity Therapy is an important component
of nearly every patient's treatment program.

An Adult School is provided as a major element in the rehabilitation
process since ongoing assessments of patient needs find many with
1ittle formal education and/or with very low self-esteem and self-care
ability. An adult education program provides skill development, formal
academic training and many leisure time skill enhancement courses.

Library services to the patients are well utilized and play a signifi-
cant "bibliotherapy" role. A Health Sciences Library provides the
necessary support to AMHI professional staff and training programs.

In recent years the need for expanded vocational rehabilitation-
sheltered workshop services has made the vocational training and
employment components of the Rehab and Reentry Unit a continually
enlarging program responsibility.
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Early in the 1970's the following factors required a major change in
emphasis:

1) The Jortberg Consent Decree which prohibited unpaid patient labor;

2) The vocational rehabilitation needs of those psychiatrically
disabled patients remaining at AMHI after patients not requiring
or able to benefit from extensive psychiatric rehabilitation had
been discharged; and

3) The judicially established right to treatment.

As a result, AMHI could meet its mandate to care for and treat the
majority of its patients through focusing its long standing emphasis

on work and occupational therapy more explicitly in a system of
sheltered workshops and work activity centers. Over the last decade
GROW (Growth through Rehabilitation and Occupational Workshops) has
evolved and contracts with community organizations have been executed.
This comprehensive workshop program utilizes funds generated over and
above the wages paid to the workshop patient-clients to expand rehabili-
tation opportunities. Clients with disabilities comparable to those of
AMHI patients are referred from the community mental health centers,
Division of Vocational Rehabilitation, Bureau of Mental Retardation and
other mental health related agencies. By extensive utilization of this
modality, patients who would have remained untreated or whose treatment
would have been inappropriate and ineffective have reentered the world
of productive employment in varying degrees of self-sufficiency.

Nursing Home Unit:

The Institute maintains and staffs 70 beds certified by the Department
of Human Services as a Nursing Home Unit reimbursable under Title XIX.
This Nursing Home Unit is an integral part of the Augusta Mental Health
Institute. It admits only from the AMHI psychiatric population assuring
that those patients who are more appropriate to community nursing homes
are not admitted to this program. The Unit provides a high level of
professional nursing care and rehabilitation services to a population
requiring total care.

The patients housed in this Unit are severely impaired both physically
and psychiatrically. Their disabilities are such that they cannot be
served in community nursing homes or other alternative settings. A
psychiatrist from the Institute provides Timited services to some com-
munity nursing homes to assist in maintaining many other psychiatrically
impaired patients in community nursing homes. Through this participation
in meeting the extensive need for psychiatric services to the nursing
home population in the community, the Institute is able to continue at
the current capacity.
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his

Infirmary & Clinics:

The 16-bed Infirmary provides a Medicare certified general hospital
level of care, at less cost than would be incurred by a transfer to

a general hospital, thus generating significant amounts of third-

party reimbursement to the general fund. Those patients requiring
surgery or intensive care are transferred to the Kennebec Valley
Medical Center. Psychiatriccare to patients on the Infirmary continues
to be provided by the patient's psychiatric team.

The Clinic serves as a medical support service to the psychiatric units,
Nursing Home and Infirmary. It is responsible for providing compre-
hensive medical care for all inpatients. A1l medical specialities are
represented on AMHI's consulting medical staff, including physical
therapy and dental services. In addition, AMHI is required to maintain
well equipped medical support facilities: an X-ray department, labora-
tory and pharmacy. A1l are staffed by licensed personnel and meet
quality standards as well as being cost effective.

Chaplains:

Protestant and Catholic Chaplains trained in pastoral counseling are
on the staff and available at all times. Pastors from the community
are encouraged to maintain contact with their parishioners.

Volunteers:

A11 Programs are improved and enriched by the dedicated services of
a corps of volunteers. In fiscal 1981, approximately 550 volunteers
contributed 26,451 hours of service to patients of the Augusta Mental
Health Institute.

Support Services:

In order to provide a safe and therapeutic environment and to assure
that the extensive physical plant and equipment assets are maintained
and protected, comprehensive safety and preventive maintenance
programs are ongoing. AMHI utilizes its own staff in the skilled
trades and other service areas wherever it is determined to be more
cost efficient than to obtain necessary services through contract
procedures.
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5. Staffing:

a. General Fund:
1) Positions authorized: 567
2) Positions filled Sept. 1, 1981:
a) Full time: 558 b) Other positions: 5
b. Other funds (including vacant positions):
1) Full time: 9 2) Other positions: 2
c. Organization:

(See chart next page).
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d. List of positions:
Title

Superintendent

Supervisor Special Services
Chief, Hospital Services
Advocate

Clinical Director
Departmental Personnel Officer [
Personnel Technician I
Business Services Manager
Business Manager I

Catholic Chaplain

Chaplain II

Mental Health Unit Directors
Institutional Clothing Supervisor
Storekeeper I1

Stores Clerk

Seamstress I

Seamstress II

Upholsterer

X-Ray Technicians

Central Supply Technician
Chief, Occupational Therapist
Occupational Therapist I
Occupational Therapist II
Chief, Volunteer Services
Director, Geriatric Services
Laboratory Technician I1I
Laboratory Technicians III
Librarian II

Medical Records Technician
Manual Training Coordinator
Nutrition Consultant
Pharmacist

Pharmacy Technician

Physical Therapist
Rehabilitation Consultant
Reproduction Equipment Supervisor
Safety Compliance Officer
Statistician I1I

Teacher Supervisor

Teachers

Switchboard Supervisor
Switchboard Operators I
Therapeutic Specialist

Staff Development Coordinator
Physicians II

General
Fund

Federal
Revenue
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Title

Physicians III

Physician Extenders
Psychiatric Social Worker Assistant
Psychiatric Social Workers I
Psychiatric Social Workers II
Psychiatric Social Worker Supervisors
Human Service Workers I
Director, Social Services
Nurses 1

Nurses II

Nurses III

Nurses IV

Nurse V

Psychiatric Nursing Instructor
Licensed Practical Nurses
Psychologist I

Psychologists II
Psychologists III
Psychologists IV

Recreation Therapists

Grounds and Equipment Foreman
Heavy Equipment Operators
Light Equipment Operators
Automotive Mechanic

Food Service Manager

Cooks I

Cooks II

Cook III

Baker II

Food Service Workers

Plant Maintenance Engineers I
Plant Maintenance Engineer II
Boiler Operators

Boiler Engineers

Maintenance Mechanics
Electrician I

Electrician II

Plumber I

Plumber II

Welder

Clerks II

Clerks III

Clerk Stenographer II

Clerk Stenographers III

Clerk Typists II

Clerk Typists III

Secretaries

General

Fund
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General Federal Other
Title Fund Revenue Revenue
Medical Secretaries II 2
Executive Housekeeper 1
Custodial Workers I 25 1
Custodial Workers II 4
Housekeeper I 1
Mental Health Workers I 99 3
Mental Health Workers II 98 2
Mental Health Workers III 28
Mental Health Workers IV 13
Mental Health Workers V 11
Mental Health Workers VI 7
Building Maintenance Supervisor 1
Mason Foreman 1
Masons 2
Painter Foreman 1
Painters 4
Carpenter Foreman 1
Carpenters 5
Locksmith 1
Laborer II 1
Laundry Supervisor 1
Laundry Washman 1
Laundry Workers I 10
Laundry Workers II 1
Barber 1
Beauticians 2
Account Clerks I 2
Account Clerk II 1
Accountant I 1
Accountant II 1
Bookkeeping Machine Operator I 1
Psychology Assistants 2
Marketing Agent 1
Remotivation Assistant 1
TOTALS 567 11

115



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

Program: Augusta Mental Health Institute

Program Contact: Garrell S. Mullaney, Superintendent

6.. Financial Data:

a. Appropriation account #: 1350.1; 1350.9; 3350.1; 4350.1
b. Estimated revenues:

FUNDING SOURCES

1980-1981 1981-1982 1982-1983
G.F. Appropriations: 8,666,245 10,479,179 10,781,087
Balance Forward 46,149 28,834 -0-
Transfers in 1,426,053 101,200 101,200
Federal Funds Available: 106,395 95,000 -0-
Dedicated Revenue:
Balance July 1 147 66,952 -0-
Revenue 221,452 345,129 318,917
Total Funda Available 10,466,441 11,123,559 11,201,204
EXPENDITURES
1980-1981 1981-1982 1982-1983
Personal Services:
General Fund 8,936,293 9,301,902 9,490,883
Federal 34,956 -0- -0-
Dedicated Account 82,392 129,358 133,886
Total Personal Services 9,053,641 9,431,260 9,624,769
A11 Other:
General Fund 1,119,609 1,257,311 1,341,404
Federal 61,840 45,265 -0-
Dedicated Account 120,772 235,723 160,531
Total A1l Other 1,302,221 1,538,299 1,501,935
Capital:
General Fund 52,594 50,000 50,000
Federal 36,535 57,000 -0-
Dedicated Account 15,322 47,000 24,500
Total Capital 104,451 154,000 74,500
TOTAL FUNDS EXPENDED 10,460,313 11,123,559 11,201,204
Undedicated Revenue to G.F.: 1,349,861 1,735,000 1,913,000
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Other Programs:

The Bangor Mental Health Institute is a state psychiatric hospital for
northern and eastern Maine providing similar services to adults.

The Division of Children's Services, Department of Mental Health and Mental
Retardation, coordinates programming for the mental health needs of children.

Psychiatric units within community hospitals provide short term, voluntary,
inpatient treatment.

Six community mental health centers in AMHI's catchment area provide
psychiatric services other than those inpatient services for which AMHI
is responsible.

The U.S. Veterans' Administration Center, Togus, provides psychiatric
services, including inpatient, for eligible veterans only.

Mental health professionals in private practice provide outpatient services
on a fee-for-service basis.

Licensed nursing homes provide residential services to medically disabled
persons who require this Tevel of care; specialized psychiatric services
are not provided in these settings.

Program Effectiveness:

a. Patient Improvement:

This is measured by a combination of clinical assessment of each patient's

progress in the resolution of problems requiring hospitalization, of
length of stay and by a global rating system. The patient is rated at
admission and at discharge on an objective scale by direct psychological
and behavioral appraisal. While the average patient upon discharge still
shows impairment of functions, he is able to perform roles sufficiently
to 1ive in the community. The fact that this is accomplished with a

median Tength of hospitalization of 15 days indicates the Tlevel of success

in this area.
b. Patient Involvement:

In order to assure active involvement in treatment programs, there are
requirements for 20 hours per week of formal treatment programming for

each patient in the adult psychiatric units and 30 hours in the Adolescent

Unit. This is correlated with the Manpower Resource allocation process
identified earlier as result-oriented staffing. The hours are recorded,
tabulated and used both to monitor patient involvement and as a manage-
ment tool to determine the most effective assignment of staff time.
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Total treatment hours tabulated in fiscal 1981 were 458,247; the adult
psychiatric units generated 253,379; the Adolescent Unit, 51,064; and
the Nursing Home Unit, 153,804.

c. Quality of Staff:

A11 professional staff at AMHI are fully licensed or certified to
perform their assigned duties. Each profession monitors the performance
of its members and assigns specific privileges to individual practi-
tioners based on credentials, experience and ability. External surveys
have found that AMHI meets basic standards in all areas of professional
practice.

An extensive staff development program is operated for all staff in
order to assure that staff members are equipped to perform their

duties appropriately. The programming includes basic orientation,
mandatory training in fire safety, confidentiality and other health and
safety related areas, inservice training for mental health workers and
other clinical and support staff. It also invites faculty from teaching
hospitals to provide clinical training to physicians and other pro-
fessional staff. Each employee has an annual staff development plan
with a designated number of hours which he completes, primarily from
training offered at AMHI, during the course of the year. In the last
two years staff completed 65,000 hours of training. Staff are sent to
outside training events only for necessary instruction in areas too
specialized for inservice courses.

d. The Augusta Mental Health Institute has been accredited by the Joint
Commission on Accreditation of Hospitals for 26 years. The last survey
in June 1980 resulted in the maximum period of accreditation, i.e. two
years.

A facility accredited by JCAH is also deemed to be in compliance with most
Medicare standards. For those additional areas of Medicare concern,

the National Institute of Mental Health surveyors conduct annual site
visits in cooperation with the State Department of Human Services.

The last Medicare survey (February 1981) reaffirmed the certification

of all psychiatric units for Medicare reimbursement. Similar results
were achieved by the Nursing Home (Intermediate Care Facility) Unit,
which is certified for Medicaid reimbursement by the Department of

Human Services. Throughout the year, an extensive Utilization Review
and Medical Care Evaluation program monitors the necessity for admission
and for continued stay as well as patterns of care and adequacy of
documentation in order to assure that Medicare, Medicaid and other
their-party reimbursement claims will be honored.

Compliance with the statutory right to treatment for involuntary

hospitalization of mentally i11 persons is achieved through the require-
ment of an individualized treatment plan and the monitoring of that plan.
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It is also measured by District Court acceptance of the treatment plan
which must be presented at each involuntary commitment hearing. The
large proportion of involuntary patients admitted (over 70% of
admissions) would indicate grave problems should this standard be
relaxed.

e. Continuity of Services:

AMHI maintains both formal agreements and continuing staff Tinkages
with community mental health centers to assure that prescreening of
prospective admissions takes place; 85% of admissions are prescreened
by CMHC's. The remainder come directly from the courts or by transfer
from other inpatient facilities. An aftercare plan is completed for
each patient who has been treated at AMHI and is coordinated with the
patient's CMHC for continued services as needed. AMHI is implementing
a system of follow-up reporting from the CMHC to AMHI to assure that
the JCAH mandate to arrange appropriate aftercare for each patient
discharged is met.

f. The efficient use of resources is assured through utilization of a
Management by Objectives system. At the beginning of each fiscal year,
the previous year's experience, the projection of need and the resources
available are combined in a planning process designed to target measur-
able priority objectives toward which the efforts and resources of each
department and unit will be directed. Monthly progress in meeting these
objectives is reviewed with the superintendent. In addition, the
staffing of each treatment unit is determined, not on the traditional
custodial "coverage" model, but on the amount of actual treatment
expected to be delivered (result-oriented staffing). If, based on bed
capacity and mandated hours of treatment per patient, a unit is expected
to deliver 1,000 hours of treatment per week, the numbers of professional
staff and mental health workers will be adjusted to provide that capacity.
On an ongoing basis, each unit maintains an'"efficiency rating" which
indicates whether the unit has delivered the hours of treatment for
which it is staffed.

Future Plans:

Long Range Plans: A health care organization is continually changing in a
number of dimensions in order to meet demand from the population requiring
those services. The context of this planning at the Augusta Mental Health
Institute targets four areas which continually affect both current and
future opeartions. These are: social policy, organizing, manpower develop-
ment and financing.

Social Policy: The institute currently operates within a framework of state
and federal statutes which have evolved out of a number of United States
Supreme Court decisions regarding the care of mentally i11 persons. It

is also affected by regulations in health, welfare and education. The
legislature, by allowing for the care of all those in need, has mandated
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that the priority population for the institute's services be those patients
who are mentally i11 and: a) either dangerous to themselves or others; or
b) unable to care properly for themselves. At the present time the District
Court will not accept alcoholism, mental retardation or sociopathy as mental
illnesses and, therefore, the institute provides services to patients with
these conditions only when they wish to stay voluntarily and their condition
can be assisted through active psychiatric intervention.

The institute does not foresee any changes in statutes at this time; however,
long-range plans are based on serving the demand for services of those
persons under the aegis of the current statutes. This demand is increasing
as a result of social policy changes under other provisions of both federal
and state law, such as those changes proposed under the current federal
budget which will affect the potential for disabled persons to obtain the
financial support necessary to maintain themselves in the community.
Revisions in the structure of Supplemental Security Income, Medicaid, various
programs under Title XX, state and local welfare and food stamp policies, and,
generally, unemployment and inflation are already having an impact on the
admissions rate and lengths of stay at the institute: there is an increasing
demand for inpatient services as community programs narrow their focus.
Without a change in the mandate of the hospital to also narrow its focus,
social policy issues will necessitate either an increase in allotments to
community mental health programs or an increase in the number of available
beds at this facility. We project the need for an additional 30 transitional
care beds by the beginning of fiscal year 1984 (to serve young chronic
patients) as the hospital has had to close its doors to voluntary patients

on numerous occasions in order to accommodate the increased flow of involun-
tary patients.

Organizing: The organizational design of the institute reflects an alloca-
tion of resources to best accomplish its mission as established by the
legislature in a manner to best make decisions that impact on Tength of

stay. These are medical and Tegal decisions focusing initially on the

status of the patient, the need for hospitalization and the ability of the
patient to return to the community with structured support. Other sections

of this report outline the priority objectives of each of the treatment

units. Resources are assigned to them in a manner which prevents growth in
the daily census while assuring the best possible care for the mentally i11.
The Admissions, Forensic and Adolescent Units are staffed with highly trained
professionals who provide the latest in psychiatric technology. In 1ight of
the increased demand for services, and considering the current technology
available within the field of psychiatry, the present organizational design

is most efficient. More patients are treated each year than when the
institute's census was five times greater than today's average daily census.
The organization of the hospital must consider median length of stay, resource
allocation and significant decision-making release factors (the length of
post-hospital adjustment in the community) in order for staff to meet the
increased demand for services. Length of stay is shortened by the provision of
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aftercare services through contracts with community agencies administered
by the Bureau of Mental Health.

The Nursing Home Unit currently has a capacity of 70 beds and it is fore-
seen that this number will continue. Services will be available for
long-term patients who have not been able to adjust successfully to
community living. These patients are too difficult to integrate into
private nursing homes. It is anticipated that the program will be in
existence with the same capacity over the next 10 years, as considerations
will be necessary for the care of patients presently in their 50's. A
chief concern is the increasing number of younger patients between the
ages of 20 and 30 who are requiring Tonger .lengths of stay as their
community skills deteriorate due to their mental illnesses. The demand
for services also indicates a need for an additional 30-bed transitional
program specifically for the young chronic patient.

Financing: The institute is financed through state General Funds and
occasionally has benefited from bond issues. The buildings presently
operated by the institute are all in good condition and, even with the
expectation of an increased patient load, conversion of present space

should be adequate. Long-range capital financing should only be necessary
for the maintenance of buildings, continuation of energy-saving renovations
and maintenance of up-to-date life safety features. Capital equipment is
replaced as needed on an annual basis. Current allocations have kept the
institute up to date with modern technology. Any expansion of the GROW
Workshop will be financed through production funds and a decrease in insti-
tutional support is foreseen over the years. In summary, the institute

will rely on its General Fund allocation for financing day-to-day operations,
repairs, capital construction and replacement of equipment. Close coordina-
tion between the institute and community systems of care will continue to
assure maximum benefits from both programs.

Manpower: The institute operates under a medical model. Academically,
culturally and by practice, its physicians are well prepared to treat the
problems of chronically mentally i11 persons and possess a special expertise
in areas such as emergency psychiatry, forensic psychiatry and adolescent
psychiatry. This model calls for health-care specialists to support the
professional staff; an active inservice training program is therefore
maintained. An effort has been made to train psychologists, nurse
practitioners and social workers. Active recruitment will continue for
physicians, occupational therapists and nurses.

The institute maintains educational affiliations with various nursing and
medical schools and sees such programs as a major means of future recruitment.
Unlike other hospitals, AMHI has not recently experienced nursing shortages,
although competition for psychiatric nurses in this particular region is
intense (Togus, Kennebec Valley Medical Center and Mid-Maine Medical Center).
Such competition is a factor in retention which we have chosen to address by
improving the working environment through consistent clinical specialization.
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An effort will be made to join the Mental Health Manpower Commission's
current effort in credentialing Mental Health Worker training within
the institute and developing appropriate curriculum for Mental Health
option programs within the university system. It is hoped that the
State Personnel Department will develop additional policies and pro-

cedures to deal with the nuances of recruitment and competition within
the health care field.
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1. Authorizing legislation or other program mandate:

a. Legal citation:
34 M.R.S.A. § 2101 (Maintenance of the Institution)
34 M.R.S.A. § 2251, et. seq. (Hospitalization of the Mentally I11)
15 M.R.S.A. § 101, et. seq. (Mental Examination and Commitment of
Persons Acquitted on the Basis of Mental
Disease or Defect)

15 M.R.S.A. 8 2211-A (Commitment of Persons Confined in a County Jail)

15 M.R.S.A. § 2301, et. seq. (Interstate Compact on the Mentally
Disordered Offender)

34 M.R.S.A. § 136-A (Hospitalization of Persons Confined at Other State
Institutions)

b. Other mandates:

42 U.S.C. 8§ 1395 et. seq., Social Security Act (Title XVIII Medicare
and Title XIX Medicaid)

29 U.S.C. 8 700 et. seq;,Rehabilitation Act of 1973

Jortberg,et al. v Department of Mental Health and Corrections,et al.,
No. 13-113 (D. Me. 1974)

Consolidated Standards for Child, Adolescent and Adult Psychiatric,
Alcoholic and Drug Abuse Programs administered by the Joint Commission
on Accreditation of Hospitals.

2. Public Need:

A 1959 survey of the prevalence of mental illness reported that 10% of a
population at any given time are experiencing mental or emotional problems
to an extent that mental health services are necessary. A 1969 national
study of the Joint Commission on the Mental Health of Children found that
0.6 percent of children under 18 are mentally i11, 2.8 percent are severely
disturbed and 9 percent have problems of such significance that mental
health treatment is required. The President's Commission on Mental Health
reported in 1978 that at any time in any population, there is a need for
mental health services by 15% of the population. Applying this percentage
to Maine, it is estimated that 168,700 people in Maine need mental health
services, and of this number, 11,124 suffer from a major mental illness that
could require hospitalization.
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As described in several national publications, as well as in the State
Mental Health Plan, the prevalence of poverty, single parent families and
other demographic indicators suggest that Maine's mental health needs are
greater than the national average.

The Bangor Mental Health Institute is part of a comprehensive system of
mental health services in Northern and Eastern Maine which includes two
community mental health centers with multiple branch offices, community
hospitals and private providers. It is the only hospital serving two-
thirds of the state's geographic area that provides services for those
mentally i1l patients who cannot be managed in less restrictive settings,
such as community mental health outpatient programs and community hospital
inpatient programs.

Categories of patients requiring admittance for care and treatment include
those admitted on an informal voluntary basis, emergency involuntary patients
committed under written application and certification by a physician or
psychologist, patients whose admission is ordered by the District and
Superior Courts, and transfers from other hospitals for the mentally i11,
both in and out-of-state, upon order of the Commissioner of Mental Health

and Mental Retardation.

The Institute also provides psychiatric examination and observation of persons
accused of a crime when ordered by the court, as well as observation, care

and treatment of persons found incompetent to stand trial, and those found

not guilty by reason of mental disease.

Even though the Institute serves only a third of the state's population, the
geographic area of Aroostook, Hancock, Penobscot, Piscataquis and Washington
Counties is vast, thereby 1imiting the availability of private or non-profit
agency mental health services. Approximately 48 percent of all admissions in
1980 were involuntary admissions; that is, individuals who were certified as
mentally i1l and dangerous and for whom less restrictive settings were not
appropriate.

Since 1969, with the development of community mental health services and the
emphasis on short-term treatment, there has been a gradual decline in the
inpatient population. In 1969, the average daily population was 1,131, while
in 1980 this population was 323. The volume of admissions is about 700.
While deinstitutionalization and the emphasis on community-based care has
resulted in shorter periods of hospitalization because of an exacerbation of
a chronic mental illness, a lack of appropriate community programs, or both,
many of these individuals need re-hospitalization.

With the decline in the patient census during the 1970's, the Institute has
been able to focus its resources on treatment and rehabilitation, and in
effect has become a highly specialized center for the treatment of mentally
i1l persons who cannot be managed in the community and for those individuals
committed or referred by the criminal justice system.
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3. Program Objectives:

The mission of Bangor Mental Health Institute is to diagnose, treat and
improve the mental, social and physical health, and where appropriate,

the vocational and economic usefulness of adults from the counties of
Aroostook, Hancock, Penobscot, Piscataquis and Washington, who require
intensive 24-hour psychiatric services. These services are provided with-
out regard to race, creed, color, sex, national origin, ancestry, age,
physical handicap or ability to pay.

In order to achieve this mission, and thereby to provide quality care and
treatment for all patients referred for care and treatment, the Institute
is required to meet the following program objectives:

a. Maintenance of Standards

In order to assure both quality care and the continued receipt of third-
party reimbursement, the Institute must continue to maintain compliance
with standards of care developed by external agencies such as the Joint
Commission on Accreditation of Hospitals, Medicaid and Medicare.

b. Patient Treatment

In order to assure that prescriptive treatment is provided to every
patient, all will receive a thorough assessment, including psychiatric,
psychological, social, vocational and recreational aspects of function-
ing. Based on these assessments, a comprehensive treatment plan will
be developed, with prompt initial and regular multidisciplinary reviews
of all aspects of treatment through formal multidisciplinary team
meetings. In addition, particularly in 1ight of the large number of
involuntary patients admitted and committed to the Institute, each
patient's right to treatment must be respected.

c. Continuity of Care

Because of the importance of continuity of treatment between the hospital
and community programs, the Institute maintains linkages and formal
agreements with outside agencies for pre-admission screening to ensure
the Teast restrictive alternative, and for discharge planning and
follow-up to ensure community support services in a timely fashion.

d. Staff Training

In order to ensure the safety, effectiveness and appropriateness of
treatment, and to continue to improve the quality of care, the Institute
provides relevant training to all personnel and ensures the Ticensing
and/or certification of all professional staff.
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4. Program Operation:

The treatment programs at the Bangor Mental Health Institute are organized
into Admissions Services, Adult Psychiatric Programs, the Program on Aging,
and Rehabilitation Services. The patient population is grouped functionally
to facilitate rapid stabilization of acutely i11 patients and to protect

the chronic and fragile older patient from the aggressive younger population.

There are currently 535 staff positions: 339 are direct care and program
staff, 196 are administrative and support. The total bed capacity is 355.

Throughout the treatment programs at BMHI all comprehensive treatment planning
is done by a multidisciplinary team, including representatives of psychiatry,
medicine, psychology, nursing, social work, therapeutic recreation, occupational
therapy, physical therapy, and chaplaincy. The team gathers at regular
intervals in multidisciplinary case conferences to review all aspects of

the patient's individual treatment plan.

The support staff ensure a safe, clean, pleasant environment for patients and
are responsible for the food service and other basic physical needs of
patients. Furthermore, many support services are provided to the Levinson
Center.

a. Admission Services

The Institute is part of a comprehensive system of mental health services
which includes two community mental health centers with multiple

branch offices, community hospitals, as well as local practitioners;

all of whom have experience in dealing with acutely mentally i11

persons. Aroostook Mental Health Center (AMHC) is the gatekeeper for

the Institutein Aroostook County, and is responsible, through a
cooperative agreement, for the screening of all individuals from that
area and notifying the Institute prior to being transported. AMHC

also participates in the discharge planning process for all patients
returning to Aroostook County.

The situation is not as clear-cut in the large geographic area of
Hancock, Piscataquis, Penobscot and Washington Counties. The nature
and extent of involvement in pre-admission screening is not known.

Many patients are referred directly by private practitioners or local
hospitals, making it difficult to ensure the provision of least restrictive
alternatives. Of the 574 patients admitted from that region, mental
health center staff were involved in discharge planning for about 27%
(155) of the patients. The lack of a coordinated gate-keeping and
discharge planning function has made it difficult to ensure the
appropriateness of admissions and continuity of care upon release

from the Institute. The Institute and the Bureau of Mental Health have
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negotiated an agreement for these services with Community Health and
Counseling Services which was implemented on October 1, 1981.

Through the initial screening process, about 90 percent of the prospective
admissions are discussed with Bangor Mental Health Institute Admission
Services prior to actual arrival. All individuals who come or are

brought to the facility are evaluated by a mental health professional
(psychiatrist or licensed clinical psychologist) and immediately

escorted to the admission area by admission personnel and background
information is obtained. A mental health professional assesses the
presenting problem and its history in order to determine along with

the patient, whether the Institute is the most appropriate resource

to meet the individual's current needs. If an individual is not admitted,
the staff areresponsible for arranging for appropriate care until such
time as the individual is transferred to a more appropriate facility.

0f the average 51 admissions per month on this18-bed ward, 43% are
directly discharged. The rest are transferred to lTonger stay wards
appropriate for the continuing treatment of their illness. The average
length of stay on the admission ward is 8.5 days.

Another ward, D-4, acts as back-up to this unit. It also houses those
who have non-acute medical illnesses, and will take patients from other
wards who have acute exacerbation of their psychiatric illness, and
cannot be handled in their usual environment. The maximum census is

15 .

b. Adult Psychiatric Programs

1) Discharge Preparation

K-1 is a 26-bed unit where the treatment environment emphasizes
preparation of individual patients for community re-entry. There
is recognition of the patients' central role in their own progress.

Perhaps two things best characterize the atmosphere of personal
responsibility on K-1; the open door and the step program.
Patients are expected to grow in accountability for their own
choices. Learning to meet the challenge of the Tless restrictive
"open door" atmosphere is thus an integral part of K-1. Similarly,
the step program is a systematic way of encouraging patients to
experience growth through choosing successively more adaptive
behaviors. Patients not able to utilize the step program are
offered weekly and bi-weekly goal planning meetings to assist

them in adapting their behaviors.

A bi-weekly community meeting of all patients and available staff
is chaired by an elected patient (with monthly elections). Open
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discussion of patient grievances is encouraged, with solutions
proposed by patients taken seriously and often implemented.
Patients themselves assume responsibility for orienting new
patients to K-1. "Family style" dining is another way in which
patients are encouraged to practice acceptable behavior.

A range of individual and group treatment approaches are used on
K-1. ATl K-1 patients have an individualized treatment program.
Depending upon a patient's needs, they may be involved in group
therapy (psychodrama), individual therapy (or talk sessions),
family therapy, pharmacotherapy, vocational therapy, or
recreational therapy.

Many patients are also involved in outside work or training.
Emphasis is placed on developing rehabilitative plans in cooperation
with vocational rehabilitation counselors, Growth Resource Center,
Bangor Regional Rehabilitation Center and individually developed
programs. Strong effective community aftercare is developed within
these plans.

Intermedijate Care Units

There are two wards (K-2, E-2) providing intensive intermediate
programming for 52 patients. Community meetings are held regularly
in which patients can discuss the problems of group 1iving, changes
in ward routines and rules, etc. Patients are encouraged to accept
responsibility for their immediate 1iving environment and to attend
available off-unit therapeutic programs.

Chemotherapy, group, family and individual therapy leading to
patients moving into the step program with more responsibility for
themselves are major program elements.

The step program's goal is to enhance rehabilitation of patients
so they can attain their highest Tevel of functioning. It is a
way of organizing the road to recovery by giving the patient a
sense of direction, providing small progressive goals and clearly
specifying what is expected before and after discharge. As
patients become more involved with their psychotherapy sessions
and activities, they earn more privileges. The goal of the
treatment team is to have all patients involved in 20-25 hours of
treatment weekly prior to discharge.

Continuing Care

Two wards (C-2, C-3) function as continuing care units, for a total
population of 53.
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The overall goal for the program is rehabilitation, i.e., to help
each resident learn or redevelop skills and techniques which enable
him to deal more effectively with the environment, whether in the
institution or in the community. Treatment is based on broad
behavior therapy principles and focuses on helping residents to
develop more flexibility in adaptive skills. Because of the nature
of the problems unique to this population, treatment primarily
emphasizes communication, social interaction, self-care skills

and impulse control.

Therapy involves the use of community programs as well as a

variety of programs and services within the Institute. For

some residents the ultimate goal may be to return to the community,
while for other residents the most practical goal is to help enrich
their quality of 1ife within the Institute.

Residential Forensic Program

Ward E-3 has responsibility for the care and treatment of
individuals from the Maine State Prison, Maine Correctional Center
and five county jails (Hancock, Washington, Aroostook, Penobscot
and Piscataquis). The unit also is responsible for psychological
evaluations ordered by District and Superior Courts.

The unit works with both psychotic and personality disordered
patients. One of the tasks of the unit is to motivate patients to
accept their circumstances in an appropriate manner so that they
may return to their respective facilities in a more positive frame
of mind. In the majority of cases it is also a responsibility to
report to the court the findings of the professional staff regarding
competency and responsibility for the act for which the individuals
are charged.

Staff provide input into treatment decisions at a weekly meeting,
with final decisions the responsibility of the Psychologist and
the Program Director. Various treatment modalities are used,
including individual counseling, group therapy, and chemotherapy.

c. Program on Aging

The Program on Aging comprises nearly half of the patient population
of Bangor Mental Health Institute and is housed primarily in Pooler
Pavilion. This program holds a fairly unique position in the health
care community due to its ability to provide active treatment to the
mentally and physically i11 elderly. The current program population
consists of patients in the following major categories:

1) the older acute psychiatric patient responding to active
treatment;
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2) the older chronic psychiatric patient requiring long-term
treatment in a psychiatric program;

3) the older organically impaired patient requiring increasing
amounts of nursing care throughout the progressive course of his
illness and whose family requires a high degree of support;

4) the physically, chronically i11 patient requiring a high level
of nursing care and demonstrating secondary behavioral problems
that are unmanageable in other Tong-term care settings.

The treatment planning is accomplished by a multidisciplinary team
representing psychiatry, medicine, psychology, nursing, social work,
recreation, occupational therapy, physical therapy, and chaplaincy.
Treatment is provided by professional and paraprofessional program
staff who have gained skills in treating older patients through formal
training in the fields of gerontology, geriatric medicine, gerontologic
nursing or have demonstrated skills acquired through experience. Staff
receive ongoing education through case presentations on each ward,
visiting lecturers, and training modules on aging in addition to the
regular inservice education programs available through the BMHI Staff
Development Office.

Treatment philosophy is eclectic and designed to meet the specialized
physical, emotional, and social health needs of the aging. The eight
wards, arranged along a functional continuum, utilize treatment
principles drawn from milieu therapy. Group therapy conducted by a
Ph.D. Tevel clinical geropsychologist focuses on interpersonal and
psychosocial processes and remediation of behavioral problems.
Individual psychotherapy, psychological testing, marital or family
counseling, and predischarge therapy are also available.

Rehabilitation occurs as part of an ongoing therapeutic activity
program, including music, art, and exercise therapy, gardening,
swimming, bowling, woodworking, sewing, community trips, and current
events in Gero-Forum. Occupational therapists provide group and
individualized retraining for the mentally or physically handicapped

or sensorially-impaired in a Home Living Skills program. A fully-
equipped physical therapy area is run by a registered physical therapist
and certified physical therapy aide. Chaplaincy services are available
to residents on a regular basis. Socialization and reality orientation,
in addition to activities of daily living and intensified psychiatric
nursing, are provided by nursing staff and mental health workers.

Three social workers are involved in resident discharge planning and
family interactions. Volunteer workers are supervised within their
responsible disciplines and socialize individually or in a group setting
with residents.
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As a community service, the Program on Aging's geriatric screening team,
consisting of a psychologist, social worker, and nurse supervisor,
consults with health facilities, boarding homes, and individual families
concerning the appropriateness for admission of the aging client.

The Program is accredited by the Joint Commission on Accreditation of
Hospitals as an acute psychiatric program and certified by Maine's
Department of Human Services as an Intermediate Care Facility.

Rehabilitation Services

Rehabilitation Services at the Institute include a number of direct
service departments which have a significant impact on the patient's
recovery and rehabilitation. These are:

1) Chaplaincy Services

The Chaplaincy Service participates in the total resident care
concept by identifying and trying to meet the spiritual needs of
each patient. Two full-time Chaplains, one Protestant and one
Catholic, function as members of the treatment team. Services by
the Chaplains include worship and sacraments, pastoral visits,
consultation and pastoral counseling and pastoral care in crisis
situations. The Chaplains also function as a 1ink between the
Institution and the community-at-large and serve as resource
persons for church, civic, and educational organizations and

for local clergy.

2) Health Sciences Media Center

The Health Sciences Media Center offers Tlibrary and audio-visual
services to all staff members of Bangor Mental Health Institute,
its patients and, on special arrangements, to students and citizens
of the Tocal community. It is used primarily for staff education
and reference questions pertaining to the mental physical and
social health of Bangor Mental Health Institute patients as well

as assisting in keeping the staff up to date in their fields and

in forms of therapy. The Media Center is staffed by one full time
librarian and one full time audio-visual specialist. Services
provided through the Health Sciences Media Center include:
collection of information on mental illness; circulation of all
types of educational materials and equipment; selection of material
and equipment to be purchased based on staff requests and available
money; audio-visual services for video-taping programs and therapy
sessions; reference services and literature searches to fill staff
requests; interlibrary loan services; and current awareness services
which keep staff informed of new developments in their stated
fields of interest.
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3)

The Learning Center

The Patient Education department along with the Patient Library
comprises the Learning Center which provides learning and leisure
resources to the clients of Bangor Mental Health Institute and
offers education geared to the aptitudes, abilities, interests and
needs of all youth and adults. The unit is based on the philosophy
that education should:

a) encourage an individual to strive toward his potential;
b) better an individual's self image; and,
c) make him more competent in a greater variety of skills.

The Learning Center is a "drop-in" center. Services offered are:
Adult Education, Adult Basic Education, High School Equivalency,
Special Education, Consumer Education, Title 1, Library and a
variety of supplemental mini-courses 1ike Creative Writing, Clients'
Newspaper, Independent Studies, Journal Writing and others,
depending on patient needs. Academic instruction occurs on all
levels on a one-to-one basis. '

Occupational Therapy Department

Occupational Therapy is the evaluation and treatment of, or
rehabilitation from, a mental or physical disorder through the
involvement of the individual in goal directed activities.

After assessment, patients participate in a four-week long Activities
of Daily Living (ADL) course which includes training in meal

planning and preparation, job-seeking skills, housekeeping,

money management, communication skills, as well as other skills
required to be a participating member of the home and community.

In the Program on Aging, evaluations are conducted on all new
admissions. The goal of the Home Living Skills Program is to
assist residents in the Program on Aging in reaching their maximum
potential by providing opportunities for sharing, cooperation,
performance of tasks, reality tes<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>