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Honorable Benjamin L. Cardin, Speaker of the House of Delegates
Honorable Members of the General Assembly

The Joint Oversight Committee on Deinstitutionalization herewith

submits its Final Report.

In accordance with the May 1980 charge of the

Maryland General Assembly's Legislative Policy Committee, the Joint
Committee has completed its review and evaluation of deinstitutionalization
in the mental hygiene and mental retardation/developmental disabilities

programs in Maryland.

This Final Report summarizes the two-year effort to

ascertain the hurdles that must be overcome if the State of Maryland is to
succeed in deinstitutionalizing these programs.

The foundation for this Final Report was established by the extensive
work accomplished by the Joint Committee during the 1980 interim period, in

which 23 meetings were held.

The resulting passage of the Joint Committee's

Senate Joint Resolution 61 during the 1981 Session expressed the deep concern
of the Legislature in recognizing deinstitutionalization as a high State
priority (Appendix A).

During the 1981 Interim, activities of the Joint Committee included

19 meetings and two tours of site inspections.

One tour was to Harrisburg,

Pennsylvania that provided visits to group homes and scattered site apart-
ments in neighborhoods of two Pennsylvania counties which were operated by
private nonprofit and by proprietary providers.

The Joint Committee followed through with its 1980 plans and received
a spectrum of service delivery views on deinstitutionalization from persons
representing (1) Parents, Guardians and Friends; (2) Citizens Advisory
Boards; and (3) associations, organizations, and State agencies for the

handicapped.

It also received the views from officials of 15 subdivisions

on deinstitutionalization for persons with mental illness, mental retardation,



and other handicapping disabilities that covered:

-- group homes in the neighborhood;

~= scattered site housing units;

-- the network of local services needed;
== ideas on financing; and

-- the role institutions may serve.

A wealth of information has been gathered from these sources, which will
be filed in the library of the Department of Legislative Reference.

Several pieces of proposed legislation were reviewed. The Joint Committee
determined that just one legislative proposal offered the greatest promise of
fulfilling its mission. That proposal, shown in Chapter |V, would create
within the Executive Department ''The Maryland State Deinstitutionalization
Authority.'" Headed by a Policy Coordinator, its primary purpose is to estab-
lish a nonfragmented comprehensive State deinstitutionalization plan, and
then to oversee its implementation.

The Joint Committee expresses appreciation to all the individuals,
advocates, organizations, local government officials, and State agency repre-
sentatives for their invaluable contributions.

| specially commend the members of the Joint Committee for their diligent
application to completing the task assigned. The Joint Committee is indebted
to the excellent support of its hard working staff and to the proficiency of
Barbara Gahres, its secretary.

It is a pleasure to transmit this Final Report.

Respectfully submitted,

_ﬁ: Lé{ﬁ;\' y L

FRANK B. PESCI, SR., Chairman’
Joint Oversight Committee on
Deinstitutionalization
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SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS

DEINSTITUTIDNALIZATIDN ALTERNATIVES

The Joint Dversight Committee on Deinstitutionalization observes that
deinstitutionalization (D/1) alternatives include the following modes or
models listed below.

For Mentally Retarded/Developmentally Disabled Persons

-- Apartment Residences (Described in Chapter 1)

-- Day Care Programs (Described in Chapter 1)

-- Special Education Services (Described in Chapter 1)

-- Foster Care (Described in Chapter 1)

-- Group Homes (Described in Chapter 1)

-- Respite Care (Described in Chapter 1. May be accommodated in
institutions, intermediate care facilities, apartments, foster
care, or group homes.)

-- Village Concept of Habilitation (Described in Chapter 1)

For the Mentally 111

-- Denver, Colorado community-based crises intervention and hospital
prevention programs

-- Foster Care (Described in Chapter 1)

-- Fountain House Model (Psychological rehabilitation services for the
chronically mentally ill. Fellowship and transitional employment
placement programs.)

-- Halfway House (E.g. - St. Luke's House, a transitional living
environment in which to gain skills to live more independently
in the community.)

-- “Dn Our Own'' (A self-help, reinforcing association of former in-
patients of psychiatric hospitals.)

-- PLASE Program in Baltimore City (Intended as level one housing for
transitional care, level two housing for maintenance care.)

-- Private Group Homes (Described in Chapter 1)

-- Supervised Apartments (Described in Chapter 1)

DEINSTITUTIDNALIZATIDN AS A HIGH PRIDRITY

Dn November 23, 1981, the Governor addressed a letter to the Chairman of
the Joint Committee announcing the inclusion in the F.Y. 1983 budget of an
allocation of $2.5 million to enhance community programs for the mentally ill,
the mentally retarded, and the non-retarded developmentally disabled (Appendix C).
The Joint Committee commends the Governor for his proposal to close the Henryton
Center by June of 1985,



The Governor's program is praiseworthy and the Joint Committee endorses
it, but the Joint Committee believes that there is still need for funding a
long-~range plan of care for the mentally il1l1, the mentally retarded, and the
developmentally disabled who are capable of living in, and benefiting from,
the environment of a community residence.

The Joint Committee believes that it and the several advocate groups
served as the catalyst for the action taken by the Governor on November 23,

1981.

REMOVE THE FRAGMENTATION OF SERVICES

The Joint Committee believes the issue of 'fragmented services'' remains
and needs to be addressed further at both the Executive and Departmental
levels.

PREVENT INSTITUTIONALIZATION AS A CONDITION FOR COMMUNITY PROGRAMS

The Joint Committee favors action by the Committee on Mental Health Laws'
Subcommittee on Article 59 to develop policy language that facilitates access
to community-based programs without the necessity of first being committed
to an institution,

ACCURATE DATA BASE AS PREREQUISITE

The Joint Committee is pleased that the Department of Health and Mental
Hygiene has begun to address the issue of establishing an accurate data base
for the mentally retarded. However, for the Mental Hygiene Administration,

a statistical printout of bed utilization, net releases, admissions and re-
admissions is not sufficient information on the mentally ill., There is a

need to ascertain (1) the level of care required by the mentally ill patients,
(2) where this care can best be provided, (3) a survey of the present network
of services available, and (4) what is needed in the community to meet the
determined needs.

A SINGLE FINANCING FORMULA FOR LOCAL HEALTH DEPARTMENTS

The Joint Committee is concerned about a real, consistent commitment of
funds to implement deinstitutionalization. The Single Financing Formula
offered an approach that would foster its realization. Nevertheless, the
Joint Committee supports adherence to the Department of Health and Mental
Hygiene's reallocation plans for the Mental Hygiene and Mental Retardation/
Developmental Disabilities Administrations. Furthermore, the Joint Committee
recommends that progress on the reallocation of funds from institutions to
the community be monitored regularly by the appropriate legislative committees.
Special attention should be given to see that reallocated funds do indeed
follow patients transferred from institutions to the community, as well as
apply to persons on community waiting lists.



STUDY DF HEALTH NEEDS AND DEVELDPMENT DF A FISCAL INCENTIVE PRDGRAM

Whether or not a Single Financing Formula ever becomes a reality, it
would be beneficial for the Department of Health and Mental Hygiene to establish
appropriate health needs indicators for local health service needs. Knowing
what is needed, by a known number of people in each county and Baltimore City,
would allow for more equitable distribution of funds budgeted for each local
health department. The Joint Committee recommends that legislative oversight
be maintained over the implementation of the MHA and MRDDA reallocation plans
to ensure that money continues to follow patients transferred from institutions
to the community.

SHIFTING FUNDS FRDM INSTITUTIDNS INTD CDMMUNITY-BASED SERVICES

The Joint Committee is encouraged by the Department's Executive Plan
for the Mental Hygiene Administration (MHA) during fiscal years 1983 - 1985
(Appendix F). This Plan represents a new strategy to reallocate staff and
funds from major State hospitals to community-based programs within existing
budget appropriations. Since it did not include new money to accelerate dein-
stitutionalization, the Joint Committee was heartened by the November 1981 MHA
Accelerated Deinstitutionalization Plan (Appendix G). The $7DD,DDD in new
F.Y. 1983 money approved by the Governor will increase needed support for MHA's
psychosocial programs and enable 5D more patients in the community to be served
(see Appendix H.)

The Joint Committee remains wary that the reallocation of funds from a
State institution is largely contingent on an institution's success in reducing
inpatient days. Any increase of admissions in other institutions could result
in a new reallocation of funds to these facilities.

The Joint Committee supports the retention of funds freed for reallocation
from institutions to community-based programs, provided a concrete plan for the
use of these funds is approved during each year's budget process.

The Joint Committee recommends that group homes and alternative living
arrangements in the community be exempted from the new procurement provisions
of Article 21 of the Maryland Annotated Code.

DBTAINMENT DF NDN-STATE FUNDS

In view of the current context of the Reagan Administration's policies,
this recommendation should be creatively pursued with respect to funds from
the private sector. Means of permitting and obtaining funds and services from
private business, private foundations, United Way, individual and organization
volunteers, foster care, and other innovative approaches should be diligently
explored.



CONTRACTED SERVICES AS ALTERNATIVE TO DIRECT SERVICES

The Joint Committee continues to support contractual arrangements that
encourage private provider initiatives, proprietary as well as nonprofit.

REVISION OF MENTAL HYGIENE'S MASTER FACILITY PLAN

This remains an important issue. Since ''community-based State facilities'
are in fact State-run hospitals with inpatient services, this situation rein-
forces the need for the Department to further clarify its terms concerning
facilities.,

DELICENSING OF STATE HOSPITAL BEDS

The Joint Committee position is unchanged. It looks for legislation pro-
viding for delicensing of beds to be introduced by individual Committee members.

LIMIT CAPITAL IMPROVEMENTS TO LIFE SAFETY REQUIREMENTS

The Joint Committee questions the expenditure of large sums of money for
""quality of care' projects in institutions if similar expenditures can be more
effective and beneficial in the community.

The Joint Committee requests that the Fiscal Committees distinguish more
sharply between expenditures for existing institutions (in which a long term
absence of projected community-based alternatives exists for certain clients),
and similar expenditures that can be used more wisely to develop alternative
living arrangements in the community.

SOUTHERN MARYLAND RETARDATION CENTER

The Joint Committee is aware of the many years that the Southern Maryland
Retardation Center has been in the planning stage and the commitments made to
bulld this facility. Acknowledging the nature of the rural area involved (as
distinguished from an urban or suburban area), the Joint Committee believes
that certain living arrangements in a rural setting are valid alternatives that
may promote normalization. However, the Joint Committee continues to support
and encourage group homes and supervised apartments in scattered sites within
established neighborhoods to promote maximum client normalization.,

ASSISTANCE TO EMPLOYEES AFFECTED BY DEINSTITUTIONALIZATION

The Joint Committee urges a continued commitment to assist the relocation
with any needed prior training of employees whose positions are affected by
deinstitutionalization.



CHAPTER 1

INTRODUCTION

ORIGIN OF ITEM

In May 1980, the Maryland General Assembly's Legislative Policy Committee
established the Joint Oversight Committee on Oeinstitutionalization for the
purpose of conducting a two-year study of deinstitutionalization in the mental
hygiene and mental retardation programs in the State of Maryland. This issue
is of deep concern to the legislature, and although it is said to be a high
priority of the Oepartment of Health and Mental Hygiene, there has been
little progress over the past five years towards its implementation.

BACKGROUND

While the definition of deinstitutionalization is three-pronged — (1) pre-
venting unnecessary admissions to and retention of people in large State hospi-
tals, (2) finding and developing appropriate less restrictive alternatives in
the community for daily living, and (3) improving conditions, care and treatment
for those who need to be in hospitals — the emphasis of the State in terms of
dollars and staff has been directed toward the third prong, improving institu-
tions, Therefore, the major goals of the Joint Committee were to ascertain
deterrents to the total concept of deinstitutionalization and to make recommend-
ations which address the total process of deinstitutionalization.

1980 INTERIM ACTIVITIES

Ouring the 1980 Interim, the Joint Committee (1) made an extensive review
of the literature concerning deinstitutionalization, (2) conducted a pilot
study of a project aimed at deinstitutionalizing the mentally ill, and (3)
held bi-weekly meetings on Tuesday evenings and Wednesday mornings to hear
testimony from State Oepartments and Agencies, experts on the process of dein-
stitutionalization, and interest groups. A detalled Interim Report was issued
covering the Joint Committee's activities and the testimony it heard.

At the completion of its first year of study, the Joint Committee concluded
that there were several major stumbling blocks to the deinstitutionalization
process in Maryland. These were: (1) the absence of high level responsibility
and accountability for a deinstitutionalization process; (2} the lack of overall
planning; (3) the lack of internal coordination within the Department of Health
and Mental Hygiene, and the lack of external coordination with other service
providers and Oepartments; (4) the fragmentation of funding and the lack of
substantial new money required to develop continuum of care programs which must
be in place before large numbers of people can be moved out of institutions;

(5) the absence of hard data pertaining to the needs of the institutionalized
population, and the number and needs of those in the community who are not
receiving services; and (6) the conflicting pressure to upgrade existing facil-
ities while, at the same time, deinstitutionalizing people.



As a result of its findings, the Joint Committee made nineteen recommenda=
tions for immediate attention and listed nine additional items for consiqeration
during the 1981 Interim. The status of each of the nineteen recommendations is
addressed in Chapter II.

DESCRIPTiON OF TERMS FOR DEINSTITUTiONALIZATION ALTERNATIVES

For Mentally Retarded and Developmentally Disabled Persons

Alternative Living Arrangement

An alternative living arrangement is a place of residence that substitutes
for the individual's own home or for the home of the individual's family. It
affords living experiences appropriate to the individual's functioning level.
(ACMRDD, Standards for Services for Developmentally Disabled Individuals,
Revised 3/80.)

Apartment Residences

Apartment residences for mentally retarded persons are non-institutional
housing which fall into three basic categories:

(1) apartment cluster - a functional grouping of a small number of
apartments housing retarded persons with separate apartment
housing supervisory staff.

(2) co-resident apartment - an arrangement in which retarded persons and
supervisory staff share the same apartment.

(3) maximum independence apartment - apartment for two to four retarded
adults who require occasional supervision which is provided one or
two days a week. (Health Resources Dictionary, Central Maryland
Health Systems Agency, Inc., Baltimore, Maryland, 1980.)

"'Supervised apartments' are apartments in which a range of services
appropriate to the habilitation needs of mentally retarded persons are arranged
coordlnated, and overseen by case managers. These apartments fall into four
categories of supervision for mentally retarded persons:

(1) apartments providing 30 hours of supervision per week;
(2) apartments providing 60 hours of supervision per week;
(3) apartments providing 90 hours of supervision per week; and

(4) apartments providing 120 hours of supervision per week.

Day Care

Day care provides habilitation services to Individuals according to an
individual program plan. Services are on a regular, repeated basis, and assist
the individual to acquire and maintain those life skills that enable him or her
to cope more effectively with the demands of their own person and their envi-
ronments. Habilitation services in day programs is an organized program for
acquiring, improving or maintaining a particular life skill. (Article 59A,
Annotated Code of Maryland; ACMRDD Standards, pages 21-22.)



Domiciliary Care

Domiciliary care includes (but is not limited to) the provision of
shelter, housekeeping services, board, facilities, and resources for daily
living, personal surveillance, or direction in the activities of daily living.
(Code of Maryland Regs. 10.07.03, Domiciliary Care Homes.)

Domiciliary Care Homes

Domiciliary care homes are institutions which admit aged or disabled per-
sons, maintain the necessary facilities and provide a protective institution
or home-type environment to persons who, because of advanced age or physical
or mental disability, are not gainfully employed. (Code of Maryland Regs.
10.07.03, Domiciliary Care Homes.)

Education

Education is a socially directed process to facilitate learning and
development through deliberate interventions. (ACMRDD Standards, page 22.)

"Special educational services," as used by the State Department of Educa-
tion, means the educational services necessary to assure that all handicapped
children are given the opportunity to reach appropriate levels of knowledge
and learning skills consistent with their potential and includes the full
range of these services, including special equipment, therapeutic treatments
ancillary to education, and transportation, whether provided as part of or in
addition to regular classroom placement or in separate public or private
classes or facilities. (Education Article, 8§ 8-401(a)(3), Annotated Code of
Maryland.)

Appropriate special educational services are to begin as soon as the
individual can benefit from them, whether or not the individual is of regular
school age. (Education Article, § 8-402(b).)

Each county board of education (1) is responsible for the identification
of handicapped children who need special educational services, including any
school age children in day care centers under jurisdiction of the Mental
Retardation Administration, and (2) shall provide or arrange for appropriate
educational facilities and services for these handicapped children. (Education
Article, § 8-411(c).)

Foster Care

Foster care is a special service rendered within the framework of a con-
tinuum of care to mentally retarded persons as an alternative to residential
placement, The service offers placement and supervision to mentally retarded
persons in the homes of people to whom they are not related by blood or
marriage when no other suitable community plan is available for them. Such
alternative situations consist of family homes, group homes, boarding homes,
and nursing homes. These have proven to be a most viable and successful
alternative to living in a State residential center (SRC).

Family care encompasses comprehensive utilization of community resources
and professional disciplines. Those services available to the community at
large should not be denied to any individual by virtue of his living in a
foster care placement. Coordination and planning for the provision of services
should be accomplished through the joint efforts of the agencies involved.
(Three Year Plan for the Mental Retardation/Developmental Disabilities Admini-
stration, F.Y. 1983 - 85, page 93.)



Group Home

A group home is a residential type facility which admits at least four
but not more than eight mentally retarded persons requiring specialized living
arrangements, and provides for them a home under the care and supervision of
responsible adult persons. |f a public facility, the group home is called a
""public group home." If a private facility, the group home is called a
“'orivate group home." (Article 59A, Annotated Code of Maryland.) Group homes
are used as a vehicle for normalization. (Health Resources Dictionary, Central
Maryland Health Systems Agency, Inc., Baltimore, Maryland, 1980.)

Respite Care

Respite care is the service provided for care of the mentally retarded
individual through the temporary separation from his natural or surrogate
family by placement in a public residential facility maintained by the Mental
Retardation/Developmental Disabilities Administration. This service provides
for one placement period up to 28 consecutive days or shorter placement periods
or both as determined for each situation within any 12 month period, but not
to exceed a total of 45 days within a 12 month period, in order to provide
relief for parents or guardians with whom the retarded person ordinarily lives.
(Title 10 DHMH, Subtitle 22 MRA, Chapter 06 Respite Care Services in Public
Residential Care Facilities Serving the Mentally Retarded.)

Village Concept

Patterned after the developmental model for habilitation, the ''village"
concept for mentally handicapped persons is viewed by its proponents as a
residential alternative to institutionalization. They also view it as a
deinstitutionalization alternative to urban apartments or small neighborhood-
based group homes.

Just as individuals in society are different, mentally retarded persons
comprise a diverse group of individuals. Each person has his/her own needs,
wants, and capabilities. Many can function in group homes or apartments in
an urban setting. Others may be unable to cope in this environment, or
actually regress.

Models of the ''village' concept are exemplified by:

Innesfree in Virginia

New England Villages in Massachusetts

The Lambs in I1linois

Concord in West Virginia

L'Arch in Erie, Pennsylvania

Camphill in Copake, New York and in Kimberton, Pennsylvania
Annandale Village at Suwanee, Georgia

The ''village' concept is not defined in law or regulation. Camphill
Village in Copake, New York is certified as a private school for the mentally
retarded. Because Camphill does not consider itself as a treatment facility
but a way of life, the regulatory idea of an individual program plan is alien
to it. The common theme of the village models is the sense of a community
effort and a spirit of sharing that promote links of friendship and confidence
among and between the retarded and the nonretarded (the latter includes staff,
families, house parents, or other community residents with whom the retarded
live and work).



The models differ mainly in the thread of work that ties the community
together. The Lambs operates a pet store, a restaurant, and a mail order
business. L'Arch uses community-sheltered workshops and activity centers.
Concord developed its own activity center. New England Villages employ
their residents in industry, in the community and also operate their own
contract-sheltered workshop.

While the Camphill Village in New York tries to be largely self-sufficient,
through such projects as its farm and bakery, it also makes every effort to
both bring the community into the Village and the Village into the community.
The former is achieved through many cultural events, such as concerts. The
latter is accomplished through such ventures as their support of the factory
for the making of orthopedic beds which provides support for Villagers and
developmentally disabled and non-developmentally disabled individuals from
the nearby area.

The Annandale concept in Georgia led to establishment of a non-profit
village for the mentally handicapped adult and retired persons, It is based
on the development over the next three years of an environment of mutual
assistance — retired persons teaching and working with the handicapped —
the handicapped caring for the elderly.

Typically located in a rural setting (does not preclude open suburban
land), activities that help to support the village may include gardens, green-
houses, as well as larger scale farming; arts and crafts; bread and cheese
making (raw milk and bakery licensing required). Annandale is planning to
build a shopping center run by the retarded.

Annandale is subsidized by individual tuition, personal donations, and
gifts with the goal of mimimum cost to the Villager. With this in mind, the
Annandale staff requests support from interested individuals as well as organ-
izations capable of contributing to the Annandale community.

Annandale recently constructed a 12-unit studio apartment complex for
mentally retarded adults to be subsidized by federal Section 8 Housing Assis-
tance Funding. To be supervised by a live-in house manager, eligibility is
determined by financial eligibility (below a maximum income limit of $10,700)
and personal capabilities to maintain an apartment.

None of these village models receive state funds., Generally, these
villages do not accept the whole range of mental disability. Following are
the criteria for admission to Annandale, which offers a variety of extra
curricular learning or developmental opportunities outside the Village (out-
side employment, counseling, and education are coordinated by the staff):

-- Nonpsychotic

-~ Educable }.Q. level

-~ Amenable to community living

-~ Capable of being trained to some productive job

-- Capable of Self Care - feeding, dressing and personal hygiene

== 17 years old except in unusual situations

-- Financial ability to pay the tuition fees

-- Final acceptance is based on a one to three month evaluation to
determine if the new Villager can adjust to community living and
maintain or enhance the quality of Village life.



Annandale accepts Supplemental Security Income (S.S.1.), Champus, Medi-
care, and Social Security.

In general, such a village consists of two or more individual homes,
renovated or newly built, that house four to eight retarded persons each
with at least one staff person.

Work Activity Center (Workshop)

A "“work activities center'" was defined as a ''workshop'' or a physically
separated department of a workshop having an identifiable program for clients
whose physical or mental impairments are so severe that their productive
capacities are inconsequential and there is no minimum wage guarantee. Unless
designated as a regular work program, the term workshop includes work activi=
ties centers. (The Maryland Facility Plan, Maryland State Department of Educa-
tion, Division of Vocational Rehabilitation.)

For the Mentally |11

Day Care

This term is used by the Department of Health and Mental Hygiene only
for services to the elderly, as follows:

(1) "Day care center for the elderly'" means a place operated for the
purpose of providing care for the elderly, with or without charging
a fee, and includes a place designated for group care for four or
more unrelated persons at least 60 years old.

(2) "Day care for the elderly" (DCE) means any program which provides
personal care, supervision, and an organized program of activities,
experiences, and therapies during the day in a protective group
setting. Day care offers an individualized plan of care designed
to maintain impaired aged persons at, or to restore them to,
optimal capability for self-care. Provided on a short-term basis,
day care for the elderly may serve as a substitute for or transi-
tion from an acute or special hospital, skilled nursing home, or
home health program to personal independence. Provided on a long=-
term basis, DCE may preclude the necessity for institutionalization
in long-term care facilities.

(3) '"Day care participant'' means a mentally or physically impaired per-
son, 60 years old or older, whose illness or disability does not
require 2b-hour inpatient care but which may, in the absence of
day care services, precipitate admission to, or prolong stay in,

a hospital, nursing home, or other long-term care facility. Persons
younger than 60 may be accepted with approval of the Department.

Day care participants have a regular place of domicile. (Code of
Maryland Regulations, 10.26.01, Day Care for the Elderly and
Medically Handicapped Adults.)

Domiciliary Care and Domiciliary Care Home

These terms have the identical meaning previously given.



Education Programs

"Education' is a generic term referring to the process of training and
the developing of knowledge, skills, abilities, etc. Within the context of
the Mental Hygiene Administration, (MHA), "“education programs" may refer to
such diverse activities as:

(1) Formal scholastic curriculum related to basic educational require-
ments for children and adolescents. This is provided in State
hospitals and residential treatment facilities by the State or the
local departments of education (e.g., the RICA-Rockville model), or
in combination of the two; these services may be available in local
schools in the community for adolescents in inpatient units, or may
be fully integrated into psychoeducational programs (e.g., the
Children's Guild). Additionally, MHA may provide on-site mental
health services to Level 5 educational programs in the local
schools or free-standing schools (e.g., the Phoenix Center model).

(2) Community education programs, as those consultation and education
(C & E) activities provided by most community programs as well as
by the Prince George's County program specifically funded for C&E).

(3) Continuing education programs developed for MHA staff development
(e.g., the Finan and Springfield series of workshops).

Foster Care

Foster care is the provision of care, board, and lodging by a provider
(the foster care holder) in the provider's own home. There should be no more
than three individuals so placed in any one provider's home at any one time.
The environment, care, and food should be such as would be expected in the
home of an average family. Each individual placement is made by an agency
(public or private nonprofit) which is responsible for developing for each
individual so placed a plan of care, treatment, or rehabilitation, and for
supervision of the individual and the care holder to ensure that this plan is
carried out. The agency is also responsible for recruitment and training of
care holders and for financial arrangements with the care holder, Foster
care placements can be short term for emergency purposes; longer term as a
step toward other living arrangements; or, for all practical purposes, per-
manent.

Socially-impaired adults in these family settings receive home and
supportive services and are capable of action for self-preservation in the
event of an emergency. (Authority: Mental Hygiene Administration.)

Independent Living

Independent living is the aim of services to the adult mentally chronically
disabled person. Overall, it means living in a personally chosen living space,
in which the individual is able to choose between living alone or with some
configurations of other persons. Financial responsibility rests with the
individual, directly or through the. individual's acceptance of support by a
significant other.
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Private Group Homes

Private group homes are residences established for the purpose of provid-
ing care or treatment for persons who have been or are presently under treatment
for a mental illness. These residences carry out a program of normalization,
provide a home-1like environment, have a program designed to develop in their
residents the ability to live independently, and assure availabilitg of super-
vision commensurate with the needs of the residents. (Article 59, 88 4-6,
58-69, Annotated Code of Maryland, Subtitle 21, Mental Hygiene Regulations
10.21.05 Group Homes for the Mentally Disabled, page 367, .02 Definitions.)

Supervised Apartments
(1) Level | - There are several criteria which must be met.

a. Lease is held by a local service provider and arrangements
for meeting rent requirements are made by the provider.

b. Supervision and support services in activities of daily living,
money management and crisis intervention are provided by paid
staff.

(2) Level Il -

These apartments are not leased by the service provider although
they may have been located with the help of program staff.
Residents are responsible for rental and sharing of household
duties among the apartment mates, Program staff may remain avail-
able for consultation and crisis intervention, but in a much
reduced role.

(3) A third type of apartment now being funded by MRDDA and potentially
funded by Project HOME, is an apartment in which there are live-in
staff. (Authority: !nternal MHA correspondence dated October 14,
1981 regarding Definitions of Alternative Living Units.)

Community Mental Health Facilities

These facilities are private or State-operated inpatient units located
within the jurisdictions they serve and licensed as general hospitals, special
psychiatric hospitals or residential treatment centers for minors.

Examples of General Hospital Psychiatric Units providing acute care:
Johns Hopkins, Sinai, Provident, Baltimore City Hospitals, University Hospital,
Montgomery County General, Prince George's General, Sacred Heart, Peninsula
General, etc.

State Community Mental Health Facilities

These facilities are inpatient hospital units operated by DHMH, licensed
as special psychiatric hospitals, located within their geographic service
areas and providing acute and subacute care as well as additional services
such as outpatient care. The bed capacity of these units is between 46 and 175.

Examples:

(1) Walter P, Carter Center: Inpatient unit, emergency treatment
unit and four satellite outpatient clinics.




(2) Thomas B. Finan Center: Inpatient unit, preadmission screen-
ing programs and three local health outpatient clinics.

(3) Highland Psychiatric Unit: Located at the Baltimore City
Hospitals providing acute and subacute care and 1imited
outpatient services to East Baltimore.

(4) RICA Programs: Serving adolescents between the ages of 12-17
for residential treatment, ages 13-20 for psychoeducational
day treatment. Such units are linked with local education
departments.

(5) oOther: Upper Shore Community Mental Health Center.

Mental Hygiene Institutions

(1

(2)

Hospitals licensed as "Special Psychiatric' with bed capacity of
over 200 and located outside of their catchment areas serving acute,
subacute and chronic cases. Most of these institutions are for
multipurpose utilization, thus serving other handicaps outside of
mental illness.

(Examples: Spring Grove, Springfield, Crownsville, and Eastern
Shore Hospitals.)

Special Institutions:

Clifton T. Perkins: Licensed as a "special psychiatric,' forensic

hospital providing 230 beds and statewide local forensic evaluations
as well as operating the Hamilton Halfway House.






CHAPTER 11

REVIEW OF 1980 RECOMMENDATIONS

In order to overcome or mitigate the stumbling blocks to deinstitutional-
ization identified by the Joint Committee during the 1980 Interim, a list of
conclusions and recommendations was presented in Chapter Vi of the First Report
of the Joint Oversight Committee on Deinstitutionalization. These recommenda-
tions were grouped by topic but were not presented in any priority order.

The following information reviews the nineteen recommendations, briefly
outlines the events that have transpired concerning each recommendation, and
indicates the Joint Committee's current position on them.

RESPONSIBILITY, ACCOUNTABILITY, PLANNING, AND COORDINATION
1.  Deinstitutionalization as a High Priority

Background: Because the Joint Committee concluded during the 1980 Interim
that a high level of commitment to deinstitutionalization is required
before any major change can occur, it recommended that the Governor and
the Legislature issue a joint statement announcing deinstitutionalization
as a high State priority.

In December 1980, members of the Joint Committee met with the
Governor to discuss the possibility of the Governor issuing an Executive
Order, or supporting-a Joint Resolution. At that time, either of these
suggestions appeared to be acceptable to the Governor.

When no Executive Order was forthcoming, the Joint Committee sub-
mitted HJR 99 and SJR 61 during the 1981 Session (see Appendix A). The
Senate Joint Resolution was passed and signed in April 1981 by the
Speaker of the House and the President of the Senate.

Although a special request by the Chairman of the Joint Committee
was extended to the Governor asking that he sign the Joint Resolution,
the Governor did not sign it. His position, in addition to uncertainties
about President Reagan's capping of Medicaid funds, was that he first
would like the results of a review of State concern for deinstitutional=-
ization by Secretary Charles R. Buck, Jr. and the staff of the Department
of Health and Mental Hygiene before preparing an Executive statement on
deinstitutionalization. (A copy of the Governor's March 4, 1981 letter
is contained in Appendix B.)

Current Position: The Joint Committee was disappointed over the Governor's
Tack of action on the Joint Resolution, and repeatedly expressed a strong
interest in receiving a formal executive statement on deinstitutionalization.



Finally, on November 23, 1981, the Governor addressed a letter to
the Chairman of the Joint Committee announcing the inclusion in the
F.Y. 1983 budget of an allocation of $2.5 million to enhance community
programs for the mentally ill, the mentally retarded, and the non-retarded
developmentally disabled (Appendix C). The Joint Committee commends the
Governor for his proposal to close the Henryton Center by June of 1985.

The Governor's program is praiseworthy and the Joint Committee
endorses it, but the Joint Committee believes that there is still need
for funding a long-range plan of care for the mentally ill, the mentally
retarded, and the developmentally disabled who are capable of living in,
and benefiting from, the environment of a community residence.

Finally, the Joint Committee believes that it and the several advocate
groups, served as the catalyst for the action taken by the Governor on
November 23, 1981,

Remove the Fragmentation of Services

Background: During the course of the 1980 hearings, the Joint Committee
became aware of the fragmentation of services for the mentally ill and
mentally retarded due in part to the organizational structure of the
Executive Departments. The Joint Committee unanimously agreed to send

a copy of the 1980 Interim Report to the Governor with a cover letter
expressing its concern over the fragmentation of services for the mentally
ill and mentally retarded, and the lack of coordination of these services
within the Executive Departments.

Testimony presented by Dr. Stanley R. Platman, Assistant Secretary
for Mental Health, Mental Retardation, Developmental Disabilities and
Addictions before the Joint Committee in June 1981 indicated that the
Mental Retardation and Developmental Disabilities Administration (MRDDA)
and the Mental Hygiene Administration (MHA) are cooperating in the
handling of the emotionally disturbed mentally retarded {(the ''Sachs"
population). In addition, there has been cooperation between the Depart-
ment of Health and Mental Hygiene and the Department of Human Resources
over nonnegotiated placement issues, but '"it should be clearly understood
that there are realistic problems between the two administrations.'

Current Position: The Joint Committee believes the issue of 'fragmented
services' remains and needs to be addressed further at both the Executive
and Departmental levels.

Prevent Institutionalization as a Condition for Commmity Programs

Background: The Joint Committee was concerned with the need for a person
to become institutionalized in order to qualify for some community pro-
grams, such as Project Home. It therefore recommended that Article 59 of
the Annotated Code be assigned to a committee, for the purpose of totally
rewriting Article 59 along the lines of the Department of Health and
Mental Hygiene's policy favoring community-based programs, and including
statements in Article 59 aimed at keeping people out of institutions.



DATA

The Committee on Article 59, chaired by former Senator John J. Bishop,
was requested to address this recommendation. A Subcommittee chaired by
Leonard C. Redmond, IIl, Esq. has been assigned this recommendation for
its study. This Article 59 Subcommittee has held several meetings and
drafted legislation for the purpose of evaluating mentally ill persons
prior to any institutionalization, to ascertain if a less restrictive
environment is appropriate.

The first draft, based on the geriatric evaluation model of pre-
screening, was rejected by the full Committee on Mental Health Laws. An
effort is underway by the Article 59 Subcommittee to prepare a new draft
that is considered acceptable for introduction in the 1982 Session.

The Committee on Mental Health Laws expressed agreement with the
Joint Committee's 1980 recommendation to revise Article 59 for the purpose
of preventing unnecessary institutionalization.

Current Position: The Joint Committee favors action by the Committee on
Mental Health Laws' Subcommittee on Article 59 to develop policy language
that facilitates access to community-based programs without the necessity
of first being committed to an institution.

BASE
Accurate Data Base as Prerequisite

Background: Because millions of dollars are being spent annually for
services to the mentally ill and mentally retarded without an accurate
data base on the people to be served or the types of services they need,
the Joint Committee recommended that the Secretary of Health and Mental
Hygiene give high priority to establishing an accurate data base pertain-
ing to the population for those for whom the Mental Hygiene Administration
and the Mental Retardation and Developmental Disabilities Administration
are responsible. This data should include the evaluation of, and plans for,
those persons in institutions, as well as the number of people in the
community in need of service and the type of service they require. The
Joint Committee requested that, by June 1, 1981, the Department submit
plans for the initial data collection project and a system for updating
the data.

On June 2, 1981, testimony was received from the Department of Health
and Mental Hygiene concerning the establishment of a data base regarding
the populations of mentally ill and mentally retarded persons in Maryland.
Dr. Stanley R. Platman, Assistant Secretary, stated that although no new
funds exist for the Mental Hygiene Administration, the current data system
is fairly comprehensive and provides a great deal of information on insti-
tutional and community population variables, as well as special studies.

Dr, James A. Brahlek, Chairman of the Data System Task Force for the
mentally retarded, reported on the progress the Task Force had made
toward developing an input document on client identification and service



needs. Training and ongoing assistance in administering the document had
begun, and implementation tests were expected to begin by July 1981. He
reported that by January 1983 the Mental Retardation/Developmental Dis-
abilities Administration anticipated the addition of a financial compon-
ent to the data system.

Dr. Brahlek reported two major issues of concern to the Mental
Retardation and Developmental Disabilities Administration. First, con-
tinued funding must be available to the Mental Retardation/Development
Disabilities Administration (MRDDA) and the Data Processing Division in
order to support and maintain the data system. Second, it is necessary
to obtain a new fulltime position devoted to the continued training of
provider agencies and the maintenance of system reliability.

Current Position: The Joint Committee is pleased that the Department of
Health and Mental Hygiene has begun to address the issue of establishing
an accurate data base for the mentally retarded. However, for the Mental
Hygiene Administration (MHA), a statistical printout of bed utilization,
net releases, admissions and readmissions is not sufficient information
on the mentally ill. There is a need to ascertain the level of care
required by the mentally ill patients, where this care can best be pro-
vided, a survey of the present network of services available, and what

is needed in the community to meet the determined needs.

The Joint Committee recognizes that the Department of Health and
Mental Hygiene does not have control over many needs of the mentally ill
and mentally retarded, specifically — housing, income, food, transpor=-
tation, vocational rehabilitation, social support, and advocacy. It is
for this very reason that recommendation 2 was included in the First
Report and sent to the Governor for his attention and needed direction
to the Executive Departments.

FUND ING
5. A Single Pinancing Formula for Local Health Departments

Background: The Joint Committee realized that more efficient and effec-
tive action would not be sufficient to solve the funding problem. For
this reason, it recommended in 1980 that a Single Financing Formula be
implemented, utilizing the Manpower Ratio Method, to prevent fragmenta-
tion of funding and to provide new money for community-based programs.
It requested that the Governor incorporate the formula in the Budget
Bill for F.Y. 1984, and utilize it to develop the appropriations for
local health services. The following provisions were to be included:

(1) That all non-residential health services be included in the
Single Financing Formula;

(2) That no jurisdiction receive fewer dollars than appropriated
under the existing formula in F.Y. 1981; and

(3) That no health programmatic component area be significantly
reduced.



House Bill 465 was introduced during the 1981 Session to provide
this method of financing local health services. Both the Department of
Health and Mental Hygiene and Baltimore City testified against the bill
before the House Appropriations Committee. The Committee gave the bill
an unfavorable report. House Bill 465 is shown as Appendix D.

Because the Single Financing Formula encompasses a broader range of
services than the charge of the Joint Committee, it agreed not to re-
submit legislation to establish the Single Financing Formula but instead
to request that the House Appropriations Subcommittee on Health and the
Environment consider submitting similar legislation during the 1982
Session. To that end, a letter outlining the feeling of the Joint
Committee and a copy of House Bill 465 were sent on Dctober 15, 1981 to
the Chairman of the House Appropriations Subcommittee on Health and the
Environment. (See Appendix E.)

Current Position: The Joint Committee is concerned about a real, consis-
tent commitment of funds to implement deinstitutionalization. The Single
Financing Formula offered an approach that would foster its realization.
This funding mechanism was developed by over 25 employees of the Depart-
ment of Health and Mental Hygiene as the ''Task Force on Community Services
Financing"” (report entitled, "Financing Community Health Services Through
Local Health Departments Under a Single-Financing Formula: A Report to
the House Appropriations Subcommittee on Health and the Environment,'
September 1, 1977).

In its review of this issue on Dctober 28, 1981, the House Appropria-
tions Subcommittee on Health and the Environment concluded that another
statutory aid formula would further dilute the State's ability to develop
its own budget. On that basis, the Subcommittee adopted the position
that local health be considered along with other health priorities in
the budgetary process and not be codified as a statutory funding formula.

Nevertheless, the Joint Committee supports strong adherence to the
MHA and MRDDA reallocation plans of the Department of Health and Mental
Hygiene. Furthermore, the Joint Committee recommends that progress on
the reallocation of funds from institutions to the community be monitored
regularly by the appropriate legislative committees. Special attention
should be given to see that reallocated funds do indeed follow patients
transferred from institutions to the community, as well as apply to
persons on community waiting lists.

Study of Health Needs and Development of a Fiscal Incentive Program

Background: Following the consideration of the Single Financing Form?la
[which would calculate needed funds into the Local Health Administration,

distributed through the planning/budgeting process), the Joint Committee
recommended that the Department of Health and Mental Hygiene undertake .
a study to establish appropriate health needs indicators to compute basic
local health services in relation to needs and population, instead of
only calculating needs by means of the manpower ratio based upon popula-
tion initially called for by the Formula.



In addition, the Department of Health and Mental Hygiene was asked
to establish incentives for the local health departments to encourage
community-based services. Thus far, the fiscal incentive has been to
send citizens to institutions for care at no cost to their local govern-
ment.

It appears that the Department of Health and Mental Hygiene is
barely addressing this recommendation. The MRDDA data system could be-
come part of a needs indicator study. The Joint Committee discussed
other incentives for reallocation of funds from institutions to the
community.

Current Position: Whether or not a Single Financing Formula ever becomes
a reality, it would be beneficial for the Department of Health and Mental
Hygiene to establish appropriate health needs indicators for local health
service needs. Knowing what is needed, by a known number of people in
each county and Baltimore City, would allow for more equitable distribu-
tion of funds budgeted for each local health department. The Joint
Committee recommends that legislative oversight be maintained over the
implementation of the MHA and MRDDA reallocation plans to ensure that
money continues to follow patients transferred from institutions to the
community.

Shifting Funds from Institutioms into Community-based Services

Background: The Joint Committee requested the Department of Health and
Mental Hygiene to establish guidelines as to what it considers an appro-
priate point for funds to be diverted from institutions to community
programs, as significant reductions of inpatients occur. It further
recommended that funds freed at that point flow immediately into community-
based services.

On June 2, 1981, Dr. Stanley R. Platman, testified that the Mental
Hygiene Administration (MHA) is developing a formula that would allow
funds to flow from the regional centers to the community programs based
on census reduction. Dr. Alp Karahasan, Director of the Mental Hygiene
Administration, confirmed this proposal on August 25, 1981 by stating
that in April 1982 the Mental Hygiene Administration planned to make an
"identification of recipients and development of a basis for determining
the amount of resources to be transferred from State hospitals to community
programs,'

""The basis for determining an amount to be transferred to community
programs will consist of: (a) a hospital's and the community's success
in reducing inpatient days (excluding days utilizied by patients with
the primary diagnosis of alcoholism); (b) patient day charge; (c) community
need; (d) the extent to which the hospital is above or below the average
patient day charge; and (e) maintaining a portion of any savings for
hospital enrichment."

Between F.Y. 1983 and F.Y. 1984 the Department plan is to shift

funds and personnel to Program 12 (Community Services) in the institutions®
budgets and eventually from the institutions' Program 12 to the Central
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Office grants within Program 12, 'Awarding of these funds will be done
by the Regional offices based on continuing analysis of community needs
and the impact of services funded through grants on hospital admissions.
Increases in hospital admissions will result in a reallocation of Program
12 funds to the facilities."! (See Appendix F, page 81.)

It is important to note that resources already have been reallocated
to the community., Examples of this shifting of resources are: (1) the
closing of the Ritchie Building and placement of mentally retarded clients
in the community, (2) movement of positions in institutions to case
management positions in Project Home, and (3) movement of funds from
Mental Hygiene facilities with the movement of the Sachs population.

Current Position: The Joint Committee is encouraged by the Department's
Executive Plan for the Mental Hygiene Administration (MHA) during fiscal
years 1983 - 1985 (Appendix F). This Plan represents a new strategy to
reallocate staff and funds from major State hospitals to community-based
programs within existing budget appropriations. Since it did not include
new money to accelerate deinstitutionalization, the Joint Committee was
heartened by the November 1981 MHA Accelerated Deinstitutionalization

Plan (Appendix G). The $700,000 in new F.Y. 1983 money approved by the
Governor will increase needed support for MHA's psychosocial programs

and enable 50 more patients in the community to be served (see Appendix H).

in the same spirit, the Joint Committee is pleased with the Governor's
announcement to close the Henryton Center by June, 1985 (Appendix C). For
the first phase, $646,000 is to be reallocated to place mentally retarded
clients in community residences who already attend day programs in the
community.

These initiatives appear promising, but the Joint Committee remains
wary that the reallocation of funds from a State institution is largely
contingent on an institution's success in reducing inpatient days. Any
increase of admissions in other institutions could result in a new re-
allocation of funds to these facilities.

The Joint Committee supports the retention of funds freed for re-
allocation from institutions to community-based programs, provided a
concrete plan for the use of these funds is approved during each year's
budget process. (See recommended legislation, Chapter IV.?

The Joint Committee recommends that group homes and alternative living
arrangements in the community be exempted from the new procurement provi-
sions of Article 21 of the Maryland Annotated Code.

The appropriate budget analyst in the Department of Fiscal Services
is requested to monitor the Department's progress in the implementation
of its reallocation plans.

Obtainment of Non-State Funds
Background: Because at least 135 federal programs existed directly or

indirectly that could benefit the mentally and physically disabled, the
Joint Committee recommended that a position within the Department of Health
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10.

and Mental Hygiene be assigned primary responsibility to aggressively
explore and obtain new funding sources that assist Maryland in develop-
ing programs relating to deinstitutionalization of the mentally ill and
mentally retarded. Funds from all sources, including CETA, Vocational
Rehabilitation, Titles XVI1l, XIX, and XX, were recommended for consider-
ation and reevaluation in light of each target population.

Due to the federal fund cutbacks in F.Y. 1982, which are anticipated
to continue into future years, the Department of Health and Mental Hygiene
has not addressed this recommendation adequately.

Current Position: The Joint Committee is aware of the federal budget
reductions. However, the recommendation to review all federal programs

is to ascertain whether the State is taking full advantage of all avail-
able programs. In view of the current context of the Reagan Administra-
tion's policies, this recommendation should be creatively pursued with
respect to funds from the private sector. Means of permitting and obtain-
ing funds and services from private business, private foundations, United
Way, individual and organization volunteers, foster care, and other inno-
vative approaches should be diligently explored.

Use of Governor's Maryland National Relations Office in Washingtom, D.C.

Background: The Joint Committee recommended that the Department of
Health and Mental Hygiene develop a closer working relationship with the
Governor's Maryland National Relations Office in Washington, D.C.

The Department of Health and Mental Hygiene indicated a very good
working relationship with its Washington liaison during the deliberations
on the federal fund reductions.

Current Position: The Joint Committee is satisfied with the Department's
efforts to utilize the Washington, D.C, liaison through the Maryland
National Relations Office.

Contracted Services as Alternative to Direct Services

Background: The Joint Committee believes that the Department of Health
and Mental Hygiene should be divested from the role of providing direct
services wherever feasible and possible. The Department should steadily
provide more contracted services and increasingly limit its role to plan-
ning, data control, and promoter and overseer of service delivery.

This position was reinforced during the 1981 Interim by a statement
of Dr. Stanley R. Platman, who said, "It is our intent to contract out
for services, whenever possible."

Current Position: The Joint Committee continues to support contractual
arrangements that encourage private provider initiatives, proprietary
as well as nonprofit.
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INSTITUTIONS

11.

12.

Terminate New State Facilities

Background: The Joint Committee observes from the Department's MHA
Executive Plan for fiscal years 1983 ~ 1985 (Appendix F, pages 8 - 9)
that "... retention in a large institution for no clinical reason ...
exacerbates the very conditions that treatment is intended to ameliorate."
Further, '"... additional evidence has developed indicating that treatment
in smaller community-based inpatient units is far more effective than
treatment in large State hospitals .... While inpatient treatment in a
community-based facility is more effective than treatment in a State
facility, alternatives to any type of inpatient treatment -~ day treat-
ment, halfway houses, supervised apartments, to mention a few — often
represent even more cost effective treatment for appropriate individuals
than community-based inpatient treatment.'

In 1980 the Joint Committee recommended that the Executive and the
Legislature mandate the termination of new State hospital-based non-
community oriented programs.

The Department of Health and Mental Hygiene has indicated that 'no
new State hospitals are planned for the Mental Hygiene Administration or
the Mental Retardation/Developmental Disabilities Administration.'

Current Position: The Joint Committee views the above statement about no
new State hospitals as very positive. However, the Joint Committee desired
clarification of terms such as '"'State hospitals'' and ''community-based State
facilities.”" The Department responded by describing ''State Community
Mental Health Facilities' as inpatient hospital units operated by DHMH with
a bed capacity between 46 and 175. Licensed as special psychiatric hospit-
als, they provide acute and subacute care and other services, such as out-
patient care, within the geographic service areas they are located.

“Community Mental Health Facilities' are described as private or
State-operated inpatient units located within the jurisdictions they
serve and licensed as general hospitals, special psychiatric hospitals or
residential treatment centers for minors.

The Joint Committee feels that these terms may lack the precision
desired to assure that no more State hospital units will be built. The
Joint Committee favors the development of small mental retardation communi-
ty-based residential programs for which federal Title XIX funds would
qualify. Terms for these residential programs should be clarified.

Revision of Mental Hygiene's Master Facility Plan

Background: Based upon testimony presented to the Joint Committee by the
previous Mental Hygiene Administration Director, the Committee recommended
that the Secretary of Health and Mental Hygiene direct the Mental Hygiene
Administration to revise its 1980 Master Facilities plan to identify one
or more State institutions for closure.
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13.

The 1980 Joint Chairmen's Report broadened this recommendation to
include the entire Department of Health and Mental Hygiene. It stated:

Master Facilities Plan: The Committee notes that the Depart-
ment of Health and Mental Hygiene, in submitting its list of
potential reductions included the closure of a number of
State health facilities. The Committee also notes that the
Department has presented capital facilities plans that do not
indicate the closure of facilities is likely — given the
emphasis on deinstitutionalization and the fiscal outlook.
The Committee shall receive by September 1, 1981, the
Secretary's plan for the timing of upgrades and closures.

For each institution that his plan indicates are to be
closed, he shall prepare a time phased implementation plan
indicating the arrangements for patients, employees and
facilities.

Because this item became a much broader project than just the revi-
sion of the Mental Hygiene Administration Master Facilities Plan, the
Department of Health and Mental Hygiene requested an extention of time
to complete the project. The Department responded on November 24, 1981
with an updated Master Facilities Plan for fiscal years 1982 - 1991. The
summaries of the Plan applicable to the Mental Retardation and Develop-
mental Disabilities Administration (MRDDA) and the Mental Hygiene Admin-
istration (MHA) are shown as Appendix |. It does not reflect the proposed
closure of the Henryton Center.

Current Position: This remains an important issue. While the Bed-Day
Utilization Table presented to the Joint Committee by Dr. Karahasan indi-
cated a reduction in bed-day utilization at the four major regional
hospitals, it also indicated an increase in bed utilization at the ‘''commun-
ity-based" State facilities (an increase of 50,067 bed days between 1978
and 1980). Since "community-based State facilities" are in fact State-run
hospitals with inpatient services, this situation reinforces the need for
the Department to further clarify its terms concerning facilities.

Delicensing of State Hospital Beds

Background: The Joint Committee realized that unless beds were delicensed,
they would be refilled with new people. It therefore recommended that,

as people are moved to community residences, an equal number of beds be
delicensed from the State institutions. Residents should be moved in

such a way as to depopulate whole units and/or cottages most in need of
being emptied.

With the exception of the Mental Retardation/Developmental Disabili-
ties Administration's clients in the Ritchie Building, this has not been
happening. The previous statements under recommendation 12 would indicate
that just the opposite is occurring because of the opening of new ''commun-
ity-based' State facility beds, new specialty beds, and clustered group
home beds.
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14.

Dr. ?Iatman testified that, unless legislation is enacted that pre-
vents admission to specific facilities, the Department of Health and
Mental Hygi?ne cannot deny appropriate legal admissions. In fact, 'we
(DHMH) continue to reduce capacity based on declining population and
resource capacity. This has led to a squeeze on admissions and legis-

Iat!ve.critizism and even proposed legislation to force us to take
admissions," according to Dr. Platman.

Current Position: The Joint Committee position is unchanged, and it looks
for legislation providing for delicensing of beds to be introduced by
individual Committee members.

Limit Capital Improvements to Life Safety Requirements

Background: In 1980 the Joint Committee recommended, excluding facilities
for the criminally insane, that F.Y. 1982 Capital Budget items for existing
institutions be limited to life safety projects.

The Committee was alarmed by the Department of Health and Mental
Hygiene's request for approximately $35 million in F.Y. 1982 Capital
Projects for State institutions for the mentally ill and mentally retarded.

Due to the anticipated review of the Mental Hygiene Administration
Master Facilities Plan, the Department of Health and Mental Hygiene with-
drew its request for $1.6 million to renovate two cottages at Crownsville.
However, this same item has been given number one priority on the Depart-
ment of Health and Mental Hygiene's request for capital projects in
F.Y. 1983.

The 1980 General Assembly approved a $2.5 million request for renova-
tion of the Tawes Building at Eastern Shore Hospital Center despite the
fact that the renovation was for air conditioning, considered ''quality of
care," not '"'life safety." 1In addition, the General Assembly approved
$2.3 million in capital projects at Rosewood Hospital Center.

Current Position: The Joint Committee questions the expenditure of large
sums of money for ''quality of care' projects in institutions if similar
expenditures can be more effective and beneficial in the community.

Funds currently are going to develop modern replacement beds in insti-
tutions rather than to establish more appropriate beds in community set=-
tings. However, the $2.3 million in capital projects approved in 1980 for
Rosewood Hospital Center includes $1.95 mlllion to renovate the Tuerk and
Turner Buildings, to provide 64 modern beds. ($110,000 was approved to
prepare plans for the Richards and Finesinger Buildings; $250,000 for a
steam distribution system.) The $1.95 million represents a cost of
$30,469 per bed.

The Joint Committee requests that the Fiscal Committees distinguish
more sharply between expenditures for existing institutions (in which a
long term absence of projected community-based alternatives exists for
certain clients), and similar expenditures that can be used more wisely
to develop alternative living arrangements in the community.
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16.

For example, how many group homes, with an average of seven client
beds each, would $2.5 million provide? Perhaps 12 new group homes could
be constructed in communities for 84 clients. Perhaps 50 homes could be
renovated for 200 clients. Or perhaps $2.5 million would furnish 250
to 300 or more supervised apartments for 1,000 clients.

The Joint Committee believes the time has come to terminate the
“institution syndrome.'' Certainly, in today's society and with sums such
as $2.5 or $2.3 million, it appears preferable to provide community-based
living arrangements as the more feasible approach.

Upper Shore Community Mental Health Center

Background: in 1980 the Joint Committee recommended that the 99-bed
mental health component of the Upper Shore Community Mental Health Center
in Chestertown be opened and operated by a private, nonprofit community-
oriented organization.

The Joint Committee spent several hours on June 16, 1981 receiving
testimony concerning the Upper Shore Community Mental Health Center.
Dr. Harold M. English, Superintendent, Eastern Shore Hospital Center,
and several people representing private interests, presented their views
pertaining to the operation of the new facility.

On June 2, 1981, Dr. Platman said, '"ft is our intent to attempt to
contract out for services, whenever possible. However, if we should
obtain the resources to operate Upper Shore in F.Y. 1982 and F.Y. 1983,
we would initially operate it as a State facility.'" The facility with
basic equipment has been unused since its completion over a year ago.

By November 1981, plans had become firm for the Mental Hygiene
Administration to open 64 beds on March 1, 1982 at the Upper Shore
facility with concurrent delicensing of 76 beds through closure of the
Nice Building at the Eastern Shore Hospital Center.

Firm support also has been worked out for the Alcoholism Control
Administration (DHMH) to contract the operation of another 20 beds for
addiction treatment by a private, nonprofit provider in F.Y. 1983.

Current Position: !nasmuch as the problems that existed at the Upper

Shore Community Mental Health Center are in the process of being adequately
addressed, the Joint Committee supports the expeditious opening of the

84 beds designated for operation at the Upper Shore facility.

Regidential Centers in Harford County and Southern Maryland

Background: The Joint Committee, in 1980, recommended that the Department
of Health and Mental Hygiene discontinue its plans to establish the
Harford County Residential Center and the Southern Maryland Retardation
Center, but instead to continue its efforts to obtain privately operated
scattered site group homes in established neighborhoods.
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The original plans, if implemented, would result in facilities set
apart from established community settings, violating the principle of
locating such group homes in established neighborhoods to encourage the
highest possible normalization of their residents.

After the publication of its First Report, the Joint Committee was
requested by Senator Simpson and Delegates Quade, Sprague and Parlett
to hear additional testimony on the Southern Maryland Retardation Center.

As a result of the meeting and testimony presented, the Joint
Committee voted to delete any reference to the Southern Maryland Center
from the First Report. A letter to that effect was sent to President
James Clark and Speaker Benjamin Cardin.

Dr. Stanley Platman testified that ''the Mental Retardation/Develop-
mental Disabilities Administration does not intend to construct the
Harford County Residential Center but it will develop a small central
facility (23 beds) and scatter sites in Southern Maryland."

During the 1981 Interim the Joint Committee made a site visit to the
proposed Southern Maryland Mental Retardation Center. It found that the
location was two miles from the nearest store and was surrounded by
fences in barbed wire farmland, a water treatment plant, the Spring Dell
Center thrift shop, workshop and day care center, a small trailer park
and military housing. The Joint Committee would have preferred that
these homes had been located in a neighborhood setting.

On September 9, 1981, the Joint Committee heard testimony on behalf
of J. Thomas Barranger, County Executive, Harford County. Included in
the testimony was a history of the proposed Harford County Residential
Center. The Residential Facility Advisory Committee has revised its
proposal and is asking the Mental Retardation/Developmental Disabilities
Administration to consider the construction or rehabilitation of one
group home that will provide a residence for six persons presently in-
appropriately placed.

Current Position: The Joint Committee is aware of the many years that

the Southern Maryland Retardation Center has been in the planning stage
and the commitments made to build this facility (architectural plans now
are being prepared). The Joint Committee commends the citizens of Charles
County for their initiative in developing alternatives to large institu=-
tions. Acknowledging the nature of the rural area involved {as distin-
guished from an urban or suburban area), the Joint Committee believes

that certain living arrangements in a rural setting are valid alternatives
that may promote normalization. However, the Joint Committee continues

to support and encourage group homes and supervised apartments in scattered
sites within established neighborhoods to promote maximum client normali=-
zation.
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Training of Staff for Community-oriented Services

Background: In 1980 the Joint Committee recommended that the Department
of Health and Mental Hygiene's program for the Education and Training

of Professional Personnel and the State Board for Higher Education shift
their emphasis of education for health care professionals and training
for institutional staff from institutional type treatment to community
oriented services.

The Joint Committee had concluded that deinstitutionalization will
be, at best, a partial success as long as the emphasis continues to be
on the use of educational resources to develop knowledge and technology
for institutionalized treatment and maintenance.

Both the Mental Hygiene Administration and the Mental Retardation/
Development Disabilities Administration have some in-service training
programs for their employees. However, the majority of educational
opportunities, including in-service and particularly higher education,
are institutionally oriented,

Current Position: The position of the Joint Committee remains unchanged.
Training and education along the lines of the ''developmental model'!
instead of the "medical model'' are essential if community-based services
are to be oriented to realistic habilitation and normalization.

Assistance to Employees Affected by Deinstitutionalization

Background: In 1980 the Joint Committee recommended that the Department
of Health and Mental Hygiene establish time lines and procedures to
retrain, redirect, relocate and counsel employees whose jobs at the
institutions will be retrenched. When possible, employees should be
transferred from institutions to other State service, to local health
care centers, or to community-based programs. Consideration should also
be given to a plan to rehire these employees under private contracts
rather than as civil servants.

Testimony on August 11, 1981 from the Department of Health and
Mental Hygiene described the closure of the Thomas Wilson Center as a
good example of how well the Department is able to follow this recommenda-
tion. However, Dr. Platman expressed his concern that State and federal
cutbacks and legislative actions were leading to workforce reduction
rather than reallocation.

Current Position: The Joint Committee believes that personnel issues are
of major importance if deinstitutionalization is to proceed successfully
in Maryland. The Joint Committee was impressed by the chronology of
careful planning that assisted the relocation of employees affected by
the closure of the Thomas Wilson Center. The Joint Committee also is
encouraged by the strong provisions of the ""Employee Reassignment Plan
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For Maryland State Government' prepared by the Department of Personnel.
The Joint Committee urges a continued commitment to assist the reloca-
tion with any needed prior training of employees whose positions are
affected by deinstitutionalization.

CONGRESS IONAL SUPPORT
19. Communications with Congress

Background: The Joint Committee, aware of several issues in 1980 before
the United States Congress that dealt with barriers to community care,

realized the importance of Congressional support of deinstitutionalization.

Upon the Committee's recommendation, the 1980 First Report of the Joint
Oversight Committee on Deinstitutionalization was sent to Maryland's two
Senators and eight Representatives in Congress, with a covering letter
requesting their support of appropriate federal legislation affecting
deinstitutionalization.

Letters of response were received from Senators Mathias and Sarbanes,

and from Representatives Dyson, Holt, Long, Mikulski, and Representative
Spellman's staff.

Current Position: The Joint Committee encourages better communication
between State officials of the Legislature and Executive Departments,
and its Maryland Congressional Delegation. The degree to which federal

actions may bear on deinstitutionalization efforts to assist the mentally

i11, the mentally retarded, and persons with other handicapping disabili-
ties, should prompt positive communications between our State officials
and Maryland's Congressional Delegation.
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CHAPTER 111

SUMMARY OF JOINT COMMITTEE ACTIVITIES DURING THE 1981 INTERIM

The Joint Committee proceeded where it left off with a review of its 1980
Interim recommendations (see Chapter 1i). The agenda for the 1981 Interim
included several hearings and considerations preplanned at the end of 1980.

REVIEW OF F.Y. 1982 CAPITAL BUDGET ITEMS

Pertinent aspects of the F.Y. 1982 Capital Budget were reviewed, includ-
ing the following items approved in the 1981 Session:

(1) $2,460,000 - renovation of the Tawes Building, Eastern Shore
Hospital Center;

(2) $110,000 - equipment for Intensive Treatment Building, Springfield
Hospital Center; and

(3) $2,060,000 - renovation of Tuerk and Turner Buildings; planning for
renovation of Richards and Finesinger Buildings - Rosewood Center.

The Joint Committee discussed the status of planning for the Southern
Maryland Mental Retardation Center at LaPlata in Charles County. The Department
of State Planning has approved a bid for architectural plans for a cluster of
three group homes with 23 beds (up to $92,000 authorized for this purpose in
the F.Y. 1979 Capital Budget). While the proposed location for these homes
does not coincide with the Joint Committee's preference for privately operated
scattered site group homes within established neighborhoods, it recognizes
the prior years of concerned effort and commitments to have these facilities
constructed.

PENNHURST DECISION

The Committee reviewed the impact of the U.S. Supreme Court's decision in
the case of Pemnhurst State School and Hospital vs. Terri Lee Halderman et al.
Decided on April 20, 1981, this case centers around the question as to whether
Section 6010 of the Federal Developmentally Disabled Assistance and Bill of
Rights Act mandates the entitlement of mentally retarded persons to "'appropri-
ate treatment, services, and habilitation' in !"the setting that is least
restrictive of ... personal liberty" as a condition for federal allocation
of funds to the State providing for their care.

The Supreme Court held that Section 6010 does not create in favor of the
mentally retarded any substantive rights to "appropriate treatment' in the
"least restrictive'' environment. Section 6010 '"findings' represent general
statements of federal policy, not newly created legal duties. '... Congress
made clear that the provisions of Section 6010 were intended to be hortatory,
not mandatory."
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However, in a letter dated June 16, 1981 from Stephen H. Sachs, Attorney
General, to Charles R, Buck, Jr., Secretary of Health and Mental Hygiene,
... it would be a mistake to assume that Pennhurst provides a carte blanche
'legal blessing' of the status quo. It does not." (See Appendix J.)

Several issues in Pennhurst were remanded to the Third Circuit Court of
Appeals for consideration. As one example of the fiscal impact of "institu-
tional conditions' litigation could have against Maryland's institutions for
the mentally retarded, Attorney General Sachs pointed out that, in F.Y. 1980,
the estimated annual cost to fully implement all individual patient ''plans of
care' was in excess of $12 million,

The Attorney General concluded: '... the State's potential legal liabil-
ity in this area was not completely, or even primarily resolved by the
Pennhurst decision. Legally, we should do considerably more to improve in-
stitutional conditions and increase the number of community-based programs
for mentally retarded patients. If we don't, we continue to assume the real
risk that we will be ordered to do so by a State or federal court."

In the Joint Committee's review of legislation enacted during the 1981
Session that related to deinstitutionalization, special attention was given
to House Bill 656 (Chapter 632). This legislation requires the Mental
Retardation and Developmental Disabilities Administration (MRDDA) to prepare
a plan for the placement in the least restrictive setting of residents in
its State institutions over a three-year period.

(1) By July 1, 1982 -- based on an individualized program plan, an
assessment of the number of residents who may function appropriately
in less restrictive facilities.

(2) By July 1983 -- an assessment of the number, type, and location of
alternative facilities needed in the community for the habilitation
of all these residents. Includes a detailed listing of resources
and procedures necessary to create these alternative facilities,
accompanied by an analysis of the feasibility of transferring
resources from State to community facilities.

(3) By July 1, 1984 -- a summary of the individualized program plans
(1PPs) with a proposed schedule to relocate residents for whom the
IPPs indicate a less restrictive placement is appropriate.

A system to monitor community services is to be developed. Importantly,
MRDDA is authorized to transfer positions and funds from these institutions to
its central administration to accomplish the provisions of this legislation.

REPORTS FROM THE DEPARTMENT OF HEALTH AND MENTAL HYGIENE (DHMH)
The Secretary of Health and Mental Hygiene, Charles R. Buck, Jr., pre-
sented a likely picture of the distribution of anticipated federal block grant

reductions. He stated that the federal budget cuts would not remove deinsti-
tutionalization as a "high priority" but simply make it harder to achieve.
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Dr. Stanley R. Platman, Assistant Secretary for Mental Health, Addictions,
Mental Retardation, and Developmental Disabilities, reaffirmed the high priority
of deinstitutionalization, but declared it is not a unilateral conception.
Other areas that can make or break the lives of individuals currently deinsti-
tutionalized or who will be, over which DHMH has no control, include:

e Housing. People leaving an institution require decent housing. In
recent years part of that housing has been achieved for low income
persons under Sections 202 and 8, U.S. Department of Housing and Urban
Development. These programs now are in jeopardy because of federal
budget cuts. Section 202 is being pulled back from the handicapped
population.

e Income. People need money to live. Supplemental Security Income (SSI)
is In jeopardy for persons with an alcohol or drug addiction problem.

e Food Stamps. Proposed cutbacks will impact on part of the Department's
population being served.

e Transportation. Cutbacks will affect this area.
e Vocational Rehabilitation. A large number of employees are being laid

off due to the federal cuts in block funds. The Department needs paid
employment in shelter workshops, which also will suffer from cuts.

e Title XIX. DHMH needs funds from this source for health services, not
just for mental health/mental retardation services.

® Legal advocacy and social support. Federal funds are being cut.

Nothing is more important than the attitude of the population. These are
issues over which DHMH has no control., All these factors make up the safety
net that is now threatened. Thus, Dr. Platman exclaimed, ''DHMH can have the
highest priorities in the world, but if these factors are missing, lives out
there will suffer more than currently.!

Reports were given on the current status of data base systems for the
Mental Hygiene Administration (MHA - see Appendix K and Appendix L) and the
Mental Retardation and Developmental Disabilities Administration (MRDDA - see
Appendix L and Appendix M).

MHA now has a fairly substantial system and has no plans to ''revamp' it.
Actually, there are two Mental Health Statistical Systems as illustrated in
both Appendix F and Appendix K. 1t surveys both on-going collections and
examples of special studies conducted each August with a "one day census' of
all persons in Mental Hygiene hospitals. It also provides examples of infor-
mation from other sources, preventing duplicative efforts.

MRDDA is in the process of developing a client data system. More is

reported on the status of the data base systems for MHA and MRDDA populations
in Appendixes K, L, and M.
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The Joint Committee held a hearing on ways of opening the new 99-bed
Upper Shore Community Mental Health Center in Chestertown, Kent County.
Alternative operations of the facility were discussed: (1) by the State,

(2) by a nonprofit organization, and (3) by a proprietary corporation. Views
were presented by representatives of the Medical Services Corporation, the
Hospital Corporation of America, and Retirement Living, Inc.

An outstanding report on deinstitutionalization in ltaly was presented
to the Committee by Loren R, Mosher, M.D., Uniform Services University of the
Health Sciences. His report is attached as Appendix N, entitled ltaly's
Revolutionary Mental Health Law: An Assessment.

SITE VISITS

Members of the Joint Committee benefitted from two arrangements for site
visits. With the cooperation of MRDDA, the first arrangement provided site
visits to the (1) Great Oaks Center, (2) the proposed site for the Southern
Maryland Mental Retardation Center in Charles County, (3) Spring Dell Develop-
ment Center in La Plata, and (4) group homes in St. Charles.

The second was arranged by Mel Knowlton, Director of the Bureau of Program
Development for mentally retarded persons in Pennsylvania. In addition to
members of the Joint Committee, members of the House Appropriations Subcommittee
on Health and the Environment, personnel from the Department of Health and
Mental Hygiene, the Department of Budget and Fiscal Planning, and the Governor's
Office traveled to Harrisburg, Pennsylvania. A slide presentation of alterna-
tive living arrangements with questions answered by Mr. Knowlton, his staff,
and providers preceded the site visits. These persons took small groups to
group homes and scattered site apartments in the neighborhoods of two Pennsyl=
vania counties. Sites operated by both nonprofit and proprietary providers were
visited,

EMPLOYEES AFFECTED BY DEINSTITUTIONALIZATION

A full meeting was devoted to hearing views on deinstitutionalization from
representatives of the Maryland Nurses Association, the Maryland Classified
Employees Association, the State Employees Management and Professional Associa-
tion, and the Maryland Chapter of the American Federation of State, County and
Municipal Employees. The Department of Personnel and the Department of Health
and Mental Hygiene's Chief of Personnel Services spoke of the State's commit-
ment to assist employees who face layoffs under an Employee Reassignment Plan.
The closure of the Thomas Wilson Center during 1981, with plans prepared in
1980, was submitted as an example of the effectiveness of such a reassignment
plan (the chronology is in the files of the Joint Committee). Written state-
ments, with case studies, were later submitted by the Division of Correction,
Department of Public Safety and Correctional Services.
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VIEWS OF PARENTS, GUARDIANS & FRIENDS, AND CITIZEN ADVISORY BOARDS

A lengthy meeting was held to hear a spectrum of views on service delivery
concepts: '"'Alternatives on Deinstitutionalization Programs.'" Testimony and
written statements were received (held in the Joint Committee's flle) from
persons representing Citizens Advisory Boards of institutions; Parents, Guar-
dians and Friends associations; advocates of the ''Village'" concept as a resi-
dential alternative for mentally retarded persons; the Mental Health Association
of Maryland (including "On Our Own'' and St. Luke's House); coalitions for
handicapped persons; the Maryland Society for Autistic Adults and Children;
United Cerebral Palsy of Central Maryland; the Maryland Association for Retarded
Citizens; and State offices for the handicapped and the developmentally dis-
abled.

A list of participants is shown as Appendix 0.

BLUE CROSS/BLUE SHIELD

Assigned by the Joint Committee in the 1980 Interim for investigation
during the 1981 Interim, this subject dealt with the feasibility of requiring
Blue Cross/Blue Shield to cover outpatient psychiatric services. Blue Cross
representatives reviewed its interaction with deinstitutionalization of psychi-
atric patients from two points: (1) heading off new admissions to State
hospitals, and (2) discharging a significant proportion of the chronic and
inappropriately placed State hospital admissions. Cited was an excerpt from
a final report (June 29, 1979) contracted by the National Institute of Mental
Health, entitled Analysis of State Programs Which Mandate Mental Health Benefits
Under Private Health Insurance (pages 46 - 47), which concluded that the
availability of insurance for mental health services has little, if any, impact
on deinstitutionalization or on potential future institutionalization.

Blue Cross indicated some of its available benefit programs thai a dein-
stitutionalized population may utilize during the course of active treatment:

e Outpatient mental health counselling under Blue Cross basic, Blue
Shield and Major Medical programs, with services performed in a
doctor's office, hospital outpatient department or a community mental
health center.

e Alcoholism Rehabilitation - Outpatient and Inpatient (now mandated)

e Drug Abuse Rehabilitation - Outpatient and Inpatient

e Psychiatric Day Treatment

The Blue Cross/Blue Shield concerns about mandated coverage are expressed

in Appendix P, in which a distinction is drawn between social services and

medical services.

Testimony also was received from representatives of the Maryland Chapter
of the National Association of Social Workers.
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LOCAL GOVERNMENT VIEWS ON DEINSTITUTIONALIZATION

The Joint Committee benefitted from two full meetings of testimony and
written statements (held in the Joint Committee's file) from officials of the
Counties and Baltimore City. Their views on deinstitutionalization for persons
with mental illness, mental retardation, and other handicapping disabilities
addressed:

-- group homes in the neighborhood;

-- scattered site housing units;

-- the network of local services needed;
-- ideas on financing; and

== the role institutions may serve.

Fifteen local governments filed position statements with the Committee.
All representatives supported deinstitutionalization, provided that the State
is committed to the costs of expanding alternative living arrangements and the
network of services they require, rather than shift the costs to the subdivi-
sions. A continuing but reduced role of institutions also was articulated.
A list of these reports is shown as Appendix Q.

Lastly, as the Joint Committee started its work sessions preliminary to
this Final Report, it was able to view a film brought through the efforts of
the Project Director of the Maryland Mental Health Manpower Project, The Fifty-
First Minute. The film is a documentary on the Denver, Colorada community-
based crises intervention and prevention of hospitalization programs.

OUTLINE OF 1981 INTERIM ACTIVITIES

5/19 Review of 1980 Committee recommendations.
Review of F.Y. 1982 Capital Budget items.
Discussion of Interim Schedule.

5/20 Pennhurst Case - How It Applies to Maryland.
Review of 1981 Session Legislation.

Discussion of Interim Schedule,

6/2 Reports from the Department of Health and Mental Hygiene.
6/3 Discussion of a possible Pllot Study.
6/16 Discussion of the Upper Shore Community Mental Health Facility.

Deinstitutionalization in Europe - Special Focus on ltaly.

6/30 Site visits to (1) Great Oaks Center, (2) proposed site for
Southern Maryland Mental Retardation Center, La Plata,

Charles County, (3) Spring Dell Developmental Center, and
(4) group homes in St. Charles.
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/15

8/1

8/12

8/25

8/26

9/8 - 9/9

9/22 - 9/23
10/23

11/18

11/25

12/2

12/8

12/16

Harrisburg, Pennsylvania trip: (1) slide presentation and
discussion, (2) visits to a number of homes for a variety
of mentally retarded persons.

Views of Maryland Nurses Association, MCEA, AFSCME, and SEMPA
on State employees affected by deinstitutionalization.

Comments on employees affected by deinstitutionalization by
Departments of Health and Mental Hygiene, and Personnel.

Hearing: Parents, guardians and friends of patients in mental
retardation facilities, Citizens' Advisory Boards, and other
organizations for the handicapped.

Report from the Director, Mental Hygiene Administration, on
Oeinstitutionalization plans for the Mental Hygiene Admini-
stration.

Hearing: Blue Cross/Blue Shield of Maryland concerning coverage
for outpatient psychiatric services.

Hearing: County Officials (includes views on group homes in
neighborhoods).

Committee Work Session.
Committee Work Session.
Committee Work Session.
Committee Work Session.
Committee WO;k Session.
Committee Work Session.

Committee Work Session.
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CHAPTER 1V

RECOMMENDED LEGISLATION

THE MARYLAND STATE DEINSTITUTIONALIZATIGN AUTHORITY

This legislation establishes the State's Deinstitutionalization policy
and creates within the Executive Department a State Deinstitutionalization
Authority, headed by a '"Policy Coordinator' appointed by the Governor, to
establish a Comprehensive State Deinstitutionalization Plan (CSDP) and to
oversee its implementation., The Authority is empowered to develop a consoli-
dated State Deinstitutionalization Budget consistent with the CSDP. The
consolidated budget for deinstitutionalization will be recommended to the
Governor by the Authority,

The Authority will have the power to coordinate deinstitutionalization
programs and functions throughout the State and facilitate their implementation
through the administration of a deinstitutionalization program managers
committee., Further, the Authority will identify and resolve policies or
activities in various agencies that conflict, duplicate, or overlap, and
ultimately achieve a single entry point for access to community-based services
for the mentally i1l1, mentally retarded, and the developmentally disabled.

The legislation provides that the duration of the Authority shall be
four years and that the Secretaries of designated State departments shall
comprise its membership. The Authority is designated as the coordinating
body for existing functiohs and services relating to Deinstitutionalization
and is therefore not intended as a new layer of bureaucracy. The legislation
is intended to reduce costs and increase efficiency by providing an inter-
agency approach to development of deinstitutionalization and associated
service delivery.
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By: Chairman, Joint Oversight Committee on
Deinstitutionalization

A BILL ENTITLED
AN ACT concerning
The Maryland State Deinstitutionalization Authority
For the purpose of creating the Maryland State
Deinstitutionalization Authority; providing that the

Authority shall have certain powers relating to
deinstitutionalization in this State; providing that

there shall be a Comprehensive State
Deinstitutionalization Plan; defining terms; and
generally relating to administration of

deinstitutionalization in this State.
BY adding to

Article - Health - General

Section 10-1A-01 through 10-1A-13, inclusive, to be
under the new subtitle "Subtitle 1A.
Deinstitutionalization"

Annotated Code of Maryland

(As enacted by Chapter (H.B. 200) of the

Acts of the General Assembly of 1982)

BY adding to

Article 41 - Governor - Executive and Administrative
Departments

Section 486(e)

Annotated Code of Maryland

(1978 Replacement Volume and 1981 Supplement)

Preamble

WHEREAS, The law requires the Mental Retardation and
Developmental Disabilities Administration to prepare a plan
for the placement 1in the least restrictive setting of
residents in its State institutions over a 3-year period;
and

EXPLANATION: CAPITALS INDICATE MATTER ADDED TO EXISTING LAW.
[Brackets] indicate matter stricken from existing law.
Numerals at right identify computer lines of text.
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WHEREAS, There is a need to monitor and coordinate the
development of community services and to ensure that:

(1) The task of determining the number Qf
mentally retarded people who may function appropriately in
less restrictive facilities is completed by July 1, 1982;
and

(2) An assessment of the number, type, and
location of alternative facilities needed in the community
for the habilitation of mentally retarded persons, a
detailed 1list of resources and procedures necessary to
create alternative facilities, accompanied by an analysis of
the feasibility of transferring resources from State to
community facilities is compiled by July 1, 1983; and

(3) A summary of the individualized program
plans (IPPs) with a proposed schedule to relocate residents
for whom the IPPs indicate a less restrictive placement is
appropriate is completed by July 1, 1984; and

WHEREAS, The Mental Retardation and Developmental
Disabilities Administration (MRDDA) is authorized to
transfer positions and funds from State institutions to its
Central Administration to accomplish the
deinstitutionalization goals; and

WHEREAS, Many local governments have expressed support
of deinstitutionalization provided that the State 1is
committed to providing the costs of expanding alternative
living arrangements and developing the network of services
required; and

WHEREAS, There is a recognized need to establish a
client data system for MRDDA, and lack of such a system is
one of the impediments to deinstitutionalization; and

WHEREAS, Under the Mental Hygiene Administration's
proposed 10O-year plan a reduction of 800 patients is
projected in State mental health facilities; and

WHEREAS, The General Assembly recognizes certain
stumbling blocks to deinstitutionalization in this State
including:

(1) The absence of high level responsibility and
accountability for a deinstitutionalization process; (2) the
lack of overall planning; (3) the 1lack of internal
coordination within the Department of Health and Mental
Hygiene, and the lack of external coordination with other
service providers and departments; (4) the fragmentation of
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funding and the lack of substantial new money required to
develop continuum of care programs which must be in place
before large numbers of people can be moved out of
institutions; (5) the absence of hard data pertaining to the
needs of the institutionalized population, and the number
and needs of those in the community who are not receiving
services; and (6) the conflicting pressure to upgrade
existing facilities while, at the same time,
deinstitutionalizing people; now, therefore,

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF
MARYLAND, That section(s) of the Annotated Code of Maryland
(as enacted by Chapter (H.B. 200) of the Acts of the
General Assembly of 1982) read(s) as follows:

Article - Health - General
SUBTITLE 1A. DEINSTITUTIONALIZATION
10-1A-01. PURPOSE.

(A) IT IS THE POLICY OF THE STATE OF MARYLAND THAT
PERSONS WHO ARE MENTALLY ILL, MENTALLY RETARDED, OR
DEVELOPMENTALLY DISABLED SHOULD RESIDE IN COMMUNITY-BASED
FACILITIES AND HAVE ACCESS TO INDEPENDENT LIVING
ARRANGEMENTS RATHER THAN BE CONFINED IN STATE INSTITUTIONS
OR RESTRICTIVE INSTITUTIONAL ENVIRONMENTS.

(B) (1) THE GENERAL ASSEMBLY RECOGNIZES A NEED TO
PROVIDE ADEQUATE AND APPROPRIATE COMMUNITY-BASED CONTINUUM
OF CARE SERVICES TO MEET THE DAILY LIVING NEEDS OF
DEINSTITUTIONALIZED PERSONS.

(2) IT IS UNDERSTOOD THAT SUFFICIENT FUNDING FOR
COORDINATION AND DEVELOPMENT OF COMMUNITY-BASED CONTINUUM OF
CARE SERVICES AND INDEPENDENT LIVING ARRANGEMENTS MUST BE
PROVIDED TO FACILITATE THE STATE'S DEINSTITUTIONALIZATION
POLICY.

(C) THE GENERAL ASSEMBLY FINDS THAT ESTABLISHMENT OF
COMMUNITY-BASED CONTINUUM OF CARE SERVICES FOR
DEINSTITUTIONALIZED PERSONS REQUIRES:

(1) AN INTERAGENCY COMMITMENT OF RESOURCES AND
PERSONNEL;

(2) THE DEVELOPMENT OF ADMINISTRATIVE POLICIES
AND PLANS COMPATIBLE WITH AND SUPPORTIVE OF A PROGRAM OF
DEINSTITUTIONALIZATION; AND
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(3) PROVISIONS OF LAW SUFFICIENT TO SUSTAIN AND
REINFORCE THIS DECLARATION OF STATE DEINSTITUTIONALIZATION
POLICY.

(D) THE PURPOSE OF THIS SUBTITLE IS CONSISTENT WITH
THE POLICY GOVERNING INTERAGENCY COOPERATION AND PROVIDING
THAT THE HEADS OF THE PRINCIPAL DEPARTMENTS SHALL, UNDER THE
DIRECTION OF THE GOVERNCR, BE RESPONSIBLE FOR THE
COORDINATION OF PROGRAMS AND ACTIVITIES WITHIN AND BETWEEN
PRINCIPAL DEPARTMENTS FOR THE ELIMINATION AND PREVENTION OF
DUPLICATION AND OVERLAPPING OF PROGRAMS, ACTIVITIES, AND
SERVICES WITHIN AND AMONG THEIR RESPECTIVE DEPARTMENTS.

10-1A-02. DEFINITIONS.

(A) IN THIS SUBTITLE THE FOLLOWING WORDS HAVE THE
MEANINGS INDICATED:

(B) "AUTHORITY" MEANS THE MARYLAND STATE
DEINSTITUTIONALIZATION AUTHORITY CREATED UNDER THIS
SUBTITLE.

(C) "DEINSTITUTIONALIZATION" MEANS:

(1) PREVENTING UNNECESSARY ADMISSIONS TO AND
RETENTION OF PEOPLE IN LARGE STATE HOSPITALS;

(2) FINDING AND DEVELOPING APPROPRIATE
ALTERNATIVES IN THE COMMUNITY FOR DAILY LIVING; AND

(3) IMPROVING CONDITICONS, CARE, AND TREATMENT
FOR THOSE WHO NEED TO BE IN INSTITUTIONS.

(D) "PROGRAM MANAGERS" MEANS EMPLOYEES WITHIN THE
APPROPRIATE DEPARTMENTS WHO ARE DIRECTLY RESPONSIBLE FOR
IMPLEMENTATION OF PROGRAMS AND POLICIES RELATING TO
DEINSTITUTIONALIZATION.

(E) "POLICY COORDINATOR" MEANS THE CHIEF EXECUTIVE AND
SECRETARY OF THE MARYLAND STATE DEINSTITUTIONALIZATION
AUTHORITY.
10-1A-03. AUTHORITY CREATED.

THERE IS A MARYLAND STATE DEINSTITUTIONALIZATION
AUTHORITY WITHIN THE EXECUTIVE DEPARTMENT.

10-1A-04. DURATION.

SUBJECT TO THE PROVISIONS OF ARTICLE 41, §§ 484 THROUGH
489, OF THE CODE, THE PROVISIONS OF THIS SUBTITLE CREATING
THE MARYLAND STATE DEINSTITUTIONALIZATION AUTHORITY AND
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RELATING TO THE REGULATION OF DEINSTITUTIONALIZATION AND ANY
REGULATIONS PROMULGATED UNDER THIS SUBTITLE ARE OF NO EFFECT
AND MAY NOT BE ENFORCED AFTER JULY 1, 1986.

10-1A-05. POLICY COORDINATOR; POWERS, DUTIES.

(A) THE HEAD OF THE MARYLAND STATE
DEINSTITUTIONALIZATION AUTHORITY IS THE POLICY COORDINATOR
WHO SHALL BE APPOINTED BY THE GOVERNOR.

(B) THE POLICY COORDINATOR SHALL:

(1) SERVE AT THE PLEASURE OF THE GOVERNOR AND
REPORT DIRECTLY TO THE GOVERNOR;

(2) RECEIVE THE SALARY PROVIDED IN THE STATE
BUDGET; AND

(3) EXERCISE THE POWERS, DUTIES, AND
RESPONSIBILITIES OF OFFICE PROVIDED IN THIS SUBTITLE.

10-1A-06. MEMBERSHIP.

(A) THE AUTHORITY SHALL CONSIST OF THE SECRETARIES OF
THE DEPARTMENTS OF:

(1) BUDGET AND FISCAL PLANNING;

(2) ECONOMIC AND COMMUNITY DEVELOPMENT;
(3) EDUCATION;

(4) HEALTH AND MENTAL HYGIENE;

(5) HUMAN RESOURCES;

(6) PERSONNEL; AND

(7) STATE PLANNING.

(B) THE GOVERNOR SHALL APPOINT 2 ADDITIONAL MEMBERS TO
SERVE 4 YEAR TERMS.

(C) THE POLICY COORDINATOR OF THE AUTHORITY SHALL BE A
MEMBER AS PROVIDED IN THIS SUBTITLE.

(D) WITH THE EXCEPTION OF THE POLICY COORDINATOR, AN
APPOINTED MEMBER OF THE AUTHORITY SERVES WITHOUT
COMPENSATION AND IS ENTITLED TO REIMBURSEMENT FOR EXPENSES
IN ACCORDANCE WITH THE STANDARD STATE TRAVEL REGULATIONS.
10-1A-07. MEETINGS OF STATE AUTHORITY; OFFICERS.
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(A) EACH YEAR, THE AUTHORITY SHALL HOLD AT LEAST 4
MEETINGS, WHICH SHALL OCCUR NOT MORE THAN 3 MONTHS APART.

(B) (1) THE AUTHORITY MAY HOLD SPECIAL MEETINGS AS
NECESSARY.

(2) THE POLICY COORDINATOR SHALL ATTEND EACH
MEETING OF THE AUTHORITY AND OF ITS COMMITTEES, EXCEPT WHEN
THE TENURE, SALARY, OR THE ADMINISTRATION OF THE POLICY
COORDINATOR'S OFFICE IS UNDER CONSIDERATION.

(C) THE AUTHORITY SHALL BE PROVIDED WITH ADEQUATE
PERSONNEL AND FUNDING TO CARRY OUT THE FUNCTIONS OF THIS
OFFICE.

10-1A-08. POWERS AND DUTIES OF THE STATE
DEINSTITUTIONALIZATION AUTHORITY.

(A) 1IN ADDITION TO THE OTHER POWERS GRANTED AND DUTIES
IMPOSED UNDER THIS SUBTITLE, THE AUTHORITY HAS THE POWERS
AND DUTIES SET FORTH IN THIS SECTION.

(B) THE AUTHORITY SHALL:

(1) ESTABLISH THE COMPREHENSIVE STATE
DEINSTITUTIONALIZATION PLAN (CSDP) DURING THE FIRST 6 MONTHS
OF THE AUTHORITY'S EXISTENCE AND SHALL BEGIN IMPLEMENTATION
OF THE PLAN NO LATER THAN 1 YEAR FROM THE EFFECTIVE DATE OF
THIS SUBTITLE;

(2) CAUSE TO BE CARRIED OUT THOSE PROVISIONS OF
THIS SUBTITLE THAT ARE WITHIN ITS JURISDICTION.

(C) THE AUTHORITY SHALL ADOPT BYLAWS, RULES, AND
REGULATIONS FOR THE ADMINISTRATION OF THE AUTHORITY.

(D) THESE BYLAWS, RULES, AND REGULATIONS HAVE THE
FORCE OF LAW WHEN ADOPTED AND PUBLISHED.

(E) THE AUTHORITY SHALL:

(1) DETERMINE THE DEINSTITUTIONALIZATION NEEDS
OF THIS STATE;

(2) COORDINATE ALL ACTIVITIES RELATED TO
DEINSTITUTIONALIZATION WITHIN THE STATE;

(3) RECOMMEND TO THE GOVERNOR AND THE GENERAL
ASSEMBLY ANY LEGISLATION THAT IT CONSIDERS NECESSARY;
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(4) TO THE EXTENT PRACTICABLE, CONSULT WITH EACH
AGENCY THAT IS AFFECTED DIRECTLY BY ITS ACTIONS AND
RECOMMENDATIONS BEFORE TAKING FINAL ACTION;

(F) ON THE RECOMMENDATION OF THE POLICY COORDINATOR,
THE AUTHORITY MAY:

(1) ESTABLISH A SINGLE ENTRY POINT FOR THOSE
COMMUNITY~-BASED CONTINUUM OF CARE PROGRAMS NECESSARY TO
SUPPORT DEINSTITUTIONALIZATION;

(2) SECURE, COMPILE, AND EVALUATE INFORMATION ON
ANY MATTER WITHIN ITS AUTHORITY, ON THE FORMS IT REQUIRES,
FROM ANY PERSON, AGENCY, OR INSTITUTION IN THE STATE.

10-1A-9. COMPREHENSIVE STATE DEINSTITUTIONALIZATION PLAN.

(A) THE COMPREHENSIVE STATE DEINSTITUTIONALIZATION
PLAN (CSDP) SHALL:

(1) (I) SET FORTH BOTH LONG AND SHORT RANGE
OBJECTIVES AND PRIORITIES FOR DEINSTITUTIONALIZATION AND
METHODS AND GUIDELINES FOR ACHIEVING AND MAINTAINING THEM;
AND

(II) IDENTIFY THE ROLE, FUNCTION, AND
MISSION OF EACH INSTITUTION AND AGENCY RESPONSIBLE FOR
DEINSTITUIONALIZED PERSONS IN THIS STATE.

(2) INCLUDE SPECIFIC PROGRAM AND BUDGET
PROJECTIONS, NEEDS ASSESSMENTS, AND GENERAL ADMINISTRATIVE
POLICY CONSIDERATIONS REGARDING DEINSTITUTIONALIZATION IN
THIS STATE;

(3) DEVELOP AND COORDINATE THE CONSOLIDATED
DEINSTITUTIONALIZATION BUDGET AS PROVIDED IN THIS SUBTITLE.

(B) THE PLAN SHALL PROVIDE A MECHANI SM FOR
COORDINATING THE FISCAL RESOURCES, PERSONNEL, PROGRAMS AND
FUNCTIONS OF APPROPRIATE STATE DEPARTMENTS TO IMPLEMENT
DEINSTITUTIONALIZATION IN THIS STATE.

(C) THE COMPREHENSIVE STATE DEINSTITUTIONALIZATION
PLAN DEVELOPED BY THE AUTHORITY SHALL BE ADOPTED BY THE
APPROPRIATE DEPARTMENT SECRETARIES AS THE OFFICIAL PLAN
GOVERNING THE FUNCTIONS, DUTIES, AND PROGRAMS OF THE
RESPECTIVE STATE DEPARTMENTS.
10-1A-10. CONSOLIDATED STATE DEINSTITUTIONALIZATION BUDGET.

(A) ON OR BEFORE A DATE SET BY THE AUTHORITY, EACH OF
THE FOLLOWING AGENCIES SHALL SUBMIT TO THE BOARD ITS ANNUAL
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OPERATING BUDGET REQUESTS AND PROPOSALS FOR CAPITAL PROJECTS
FOR THE NEXT FISCAL YEAR:

(1) THE DEPARTMENT OF ECONOMIC AND COMMUNITY
DEVELOPMENT;

(2) THE DEPARTMENT OF EDUCATION;

(3) THE DEPARTMENT OF HEALTH AND MENTAL HYGIENE;
(4) THE DEPARTMENT OF HUMAN RESOURCES;

(5) THE DEPARTMENT OF PERSONNEL; AND

(6) ANY OTHER DEPARTMENT DESIGNATED BY THE
AUTHORITY.

(B) IN CONSULTATION WITH THE DEPARTMENT OF BUDGET AND
FISCAL PLANNING, THE MARYLAND STATE DEINSTITUTIONALIZATION
AUTHORITY SHALL:

(1) REVIEW THE OPERATING BUDGET REQUESTS
SUBMITTED TO IT; AND

(2) DEVELOP AND PRESENT TO THE GOVERNOR, ON OR
BEFORE A DATE SET BY HIM, FOR HIS REVIEW, A CONSOLIDATED
OPERATING BUDGET FOR DEINSTITUTIONALIZATION THAT INCLUDES
THE OPERATING BUDGET REQUESTS OF THE AGENCIES AND
INSTITUTIONS RESPONSIBLE FOR DEINSTITUTIONALIZATION
PROGRAMS.

(C) THE REVIEW AND RECOMMENDATIONS OF THE AUTHORITY
SHALL BE CONSISTENT WITH THE COMPREHENSIVE STATE
DEINSTITUTIONALIZATION PLAN.

(D) THE AUTHORITY MAY NOT REDUCE, INCREASE, OR MODIFY
THE OPERATING BUDGET REQUESTS OF THESE INSTITUTIONS AND
AGENCIES, BUT SHALL INCLUDE ANY RECOMMENDATIONS AS TO THEM
WHEN IT SUBMITS THE CONSOLIDATED OPERATING BUDGET FOR
DEINSTITUTIONALIZATION.

(E) IN COOPERATION WITH THE DEPARTMENT OF STATE
PLANNING, AND WITHOUT AFFECTING THE AUTHORITY OR
RESPONSIBILITY OF THAT DEPARTMENT UNDER ARTICLE 88C OF THE
CODE, THE MARYLAND STATE DEINSTITUTIONALIZATION AUTHORITY
SHALL:

(1) REVIEW PROPOSALS FOR CAPITAL PROJECTS AND
IMPROVEMENTS PROPOSED BY THE STATE AGENCIES AND BY PRIVATE
AGENCIES SEEKING STATE FUNDS FOR CAPITAL PROJECTS AND
IMPROVEMENT; AND
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(2) DEVELOP AND SUBMIT TO THE GOVERNOR AND THE
GENERAL ASSEMBLY RECOMMENDATIONS AS TO THESE PROJECTS, WHICH
SHALL BE CONSISTENT WITH THE COMPREHENSIVE STATE
DEINSTITUTIONALIZATION PLAN PROVIDED FOR IN THIS SUBTITLE.

10-1A-11. DEINSTITUTIONALIZATION PROGRAM MANAGERS
COMMITTEE.

(A) IT IS THE RESPONSIBILITY OF THE MEMBERS OF THE
AUTHORITY TO PROVIDE FOR IMPLEMENTATION OF THE PROVISIONS OF
THIS SUBTITLE.

(B) THE AUTHORITY SHALL ESTABLISH A COMMITTEE OF
DEINSTITUTIONALIZATION PROGRAM MANAGERS UNDER THE DIRECTION
OF THE POLICY COORDINATOR.

(C) THE COMMITTEE CONSISTS OF THE PROGRAM MANAGERS OF
EACH EXECUTIVE DEPARTMENT, AGENCY, OR POLITICAL SUBDIVISION
DESIGNATED BY THE AUTHORITY WHO ARE CHARGED WITH
IMPLEMENTING SPECIFIC FUNCTIONS AND DUTIES RELATING TO
DEINSTITUTIONALIZATION IN THE RESPECTIVE EXECUTIVE
DEPARTMENTS.

(D) THE COMMITTEE OPERATES AS AN INTERAGENCY
OPERATIONAL POLICY BODY AND IS DIRECTLY RESPONSIBLE FOR
DEVELOPING AND COORDINATING DEINSTITUTIONALIZATION
OPERATIONS, PROGRAMS, SERVICES, AND FUNCTIONS COMMENSURATE
WITH THE COMPREHENSIVE STATE DEINSTITUTIONALIZATION PLAN.

(E) THE COMMITTEE SHALL COORDINATE ACTIVITIES WITH
POLITICAL SUBDIVISIONS -AND PERFORM LIAISON FUNCTIONS
NECESSARY TO ESTABLISH LOCAL COMMUNITY-BASED
DEINSTITUTIONALIZATION PROGRAMS INCLUDING:

(1) PROVIDING FOR THE ADMINISTRATION OF A LOCAL
FINANCING ARRANGEMENT SUFFICIENT TO SUPPORT SERVICES AND
PROGRAMS RELATING TO DEINSTITUTIONALIZATION;

(2) PROVIDING FOR DEVELOPMENT OF COMMUNITY-BASED
RESIDENTIAL FACILITIES AND SUPPORT SERVICES;

(3) PROVIDING TECHNICAL ASSISTANCE TO DESIGNATED
LOCAL OFFICIALS; AND

(4) PROVIDING FOR A SINGLE ENTIRY POINT FOR
ACCESS TO SERVICES AND PROGRAMS FOR DEINSTITUTIONALIZED
PERSONS.
10-1A-12. REPORT.

THE AUTHORITY SHALL SUBMIT AN ANNUAL REPORT TO THE
GOVERNOR AND THE GENERAL ASSEMBLY ON THE ACTIVITIES OF THE
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AUTHORITY WITH RESPECT TO DEINSTITUTIONALIZATION AND THE
STATUS OF DEINSTITUTIONALIZATION IN THIS STATE.

10-1A-13. ENFORCEMENT.

(A) THE AUTHORITY MAY INSTITUTE LEGAL PROCEEDINGS TO
ENFORCE:

(1) THE PROVISIONS OF THIS SUBTITLE THAT ARE
WITHIN ITS JURISDICTION; AND

(2) THE BYLAWS, RULES, AND REGULATIONS ADOPTED
BY THE AUTHORITY.

(B) THE GOVERNOR MAY INCLUDE IN THE BUDGET BILL THE
AMOUNTS RECOMMENDED BY THE AUTHORITY IN THE CONSOLIDATED
DEINSTITUTIONALIZATION BUDGET TO BE ADMINISTERED BY THE
RESPECTIVE DEPARTMENTS.

SECTION 2. AND BE IT FURTHER ENACTED, That section(s)
of the Annotated Code of Maryland read(s) as follows:

Article 41 - Governor - Executive and Administrative
Departments

486.
(E) THE MARYLAND STATE DEINSTITUTIONALIZATION

AUTHORITY (ARTICLE HEALTH - GENERAL, § 10-1A-03) AND RELATED
STATUTES AND REGULATIONS SHALL BE EVALUATED BY JULY 1, 1986.

SECTION 3. AND BE IT FURTHER ENACTED, That this Act
shall take effect July 1, 1982.
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SENATE JOINT RESOLUTION No. 61
(11r3893) 33

Introduced by Senators Rasmussen and Bishop (Joint Oversight
Committee on Deinstitutionalization)

Read and Examined by Proofreader:

Proofreader.

Proofreader.

Sealed with the Great Seal and presented to the Governor,

for his approval this day of

at o'clock, M.

- President.
RESOLUTION NO.
A Senate Joint Resolution concerning
Deinstitutionalization

FOR the purpose of recognizing deinstitutionalization as a
high priority of the State.

WHEREAS, The Maryland General Assembly's Legislative
Policy Comm1ttee established the Joint Oversight Committee
on Deinstitutionalization for the purpose of conducting a
review and evaluation of deinstitutionalization in the
mental hygiene and mental retardation programs in the State
of Maryland. This issue is of deep concern to the
legislature and remains the number one priority of the
Department of Health and Mental Hygiene; and

WHEREAS, Deinstitutionalization defined as the process
.of preventing both unnecessary admission to and retention of
people in large State hospitals, finding and developing
appropriate alternatives in the community for housing,
treatment, training, education, and rehabilitation of
persons who do not need to be in State hospitals, and
improving conditions, care and treatment for those who need
to be in hospitals, focuses on people and humane programs
for Maryland citizens rather than on places for people; and

EXPLANATION:
Underlining indicates amendments to bill.
Gt¥ike--eut indicates matter stricken by amendment.
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2 SENATE JOINT RESOLUTION No. 61

WHEREAS, Several major stumbling blocks to the
development of a deinstitutionalization process for Maryland
continually surfaced in the testimony received by the Joint
Committee and including (1) the absence of high level

responsibility and accountability for a
deinstitutionalization process; (2) the lack of oyerall
planning; (3) the lack of internmal coordination within the

Department of Health and Mental Hygiene, and the lack of
external coordination with other sexvice providers and
Departments; (4) the fragmentation of funding and the lack
of substantial new money required to develop continuum of
care programs which must be in place before large numbers of
people can be moved out of institutions; (5) the absence of
hard data pertaining to the needs of the institutionalized
population, and the number and needs of those in the
community who are not receiving services; and (6) the
conflicting pressure to upgrade existing facilities while,
at the same time, deinstitutionalizing people; and

WHEREAS, B8efore any major change can occur, there must
be high level commitment to deinstitutionalization and
responsibility for implementation, planning and
coordination; now, therefore, be it

RESOLVED BY THE GENERAL ASSEMBLY OF MARYLAND, That the
Governor and the Legislature recognize
deinstitutionalization as a high State priority; and be it
further

RESOLVED, That copies of this Resolution be sent to the
Honorable Harry Hughes, Governor; the Honorable Benjamin L.
Cardin, Speaker of the House of Delegates; the Honorable
James Clark, President of the Senate of Maryland, and
Secretary Charles R. Buck, Jr., Department of Health and
Mental Hygiene, 210 West Preston Street, Baltimore, Maryland
21201; and Secretary Kalman R. Hettleman, Department of
Human Resources, 1100 North Eutaw Street, galtimore,
Maryland 21201.

Approved:

Govermnor.

President of the Senate.

Speaker of the House of Delegates.
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HOUSE JOINT RESOLUTION No. 99
11r3892 33

By: Delegate Pesci (Joint  Oversight Committee on
Deinstitutionalization)

Introduced and read first time: February 27, 1981

Assigned to: Ways and Means

Committee Report: Favorable with amendments
House action: Adopted
Read second time: March 31, 1981

RESOLUTION NO.
HOUSE JOINT RESOLUTION
A House Joint Resolution concerning
Deinstitutionalization

FOR the purpose of recognizing deinstitutionalization as a
high priority of the State.

WHEREAS, The Maryland General Assembly's Legislative
Policy Committee established the Joint Oversight Committee
on Deinstitutionalization for the purpose of conducting a
review and evaluation of deinstitutionalizatiom in the
mental hygiene and mental retardation programs in the State
of Maryland. This issue is of deep concerm to the
legislature and remains the number one priority of the
Department of Health and Mental Hygiene; and

WHEREAS, Deinstitutionalization defined as the process
of preventing both unnecessary admission to and retention of
people in large State hospitals, finding and developing
appropriate alternatives in the community for housing,
treatment, training, education, and rehabilitation of
persons who do not need to be in State hospitals, and
improving conditions, care and treatment for those who need
to be in hospitals, focuses on people and humane programs
for Maryland citizens rather than on places for people; and

WHEREAS , Several major stumbling blocks to the
development of a deinstitutionalization process for Maryland
continually surfaced in the testimony received by the Joint
Committee and including (1) the absence of high level
responsibility and accountability for a
deinstitutionalization process; (2) the lack of overall
planning; (3) the lack of internal coordination within the
Department of Health and Mental Hygiene, and the lack of
external coordination with other service providers and

EXPLANATION:
Underlining indicates amendments to bill.
Strihe--eut indicates matter stricken by amendment.
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2 HOUSE JOINT RESOLUTION No. 99

Departments; (4) the fragmentation of funding and the lack
of substantial new money required to develop continuum of
care programs which must be in place before large numbers of
people can be moved out of institutions; (5) the absence of
hard data pertaining to the needs of the institutionalized
population, and the number and needs of those in the
community who are not receiving services; and (6) the
conflicting pressure to upgrade existing facilities while,
at the same time, deinstitutionalizing people; and

WHEREAS, 8efore any major change can occur, there must
be high 1level commitment to deinstitutionalization and
responsibility for implementation, planning and
coordination; now, therefore, be it

RESOLVED, BY THE GENERAL ASSEMBLY OF MARYLAND, That the
Governor and the Legislature recognize
deinstitutionalization as a high State priority; and be it
further -

RESOLVED, That copies of this Resolution be sent to the
Honorable Harry Hughes, Governor; the Honorable 8enjamin L.
Cardin, Speaker of the House of Delegates; the Honorable
James Clark, President of the Senate of Maryland, and
Secretary Charles R. 8uck, Jr., Department of Health and
Mental Hygiene, 210 West Preston Street, Baltimore, Maryland
21201; and Secretary Kalman R. Hettleman, Department of
Human Resources, 1100 North Eutaw Street, Baltimore,
Maryland 21201.

Approved:

Governor.

Speaker of the House of Delegates.

President of the Senate.
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APPENDIX B

STATE OF MARYLAND

EXECUTIVE DEPARTMENT
ANNAPOLIS. MARYLAND 21404

HARRY HUGHES March 4, 1981
GOVERNOR

The Honorable Frank B, Pesci
203 Lowe House Office Building
Annapolis, Maryland 21401

Dear Delegate Pesci:

When you and members of the Joint Oversight Committee
on Deinstitutionalization met with me some time ago, I agreed
to consider a joint executive-legislative statement on deinsti-
tutionalization. It has proved to be extraordinarily diffi-
cult to draft a proposal for review, A statement that once
again simply indicates general approval of the concept can
only raise expectations. Without knowing when or how the
concept may be implemented, this is not fair to the many
Marylanders who are waiting and hoping that people whom they
care deeply about can be cared for in different circumstances
or with more individual attention.

At the same time, an attempt to define what can be done
founders on one uncertainty after another., One of these is
action of the General Assembly itself on the budget, both
with respect to positions in our institutions and community
service moneys. Another is President Reagan's proposed five
percent cap on growth in Medicaid. If imposed, this can have
a serious effect on support we have counted on for community
residences for the retarded that would be licensed as ICF-MR
facilities. Other Federal cuts may influence availability
of a variety of generic support services needed by clients
newly living in the community.

Secretary Buck proposes to devote staff and management
time in early FY 82 to a review of State concern for deinsti-
tutionalization. This has shown up in departmental priority
lists for many years, properly in a very broad context across
the Department. What are the implications of the no-growth
(inflationary costs only) or limited increment budgets that
many are predicting for the 80's? How can the State respond?
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The Honorable Frank B. Pesci
March 4, 1981
Page Two

I would like the results of this review before proposing
an Executive statement on deinstitutionalization. Accordingly,
I will respond considerably later than we both expected
originally to the desires of the Joint Committee. It is my
hope that the delay will permit articulation of policy options
based on sufficient detail to offer reasonable grounds for
decision.
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APPENDIX C

STATE OF MARYLAND
EXECUTIVE DEPARTMENT

ANNAPOLIS, MARYLAND 21404

November 23, 1981

HARRY HUGHES
GOVEANOR

The Honorable Frank B. Pesci, Sr.

Chairman

The Joint Committee on
Deinstitutionalization

Lowe House Office Building

Annapolis, Maryland 21401

Dear Chairman Pesci:

The Joint Committee on Deinstitutionalization has expressed
a strong interest in receiving a formal executive statement on
deinstitutionalization. I have delayed forwarding such a state-
ment to the Committee in the hope that additional specificity
about the State's commitment would be possible. Although we are
still operating in an environment of fiscal uncertainty, im-
portant forward steps have been taken in the months since my last
correspondence with you, both as to long-term plans and decisions
about immediate State action.

The Mental Retardation and Developmental Disabilities Ad-
ministration has pursued an analysis of the mentally retarded
population to plan for a community-based model based on hours
of service required for individuals. Given the possible short-
comings of extrapolation from a sample study (the findings of
which have previously been shared with Committee staff), we now
have a good sense of the resources in dollars and in the numbers
of care providers that will be needed if the premise of the plan
is followed. The financial increment, however, is substantial --
more than $50 million.

I indicated in my letter of September to members of the
General Assembly that after accounting for moneys already
committed for the FY 82 budget and for cost-of-living increases
for State employees and recipients of public assistance, we can
count on very limited funds to mitigate the worst of the
Federal cuts and to accommodate any increases in State services
or aid programs. I have already determined that the day
activity center and associated transportation for the mentally
retarded will be held harmless from some $700,000 in Federal
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The Honorable Frank B. Pesci, Sr.
November 23, 1981
Page Two

cutbacks. We do not now know the full Federal impact for this
year because Congressional budget action is still incomrplete.
While cutbacks through block grant and entitlement programs have
received much attention, the October 1 report from the Office of
the Comptroller noted that changes in Federal tax policy are
estimated to result in a $34 million decrease in State revenucs
in FY 83 and even greater decreases in subsequent years.

The above should lead all of us to use the greatest caution
in undertaking long-term commitments. At the same time, we should
strive for steady progress. Accordingly, I intend to include an
increased allocation of $2.5 million in the FY 83 budget to en-
hance community programs for the mentally ill, mentally retarded
and non-retarded but developmentally disabled.

This Committee is aware of the dramatic increase in psycho-

social programs in Maryland in the last few years. Based, with
local variations, on the Fountain House idea, they provide rehabil-
itation services for the chronically mentally il1l. Their value

has been demonstrated, but they are heavily dependent both on
volunteers and on very uncertain sources of revenue so I am con-
cerned about on-going quality of care and stability. To provide
needed support and also to increase the size of the programs so
they can receive fifty more patients from institutions, $700,000
is being provided to the Mental Hygiene Administration.

With respect to the mentally retarded, I am glad to tell
you that I propose to close the Henryton Center. The physical
plant at Henryton has been considered inadequate for a long time
and its isolated location is particularly unsuitable. Over the
next three years, the great majority of Henryton residents will
be placed in community programs. The plan calls for an immediate
freeze on admissions and the closure of a building or wing each
year. Those clients most ready for community placement and who
already attend day programs in the community will be selected
first for community residences. The facility will be finally
closed by June, 1985. For the first phase of this effort, I am
allocating $646,000.

The plan to close Henryton is part of a short-term action

initiative developed at my request by the MRDDA. It is expected
that the incremental cost over four years will be $3 million.
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When the closure is complete, the community residential network
will have increased from an estimated 988 placements the end of
this year to 1273. 1In 1979 that figure was 523. The cost can
be modified to the extent the State is able to take advantage
of Mcdicaid Title XIX funding for community services to the re-
tarded. To this end, we will carefully evaluate the implemen-
tation plan for such funding to be included in the consultant
report from the Kennedy Institute that is due in March.

I would add that all of the employees at Henryton will be
offered comparable opportunities in State service as the phase-
down occurs. This approach proved extremely effective in the
similar closing of the Thomas Wilson Hospital Center.

The two allocations for mental health and the first step
to closing Henryton leave a balance of $1.15 million. We are
in the final stages of caring for the Sachs population, and the
pPlan submitted to the Court contemplated costs of just over
$1 million to complete the last needed residential placements
and associated services for clients now in the Phillips Building
at Crownsville. Our first obligation is to make this money
available.

Based on actual placement and staffing requirements to
date, however, we are now convinced that $1.1 million is suffi-
cient to provide important services for people who are now in
lation. By a system of sequential initiation of service in FY 83,
as experience demonstrates the funds will be in hand, we intend
to implement thirty-five new residential placements. These are
designed to prevent institutionalization, and ten of them will be
designated for the non-retarded developmentally disabled.

Finally, using the same rolling service start, we expect
to provide day programs for forty seriously retarded young people
who have been in school programs, but have recently turned 21.
By virtue of age, they are no longer eligible for education
funding. The abrupt loss of guided activity is damaging to the
individual and a heavy burden for most families. These efforts,
too, will prevent institutional placements.
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The program I have outlined does not accommodate all
Maryland citizens who could profit by community services. I
believe the allocation allows for significant progress with
future commitments appropriate to our service system, staff
capability and fiscal circumstances. I reiterate my personal
support for efforts to avert institutional care, to encourage
community placement with appropriate accompanying programs,
and to provide compassionate developmental care to those in
State institutions. Recognition of these aims will continue
to be part of budget development in Maryland.

I'd

Sincereiyﬂ )
S/
bt e fivd—

Governor’

<
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HOUSE OF DELEGATES

11rl783 No. 465 22
(PRE-FILED)

By: Chairman, Special Joint Oversight Committee on
Deinstitutionalization

Requested: November 15, 1980

Introduced and read first time: January 14, 1981

Assigned to: Appropriations

A BILL ENTITLED
AN ACT concerning
Local Health Services - Method of Financing

FOR the purpose of establishing a new formula for the
financing of local health services in the counties and
Baltimore City; stating the services and programs to be
funded by the formula; establishing manpower ratios for
local health services; providing for determination of
estimated basic community health services budgets for
each, juriediction; fixing the share of the estimated
budgets of all jurisdictions between the State and
local governments; providing that the counties and
Baltimore City shall pay an adjusted share of the local
estimated health budgets; providing for certain
guaranteed levels of funding of these services, and for
the 1limited duration of this Act; providing for the
method of financing of 1local health services; and
generally relating to the method of financing of local
health services.

BY adding to
Article 43 - Health
Section 948 through 952, inclusive, to be under the new
subtitle "Local Health Financing"

Annotated Code of Maryland
(1980 Replacement Volume and 1980 Supplement)

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF
MARYLAND, That section(s) of the Annotated Code of Maryland
be repealed, amended, or enacted to read as follows:

Article 43 - Health
LOCAL HEALTR FINANCING

948.

EXPLANATION: CAPITALS INDICATE MATTER ADDED TO EXISTING LAW.
[Brackets] indicate matter deleted from existing law.
Numerals at right identify computer lines of text.
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2 HOUSE BILL No. 465

(A) BEGINNING WITH THE STATE'S 1982 FISCAL YEAR AND
EACH FISCAL YEAR THEREAFTER, A SINGLE FINANCING FORMULA
SHALL BE USED FOR THE PURPOSE OF DETERMINING THE BASIS OF
SHARING OF THE COST OF CERTAIN HEALTH SERVICES PROVIDED BY
THE COUNTIES OF THE STATE AND BALTIMORE CITY.

(B) THIS FORMULA SHALL FIX THE RESPONSIBILITY OF THE
STATE AND THE COUNTIES AND BALTIMORE CITY FOR FUNDING OF THE
BASIC COMMUNITY HEALTH SERVICES DESCRIBED IN SECTION 949 OF
THIS SUBTITLE.

949.

THE BASIC COMMUNITY HEALTH SERVICES AND THE PROGRAMS
WITHIN EACH BASIC SERVICE WHICH ARE TC BE FUNDED BY THE
SINGLE FINANCING FORMULA ARE DESCRIBED AS FOLLOWS:

(1) GENERAL COMMUNITY HEALTH SERVICES INCLUDES
PROGRAMS FOR GENERAL ADMINISTRATION, COMMUNITY HEALTH
NURSING, EPIDEMIOLOGY, VITAL STATISTICS, HEALTH EDUCATION,
NUTRITION, SOCIAL SERVICES, EMERGENCY SERVICES, HEALTH
PLANNING, OCCUPATIONAL THERAPY, PHYSICAL THERAPY, SPEECH
PATHOLOGY, AUDIOLOGY, HEALTH EMPLOYEE TRAINING, AND
LABORATORY SERVICES.

{(2) PERSONAL HEALTH SERVICES INCLUDES PROGRAMS
FOR CHILD HEALTH, SCHOOL HEALTH, CRIPPLED CHILDREN, DENTAL
HEALTH, GROUP DAY CARE LICENSING, MATERNAL HEALTH (INCLUDING
RAPE), FAMILY PLANNING, MENTAL RETARDATION { INCLUDING
DEVELOPMENTAL DISABILITIES), HOSPITAL DISCHARGE PLANNING,
ZOONOS1IS, OCCUPATIONAL HEALTH, CHRONIC DISEASE,
HYPERTENS ION, CANCER SCREENING, GERIATRIC EVALUATION
SERVICES, HOME HEALTH SERVICES, TUBERCULOSIS, VENEREAL
DISEASE, COMMUNICABLE DISEASE, MENTAL HEALTH, ALCOHOLISM,
DRUG ABUSE, ADULT HEALTH SERVICES, AND OTHER DIRECT HEALTH
SERVICES.

(3) ENVIRONMENTAL HEALTH SERVICES INCLUDES
PROGRAMS FOR FOOD PROTECTION, PUBLIC AND RECREATIONAL
FACILITIES, HOUSING SANITATION, VECTOR CONTROL, HEALTH
CARE/FAMILY CARE FACILITIES, COMMUNITY SANITATION, SOLID
WASTE, PUBLIC SEWAGE AND WATER SUPPLY, AIR QUALITY, NOISE
POLLUTION, RADIATION/HAZARDOUS PRODUCTS, STREAM/RIVER
SURVEY, AND CONSUMER PRODUCT SAFETY.

950.

(A) THE SINGLE FINANCING FORMULA FOR BASIC COMMUNITY
HEALTH SERVICES IS BASED ON THE USE OF MANPOWER RATIOS IN
DEVELOPING AN ESTIMATE OF THE NEED FOR BASIC COMMUNITY
HEALTH SERVICES IN EACH OF THE COUNTIES AND BALTIMORE CITY.

(B) THE FOLLOWING MANPOWER RATIOS WILL BE CALCULATED
FOR EACH OF THE COUNTIES AND BALTIMORE CITY:

(1) EXECUTIVE DIRECTION
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HOUSE BILL No. 465 0 3

1 HEALTH OFFICER PER SUBDIVISION

(2) GENERAL HEALTH SERVICES
1 PEYSICIAN D PER 50,000 PLUS POPULATION
1 SANITAR;[AN II1 PER 7,000 POPULATION

1 COMMUNITY HEALTH NURSE III PER 3,000
POPULATION

(3) MENTAL HEALTH SERVICES

1 MENTAL HEALTH PROFESSIONAL PER 20,000
POPULATION

1 MENTAL HEALTH ASSOCIATE II PER 5,000
POPULATION

(4) MENTAL RETARDATION SERVICES

1 COORDINATOR, SPECIAL PROGRAMS III PER
7,500 POPULATION . ’

(5) ADDICTION SERVICES
1 ALCOHOLISM COORDINATOR I PER 35,000

POPULATION

1 ° ALCOHOLISM COUNSELOR II PER 10,000
POPULATION

1 DRUG ABUSE COORDINATOR I PER 50,000
POPULATION

1 DRUG ABUSE COUNSELOR II PER 10,000
POPULATION

(6) ADMINISTRATION AND PROFESSIONAL SERVICES

1 ADMINISTRATIVE OFFICER I PER 50,000
POPULATION

1 STENOGRAPHIC CLERK II PER 10,000
POPULATION

1 PROFESSIONAL SUPPORT SPECIALIST III PER
25,000 POPULATION

9s51.
(A) AN ESTIMATED BASIC COMMUNITY HEALTH SERVICE BUDGET

1S CALCULATED ANNUALLY FOR EACH COUNTY AND BALTIMORE CITY BY
MEANS OF THE STEPS IN THIS SECTION.
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4 HOUSE BILL No. 465

(B) COMPUTE THE MANPOWER RATIOS REQUIRED BY SECTION
950 USING THE ESTIMATED TOTAL POPULATION FOR JANUARY 1
FOLLOWING THE BEGINNING OF EACH FISCAL YEAR TO PRODUCE AN
ESTIMATED MANPOWER YIELD. THE ESTIMATED POPULATION SHALL BE
DETERMINED BY THE DEPARTMENT OF HEALTH AND MENTAL HYGIENE
PRIOR TO THE SUBMISSION OF THE ANNUAL STATE BUDGET FOR THE
FISCAL YEAR.

(C) (1) MULTIPLY THE ESTIMATED MANPOWER YIELD BY THE
AVERAGE SALARY FOR EACH OF THE MANPOWER RATIOS TO PRODUCE A
TOTAL SALARY DOLLAR ESTIMATE. THE AVERAGE SALARY AS USED IN
THIS SUBSECTION IS FOR THE PURPOSE OF DETERMINING FUNDING
ONLY AND DOES NOT REQUIRE ANY COUNTY OR BALTIMORE CITY TO
MAINTAIN ANY AVERAGE SALARY LEVEL.

(2) THE AVERAGE SALARY, EXCEPT AS OTHERWISE
STATED IN THIS SUBSECTION, 1S THE FIFTH INCREMENT SALARY
LEVEL OF THE STATE MERIT SYSTEM PAY PLAN THEN IN EFFECT FOR
EACH OF THE MANPOWER RATIOS.

(3) THE AVERAGE SALARY OF A HEALTH OFFICER IN
BALTIMORE CITY, AND 1IN BALTIMORE, ANNE ARUNDEL, PRINCE
GEORGE'S, AND MONTGOMERY COUNTIES 1S THAT OF A PHYSICIAN F;
THE AVERAGE SALARY OF A HEALTH OFFICER IN ALL OTHER COUNTIES
IS THAT OF A PHYSICIAN E. THE AVERAGE SALARY OF HEALTH
OFFICERS IS FOR PURPOSES OF DETERMINING FUNDING ONLY AND
DOES NOT ESTABLISH THE ACTUAL MANDATORY SALARY LEVEL FOR ANY
HEALTH OFFICER.

(4) THE AVERAGE SALARY FOR A MENTAL HEALTH
PROFESSIONAL 1S THE AVERAGE OF THE AVERAGE SALARIES OF A
PSYCHIATRIST D, PSYCHOLOGIST IJ DOCTORATE, SOCIAL WORKER 1V,
AND A PSYCHIATRIC NURSE II.

(5) THE AVERAGE SALARY OF A PROFESSIONAL SUPPORT
SPECIALIST IS THE AVERAGE OF THE AVERAGE SALARIES OF A
HEALTH EDUCATOR 11, NUTRITIONIST 1I, PHYSICAL THERAPIST II,
OCCUPATIONAL THERAPIST II, SPEECH PATHOLOGIST/AUDIOLOGIST
II, AND A SOCIAL WORKER II.

(D) CALCULATE ONE-THIRD OF THE TOTAL SALARY DOLLAR
ESTIMATE AS THE OPERATING EXPENSE ESTIMATE.

(E) CALCULATE 22 PERCENT OF THE TOTAL SALARY DOLLAR
ESTIMATE AS THE FRINGE BENEFIT COST ESTIMATE.

(F) THE ESTIMATED BASIC COMMUNITY HEALTH SERVICES
BUDGET 1S THE TOTAL OF THE TOTAL SALARY DOLLAR ESTIMATE, THE
OPERATING EXPENSE ESTIMATE, AND THE FRINGE BENEFIT COST
ESTIMATE.

952.
(A) THE TOTAL COST OF THE ESTIMATED BASIC COMMUNITY
HEALTH SERVICES BUDGETS OF ALL COUNTIES AND BALTIMORE CITY

SHALL BE PAYABLE 70 PERCENT BY THE STATE AND 30 PERCENT BY
THE COUNTIES AND BALTIMORE CITY.
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HOUSE BILL No. 465 5

(B) (1) (I) EACH COUNTY AND BALTIMORE CITY SHALL SHARE
IN THE LOCAL COST OF ALL ESTIMATED BASIC COMMUNITY HEALTH
SERVICES BUDGETS ACCORDING TO THE ABILITY OF EACH COUNTY AND
BALTIMORE CITY TO PAY ITS SHARE.

(II) THE LOCAL SHARE SHALL NOT EXCEED 50
PERCENT OR NOT BE LESS THAN 10 PERCENT.

(2) (I) THE ABILITY OF EACH COUNTY AND BALTIMORE
CITY TO PAY ITS SHARE SHALL BE DETERMINED BY COMPARING THE
WEALTH OF EACH COUNTY OR BALTIMORE CITY TO THE WEALTH OF ALL
OF THE COUNTIES AND BALTIMORE CITY AND APPLYING THIS
PERCENTAGE FOR EACH COUNTY AND BALTIMORE CITY TO THE TOTAL
LOCAL COST OF THE ESTIMATED BASIC COMMUNITY HEALTH SERVICES
BUDGETS OF ALL COUNTIES AND BALTIMORE CITY.

(II) AS USED IN THIS SUBSECTION, THE TERM
“WEALTH" IS DETERMINED ACCORDING TOQO THE PROVISIONS OF
SECTION 5-202 OF THE EDUCATION ARTICLE OF THE CODE RELATING
TO THE DISTRIBUTION OF STATE AID TO PUBLIC EDUCATION.

(C) (1) THE LOCAL SHARING FACTOR, AS DETERMINED IN
SUBSECTION (B)(2) OF THIS SECTION, OF THE TOTAL LOCAL COST
OF ALL ESTIMATED BASIC COMMUNITY HEALTH SERVICES BUDGETS
SHALL BE APPLIED TO THE ESTIMATED BASIC COMMUNITY HEALTH
SERVICES BUDGET DETERMINED FOR EACH COUNTY AND BALTIMORE
CITY AND SHALL REPRESENT THE LOCAL SHARE OF THE BUDGET.

(2) (I) THE REMAINDER OF THE ESTIMATED BASIC
COMMUNITY HEALTH SERVICES BUDGET FOR ANY COUNTY OR BALTIMORE
CITY SHALL BE PAYABLE FROM STATE AND FEDERAL FUNDS
APPROPRIATED FOR THIS PURPOSE.

(II) THE AMOUNT OF STATE AND FEDERAL
FUNDING FOR ANY CQUNTY AND BALTIMORE CITY UNDER THE SINGLE
FINANCING FORMULA MAY NOT BE LESS IN ANY FISCAL YEAR THAN
THE AMOUNT PAID IN FISCAL YEAR 1980-1981 TO THE COUNTIES OR
BALTIMORE CITY FOR BASIC COMMUNITY HEALTH SERVICES FROM
FUNDS APPROPRIATED TO THE DEPARTMENT OF HEALTH AND MENTAL
HYGIENE.

(III) THE INCREASED AMOUNT OF STATE AND
FEDERAL FUNDING IN ANY SUCCEEDING FISCAL YEAR FOR ANY COUNTY
AND BALTIMORE CITY MAY NOT BE LESS THAN THE 3 YEAR AVERAGE
PERCENT INCREASE FOR BASIC COMMUNITY HEALTH SERVICES.

(IV) THE 3 YEAR AVERAGE PERCENT INCREASE
SHALL BE BASED ON EACH COUNTY'S AND BALTIMORE CITY'S STATE
AND FEDERAL FUND ALLOCATION FOR THE STATE FISCAL YEARS 1980,
1981, AND 1982.

(D) (1) NONE OF THE SERVICES AND PROGRAMS INCLUDED IN
BASIC COMMUNITY HEALTH SERVICES IN SECTION 949, WHICH ARE
DETERMINED TO BE OF CONTINUING NEED FOR THE MAINTENANCE OF
HEALTH SERVICES BY THE SECRETARY OF HEALTH AND MENTAL
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6 HOUSE BILL No. 465

HYGIENE, MAY BE ALLOCATED ANY FUNDS BY THE COUNTIES AND
BALTIMORE CITY AT AN AMOUNT IN FISCAL YEAR 1982 LESS THAN
THE SUMS ALLOCATED IN FISCAL YEAR 1981.

(2) PARAGRAPH (1) OF THIS SUBSECTION (D) MAY NOT
BE CONSTRUED TO MEAN THAT THE LEVELS OF SERVICE OF ANY
PROGRAMS MUST BE MAINTAINED AT OR ABOVE THE FISCAL YEAR
1980-1981 LEVEL.

(E) (1) ANY ADDITIONAL FUNDS APPROPRIATED TO THE
DEPARTMENT OF HEALTH AND MENTAL HYGIENE MAY BE ALLOCATED TO
COMMUNITY HEALTH SERVICES IN EXCESS OF THE BASIC COMMUNITY
HEALTH SERVICES GRANT FUNDS DEVELOPED BY THE SINGLE
FINANCING FORMULA.

(2) THESE ADDITIONAL FUNDS MAY BE PROVIDED AS
SUPPLEMENTAL GRANTS TO INDIVIDUAL SUBDIVISIONS AT THAT
INDIVIDUAL SUBDIVISION LOCAL SHARING FACTOR AS DETERMINED IN
THE BASIC FORMULA.

(3) THE DEPARTMENT MAY SPECIFY THE PURPOSE OF
THESE SUPPLEMENTAL GRANT FUNDS.

(F) (1) THE PROVISIONS OF THIS SUBTITLE MAY NOT BE
CONSTRUED TO REQUIRE THE LOCAL GOVERNING BODY TO APPROVE THE
EXPENDITURE OF ALL OF THE FUNDS SUGGESTED BY THE SINGLE
FINANCING FORMULA.

(2) IF A LOCAL GOVERNING BODY APPROVES LOCAL
APPROPRIATIONS LESS THAN THE LOCAL SHARE SUGGESTED BY THE
SINGLE FINANCING FORMULA, THE STATE AND FEDERAL
APPROPRIATIONS SHALL BE REDUCED FOR THAT FISCAL YEAR BY A
PROPORTIONATE AMOUNT AS ESTABLISHED BY THE SHARING RATIO
BETWEEN STATE AND FEDERAL, AND LOCAL FUNDING FOR COMMUNITY
HEALTH SERVICES IN THAT FISCAL YEAR.

SECTION 2. AND BE IT FURTHER ENACTED, That this Act
shall take effect July 1, 1981. It shall remain effective
for a period of 7 years, and, at the end of June 30, 1988,
and, with no further action required by the General
Assembly, this Act shall be abrogated and of no further
force and effect.
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JOINT BUOGET AND AUDIT

301) S77-8424 COMMITTEE

October 15, 1981

The Honorable R. Clayton Mitchell, Jr.

Chairman, House Appropriations Subcommittee
on Health and the Environment

405 Lowe House Office Building

Annapolis, Maryland 21401

Dear Clay:

| regret not being able to appear personally before the Subcommittee on
Wednesday, October 14 when you discussed the subject of Single Financing
Formula, but your hearing found me in lLexington, Kentucky.

The financing of public health services In the State of Maryland has been
the subject of continued study and discussion since 1950. In 1955 the so-called
"'Case Formula' was implemented on a trial basis. It not only provided a basis
for determining State assistance to local health departments, thus ending the
ad hoc procedures previously in effect, but it also brought about a more
equitable standard of treatment among the subdivisions.

From time to time during the 1970's the Fiscal Committees expressed concern
over the Case Formula. Between 1974 and 1977, work was undertaken to develop
an alternative financing mechanism to the Case Formula.

On January 11, 1978, your Subcommittee, under my chairmanship, submitted a
report on "The Financing of Local Health Care Services in Maryland.' The report
called for legislating the establishment of a single financing formula using
manpower ratios as the method of developing budgetary estimates, and incorpor-
ated the concept that distribution of funds to local subdivisions would be based
on equalized assessed property value plus net taxable income.

House Bill 1276 was introduced by the Chairman of the House Committee on
Appropriations during the 1978 Session. It received a favorable report in
Committee, but was re-referred to the House Ways and Means Committee.

In May of 1979, in a letter from me to Governor Hughes, the Subcommittee
again endorsed a single financing formula for local health services. In his
response, the Governor said that the additional State support necessary under
the proposed new formula gave him pause.

During the 1980 Interim, the Joint Commlttee on Deinstitutionalization

decided to reintroduce the single financing formula bill (House Bill 465).
The bill received an unfavorable report in the Appropriations Committee.
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Honorable R. Clayton Mitchell, Jr. -2 - October 15, 1981

On September 22, 1981, the Joint Committee on Deinstitutionalization
agreed that it would not resubmit legislation similar to House Bill 465
because this legislation addresses itself to much more than the deinstitution-
alization issue. The Joint Committee feels that the House Appropriations
Subcommittee on Health and the Environment might wish to consider submitting

similar legislation during the 1982 Session. A copy of the 1981 bill is
attached.

Sincergl

Joint,|Oversight Committee on

FRANKlB. PESCH, SR., Chairman
De

nstitutionalization

FBP:bjg

Attachment

cc: Members, Appropriations Subcommittee on Health and the Environment
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APPENDIX F
Presented to the Joint Oversight Committee on Deinstitutionalization

August 25, 1981

Ixecutive Plan - Mentzl Hygliene Administration
Fiscal Years 1983-85

(DRAFT)
InTroducticn

The Mentzl Evgiene Acministration (MHR) Executive Plan for Fiscal Years

1983-85 simmltanecusly represents Poth a continuation cf previocus MHA Txecutive

)

Pilans ané an inncovative ceperture fram them. It represents a continueticn in that

Mn w21l continue €0 erphasize deinstitutionalizaticn--that is, keeping satients

in the ccomunity o the extent practicable and returning them to the community as

ocn s Zfeasible. It represents an irncovetive ceperture in that MEA proposes to

w

Iollow a strategy whereby rescurces, including staff and Sunds, will be shifted

Irom The xaicr State nespizzls 0 commmity-tesed procrams.

Missicn znd Coals

¥=r, a comzcnent ci The Assistant Secretarizt for Mental Hezlth, Mental

=icn, AM4icticns, ernd Develcomental Diszbilities cconsists of Centrzl Head-

varters and Zour regicns: Canwral Maryvland, Eastern Maryland, Southerm Marylzand,

ané west=rm Maryland. ‘e under the rederzl Zealth Systems Agencies' sitructire,

Morntzooery County is a seperate regicn, under MHA structure it is inclucded in the

area. With this cne excepiicn, the MER anc HSA regicrns are

four nespitzl centers, two residentizl treatment procrams icr
cnald-en and zcclescents, crme cammnity mental hezlth center, a fcrensic wreatment
and eveluation facility, and two commmnilty-besed treacthent programs. It alsc prevides
firzncizl supoert 10 & veriety of communitTv-besed treattment frocrams. (A ccmv cf

ER's crzanizeticrmal chart is avtached.)

% is derived frcm ArTicles 53, 16, 27, 31, ard 43

of Marvland. Urder these acts, MHA's missicn
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is to foster and preserve the mental health of the citizens cf Maryland. Under
the Community Mental Health Services 2ct of 1966 (codified as Article 59) and
amended in 1963, 1972, 1975, and 1978, MEA is authorized to provide grants to
mublic and privete ncnprefit organizations to fund: (1) inpetient services;
(2) outoatient services; (3) 24-hour emercency care; (4) partial hospitalization;
(S) consultation and education; and (6) cther forms of prevention, treatrent, or
renabilitaticn.

Breadly speaking, the goal of MEA is +0 reduce the incidence and crevalence
cf mental illness in the State of Marvland and to restore, as cuickly as possible,

these rerscns wno feccme mencally 111 to cptimel sccizl functicning.
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Trends

A number of routinely collected statistics indicate sicnificant chances in
the use of hospitals for the treatment of mental illnesses. The hospital census
and hospital admissicns and bed-day utilization all reflect a decrease in the
numcers for the four major regional hospital centers, with a shift toward creater
utilization of the commnity-based hospitals in the State system, particularly in
the utilizaticn of the psychiatric units in acute general hospitals.

Table I - Census of State Inpatient Facilities*

Ang. Aug. Ang.
1978 1979 1980
4 Majcr Regicnal Hospitzls

Crownsville 637 621 432
Zastern Shere 327 391 333
Scringfield 1552 1460 1381
Scring Grove i0l 230 887
- Subtctal 3637 3380 3053

Commurity-Based Sta*a Facilities
Carter i = = =30
Pinan = — 1cs
Highiand Health = - —
' Subtotal — — 155
Total 3637 3380 3208

Table I - Admissions to State Inpetient Facilities TVs 1978-198C*

FY 1978 Y 1979 Y 13880
4 Majcr Regicnal Fospitals

Crownsville 2265 2053 1188
Zastern Shore 882 1011 11212
Serinctield 3349 3295 301
Spring Grove 3840 3880 3577
Subtotal 10336 10238 3888

Camunity-Based State FAcilities '
C;.r':er 124 488 515
Fq.na: i - 73 272
Highlané Realth — - 30
Subtotal 124 361 1057
Total 10460 108006 287

*These data do not include Clifton T. Perkins angd the

o Regicral Instituces for
Chiléren and Adolescents. s
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Trends

Teble I1I - Admissions to Other Inpatient Facilities F¥Ys 1978-80

FY 1978 FY 1979 FY 1980
General Hospitals 11017 12744 15138
Private Psychiatric Hospitals 1507 1493 1433

Table IV - Bed-Day Utilization—State Inpatient Facilities

FY 1978 rY 1979 FY 1980
4 Major Recicnal Hospitals .
Crownsville 240,154 228,139 208,113
Eastern Shere 122,918 112,043 117,879
Springfield 565,159 546,055 513,630
Spring Grove 395,615 374,147 333,347
Community-Based State Facilities
Carter — 10,457 16,062
finan = 8,979 33,172
Zichland Health 5,051 5,258 5,884

These chances reflect the Opening cf new facilities wnich are better environments

:(i.
£
I3

ients because they are todern and well ecuipped and, ost inportantly, because
they are in the commnity in which the patient lives.

X5 can De seen, the possiSilitj of shifting resources Zrcm inpatient care ncw
exists. The trand is downward in all three statistics, althouch there is scme
regicnel variacicn, rotably cn the Zastern Shere, where the number of bed days in-
creased petween 13579 and 1980, altaough cverall between 1978 arnd 1980 a reduction
has been rezlized. The largest reducticn toth in number of bed days and in Tercentace
¢f chance cver the three-year period is in Spring CGrove, where a reduction of 62,268
in the number of ecd days has occ.u:'red, cr almost & 16 percent reducticn. Sprinciield
experienced a decrease of 52,068 days; and Crownsville, 32,041 cays.

As the t=zble shews, some, tut not all, of these days are accounﬁed for by the
cormanity-cased facilitiee Carter Center, Finan and Highland Heaith. Other faciors
ars ixproved hespital—cormunicy liaisen, s‘:acg:l‘:ézed services, cCrmunity suppert

services znd the beginning of prezdmissicn screening services.
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Trends

Between fiscal year 1978 and fiscal 1980, more than 200 psvchiatric oeds
in gemerzl hospitals were added tO the overall capacity Of the State with others
in process of approval. With the addition of these beds, there was a 23% increase
in psychiztric admissicns to general hospitels. Despite the increase in acmission
t0 psychiatric patients to general hospitals, there is questicn as to whether is
increase has contributed to 2 decrease in admissions to State Hospitals. The
questicn of whether general hospitals are admitting the same populaticns  that would
otnerwise be aémitted to State Hospitals is unansweraple at this time and cne that
MER Intends © investigate.

There are wwo volume mezsures fCr the community programs: admissicns and
whe Client Profile Survey. Acdmissions tc publicly supported crocrams shcowed &
slicht increzse “ram 24,443 1n FY 1979 0 25,495 in FY 1980, an increzse & . 1=z

aCre an 4%.  Little cain hewever, is shown in the repezzad Clienc

Survey wrich at the end ¢f TY 1979 counted 21,563 Derscns cn the Cpen caselicad o7F

cuzlicly funded cutpatisnt procrams and gt the erc¢ of Y 1280 shcowed 21,32

Properwicns of severely mentzlly disabled and those with

ticr nave remained consiant in WO surveys. Neitter ficurs incliudes the nimher
of perstns row enrclled in the newly estarlished ctsycho-soc:zl remasilitzticn
procrams and resicdential procrams.

It ig difficult o estimate On availaple informaticrn <he totzl ri—mer oF
perscns served in housing altermatives suppertsd in part DV MHA.  In nalfuay nouses,
2 wota. of 38 beds funded Ly MHEA are now available. With z conser Fative estimats

cZ a wuxmover of 6 menihs on the average 176 Persons can be served VEesElE i

supervised apartents, 87 beds funded by MEA are averlzbie.

These altarmaetives

Cermit longer siavs sO 2 cinservative estimate ',»Cu_l:' e 175 places for zerzcrs
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Aftercare and PreAdmission Screening. As yet no comprehensive management infor-

mation system exists for these programs. Dataareavailesble from two sources, the
fastern Shore Aftercare Project and the Central Maryland Aftercare and Preddmissicn
Screening Pilot Repcrting System.

Aftercare: The Eastern Shore Aftercare Project provides by far the nost

complete data camperisons for FY 1980 on the patient flowin the preliminary figures

shown below: TY 1980
Totzl Separations from
Zastern Shore Hospital Center 960
% Total Separaticns § Referrals
% of Signed Aftercare Plans 815 84.9 N/A
2 of Aftercare Plan Referrals 667 69.5 100
o Conmunity MH Programs
2 Perscns keseping lst Appointment 337 . g5.¢ 80.5
2 ci Perscns Receiving MH  Aftercare 573* 58.6 N/A
Services

=Includes cersons not referred initizlly o OE Clinic.

In Central Mzryland a ncn-automated repcriing systemylelded incChplete cata.

On the tasis of two counties' and Baltinpre City reports, the iollowing Informeticn

nas heen develcped:

FY 1980
Tct2l Separaticn frcom
State Hospitals 702

% Total Sepaxaticrs % Peferrals

¢ of Aftercare Plan Referrals 379 54.0 N/A
0 o
i Perscns %eepinc lst Appointment 242 34.58 63.8

The Zastern Shors datz provides a good example of how well an aftarcere
lizison car functicn: The Gata, from Central Marylard, thouch incomplets, are

encouracing. The referrals rate on the Zastern Shore ard in Centzal Marvlernd are
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very different and reflect the camlexity and variety of grocram zlternatives
the area.

Preidmission Screening: This rrogram which has been in a pilot phase in
Central Maryland Region nevertheless shows encouraging trends On the basis of
incarplete repcrting, the following figures have been obtained:

Jan-Dec 1380
i Screened 3,444

Discositions N 5
= b 3
Referred to Stats Heospitzals 1,091 e
Referred to Other Procrans 2 8se 63.3
# Of State Hespital Adémissions 2,180 i
s Screened 1,091 50.0
3 Admitied hut not Screened 1,089 sC.0
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Nesd Plan

State hospitzls, historically, have cften served as the resource of last
resort. When no other health, socizl, and support resources were aveilable.to
care for needy individuals, such perscns very often Zound themselves admitted to
State hospitals. Many of these individuals were mentally ill, but some were not.
After peing admitted, many never returned to the cammnity because of 2 lack of
arrrerrizte  community rescurces and because of comminity resistance to having in
their midst individuals «wno had peen hespitalized. This sitvatiom is attested to
Ly the Zact that in thel State of Maryland apprcximately 537 satients or 31% of
2ll individuals rasidinc in State hospitals for a vear ¢r nore are not in need of
osychiat—ic hescitzlizetion.

Over the recent vears, several Icrces nave beern a2t work to chance the xCle
Of State nospitals. A kady of law providing psycniatric patients with relativel
new rights has evelved. Uncder these rights, patients cannot e acmitted
psvechiarric hospitals or held in them imveluntarily unless it is cemonstrably

clear, clinically and legally, that ar inveluntary admissicn is iz the patient's

In adéiticn o the legal constraints, the role of the State rmospital ki
crznced zeczuse of a plethora of evidence indicating that admissicn to larce
Stars hespitals mzy 2e inimical o the Detient's treatment and recovery. In
many instarces, retenticn in a large institation for no clinical reascn, i.e.

14

inetituticralizaticn, exacerbates the very conditicns that treatment is intemded

b

At the same time that evidence demcnsirating the deletericus effects of
umecsssary hespartslizaticn has been accomulating, additicnal evidence has

indicating that ‘weatment in smeller community-based inpatient units

n
®
2
m
®,

s fzr scre efiective than treaiment in large State hospitzls. (Cne advantzace
cf commmmity-tesed inpatient tweatment is that the patient rerainms clicse o his

77



fa.rn:ily and natural support system, while that is rarely the case in State
hospitzlizaticns.) While inpatient treatment in a cammnity-pased facility s
more effective than treatment in a State facility, alternatives to any type cf
inpatient treaiment—cay reatent, halfway hcuses, supervised aper—ments, O
mention 2 few—often represent even more cost effective treatment for agpropriate
individuals than commanity-based 1npatient treatment.

While the cesirapility of developing altermatives toO hospitalizaticr is
widely recognized, acguiring the resources o develCp such aliermatives nas

represented 2 mejor problem for MEA. At the current tire, apbroximately £I% G

L
[al
m
o
[

b
i
|
]
]
ot
i
%
f
i

MHA's entire mudcget s invested in inpatient and

™S conitinues O be the situation although cver the cast nurber of yezrs, there

nas been a steady decline in the census 0OF Paradcxoczlly,
ahille the cetient populacicns at the older Stzte fac:ilities nave Deen Zecllining,

MHA has been surjectad IO constant Tressure oy licensing and reculatlr Docles T

allocate ever incressing amcunts O these fzciliities. This 1s Zecause the ohysiczl
rlants of the clder Stats Zaciliities ere ancient znd Cetaricrating andi recuiTte
extensive rehacilitazicn or camplete replacerent.  Additicnel stafl =i ctner

resources are alsO necessary. How O balance the conflicting demands

rescurces £2r State fzcilities wnile expanding alternmatives <o hostit
has rerresented a2 m2Cr ancd racging preplem for MEA,

!EA has chcsen @ solve this problem by pursuing a stratecy whererv

tecy whn Vv o2 Tro-
portion Of rescurces, cth Derscrmel and finmancial, will be siifted Zrcom Statae
facilizies to community-cased altermatives tO hespitalizatacn.  [(Specizi:zsd ezt~

mert Zacilities such as Clifieon T. Perking, Recicnal Institutes Sor Chiliree z-

= - - B h —_——— =& - < - -a. b B -
Adolescents will net e affscted bv this siza .} SITPly put, as the tcoulaTilns

of the clder State rospitals decline, muildings will e closed, & propor—-on of

versonnel ard finances wiil e siafiad O community-based treatment procrams thas

w2ll be estzolisnted Cr exzanced <0 serve as altermatives T2 possi-al:-a=io

SPoio SeEt N
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Sirultanecusly, a proportion of the funds will be retained to upgrade the cuality
of care in the hospitals.

Although this plan encaompasses Fiscal Years 1983-83, much of the planning
that will be nececsary to assure the success of this new approech will tzke place
during FY 1982. Therefore, MHA's plan for FY 1582, as the antecedent to the plan
for FY 1983, is reported here.

Tiscal Year 1982

1. Iéentification of commnity needs by June, 1981. (Part of Needs Assessment now
in procress as part Cf the requirements of Pederal Legislation).

2. Regicnal Directors pricritize cormunity needs. (part of Needs Assessiment now
in progress as part Of the recuirements of ¢ Federzl Legislation).

July 1981

3. Accuire cubermatcrial support and coamitment o shifiing of funds from hospitals

to community Trograms ov Suly, 1881.

4. Identificaticn of existing commmnity rescurces . (fart of Needs Assessment ncw

in procress as part cf the raguiverents of Federal Legislatiom.)

5. ZSevermination cf basis of allocation to cammmnity programs.

6. Clarification cf status cf State employees affected oy muilding closings and
t—ansfer ¢ funds.

1. Develcp organizaticnal siructare éefining relative roles and resconsipilitiy
of the Dirscteor ard Dep_uty Director cf MHA, assistant directors, hespital
superintendents, loczl nezlth officers, and others in planninc and decisicn
making.

2. Ifentificaticn cf loci of accountanility.

3. Develcmment cf financial, administvative, and management structure.

!

[

. Develcpment cf performance standards.



. IGentification of recipients and develcpment of rasis for determining amount

of resources o be transferred from State hospitals to camminity programs.

Basis for determining amount to be transferred to commnity programs will
consist of: (&) the hospital's and the community's success in reducing inpatient
days (excluding days utilli.zed by pat:‘xen‘.:s~ with the primary diagnosis of alccholism);
(b) patient day charge; (c) commumity need; (d) the e:&.ent to which the hospital
is above or below the average patient day charge; and (e) maintaining & portion

of any savings for hospital enrichment.

Fiscal Year 1283

1. Conduct pilot grant procram(s) to test the efficacy and efficency of the
organizaticnal structure, reallccation besis, manacement and decision making
processes.

2. Mzke appreorizte budget modifications for FY 1384 based orn FY 1981-82
utilization rates by Aungust, 1983.

3. Continue coordination of calculations for FY 1984 in Mzaster Facility Plan with

3 &

the transfer cf funds from hospital %o community procrams. (Refer <o Master Facilis

t

Plan for futher information regarding rrojected inpatient rescurces.)

Fiscal Yesr 1984
1. Heospitals, following reallocaticn kasis, shift funds and personnel =o Procram 12

the procram that rrovides funding for commumnity mental heal:sh procrass

2. Hospital vnits/huildines are closed; reduction in fixed cost transfer—as.

3. Regicnal offices, follcwing reallocation basis and pricrities, make grants
o communicTy progranms.

4. Regicnal offices necCtiate FY 1985 contracts between MHA and provider
crganizziicns.

3. MR tests and modifies performance standards 0 be used in coriracts wits
crovicders.
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€. M ronitors perfcrmance of grantees %o ascertain compliance with MHA

requirerents.

Fiscal Year 1985

1. FEospitals, following reallocation basis, continue to shift additional funés
o Procram 12.

2. Additiocnal units/maildings are closed.

3. Program 12 money is used to finance signed contracts enabling local communities
£2 centinue receiving funds and personnel.

4. Recicnal offices awercd grants for needed services not provicded on contractual
asis.

3. MEA menitcrs perfcrmance of coniacting and crantee corganizetions.

The end resulti ci this process will be 2 txansfer of Hospital Procram 12 funcés
e MHA Cantrzl Office c¢rants (Procrsm 12). Awarding of these funds will ccntirve
W be dcre Dy the Recicnal cffices hased on continuing anzlysis of communicy needs
and the izract of services fmced thxough crants on hospital admissicns. Increases
in ncsvital edmigsicns will result in 2 ra=llocaticn of Program 12 funds to the
Izcilities,

There is tme pessibility that during the pericd of FY 1963-35, MHA will receive

P et ,
Suncés Ircm the Federzl ~.izChO

Acéministraticn

i
!
g
;
E
5

o fond Maryland's Community Supocrt Procram.  There is zlso the

MEA, as <he exclusive zcent, will receive funds uncer PL 96-398.

iT raceived, as well as reallocated funds, will be used o cevelicr altsrmatives ©o

hospitzlization ané <o finance programs icr priority populaticns and nen-reimburseble
services.
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Summary of Panctions of Each Orcanizetional Sub-Unit

Clifton T. Perkins Hespital Center

Clifton T. Perkins Hospital Center, located in Howerd County near Jessup,
is the State's forensic treatment and pre-trial evaluation facility. Commnic

eval:

tions of forensic patienzs and the Hamilton House are compenents of services

offered Ly Perkins tc the forensic population. An 80-bed unit is in the process

of being added to this facility.

Crownsville Hesoitzl Center

Crownsville Eospiizl Center, loczted approximazely six miles northwest oF
Annapolls, Trovides impatient, outpatient, and day weatent O residents cf

Anme Arundel, Calvert, Charles, &xd St. Mary's Counties and the eastarn DCroiCn Cf

Tastsrn 3hore Zeswpital Center

Zastern Sicre Icspital Center s 2 regional nespitzl Troviding inpeEtient and
cutpatient services O the mentally 111 and aced residents of Caroline, Cac

Jorchester, Xent, &‘*\:rerse:, Taltot, Wicomico and Wercest=r Zounzies.

Zicnland Health Facility

Eichland Fealth Tacility orovides pre-admissicn scrzeninc and inpatient

Seihghl A higter)

\

treathent to the residents cf t Ralomore.

Marviancd Psvchiatric Research Center

The purpese Of the Maryland Psychiatric Research Center, crerztsd cr a
conwactual basis with he University Of Maryland, is o increas
owledce related t© The eticlocy ard “reatient of schazcohrania andé mascr
affective discriers. Patients par-icipating
come Trimarily frcm Sering Grove and represent chrcnic, -
catients with sericus long-lasting complicatior bl ents and
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and midly schizcphrenic patients with whom innovaticns can be tested. The
Center is expected tO contirue conducting service related research with inpatient

and outpatient populaticns.

Regional Institute for Children and Adolescents - Baltimore

The Regicnal Institute for Children and Adolescents - Baltimore, provides
treatment and efucaticnal services for ermctionally disturbed children and adolescents

on an inpatient, ocutpatient, and day ‘reaiment basis.

Recicrnal Irnstitute for Childé=en and Adolescents - Rockville

The Regicrnal Instic:ite for Children and Adclescents - Fockville, provides

treathent end educaticnal sarvices for emotionzlly disturied children end adolescents

cn an inpetient andé ou—mstient kasis.

3

Sorinc Grove HSescizzl Centar

Sering Grove Hespitzl Center, lccated in Cztonsville, is a multipurpose

facility Troviding inpatient cars and tresatment O patients Irom Southwestern

ty h &

(a4

Bzl=imcre Cizv and Bal<inCre, Cecil, Harford, and Prince Gecrge's Counties.

also rrovides intermediate rursing care 0 aged ané chronically ill patients who
¢ not reculre csychiztric hespitalizaticn.

Sprinctisld Zeoscital Cencer

Springfizld Hospiizl Center, located in Carroll Coumty, sexves mentally ill
Datients wno live in Carrcll, Howerd, Frederick, and Montcamery Counties and o

ormmern SOrtion of Zeltimcre City.

e mertal nezi-h compenent of the Themas B. Finan Hespitzl Center, located

citizans ¢f Allacany, Washi=c=on, Gerret:, and Frederick Counties.



Walter P. Carter Comunity Mental Health and Retardaticn Center

The Walter P. Carter Cammmity Mental Health and Retaréaticn Center is a
maltidisciplinary facility located in Baltimore City. The rental health
corponent provides inpatient, outpatient, day treatment services, consultation
and education, and emercency and pre-admission services 1o individuals of all

ages.

Director, Decuty Director, Mental Hygiene Administration

e Director is responsible for the cverall direction and memacement of
the Mentzl Eyciene Administration. The Deputy Director serves as the Director's
cnief lisutenant.

N

sgigtant Divector, Zastern Maryland Recion

The Assistant Director, Eastern Marylend, is réspensible foxr the Zastarm
as

—

Marvlané regicn and alsc serves a superintendent ci Zasterm Shere Ecsciitzal

Centsr. The Zastern Shcre Regicral OfZice is responsible for crant awaxcs,

<icn, plaming, and develcmment.

Assistant Direcicr, Mentzl Iyciene Administration, Scuihern Marvland fegicn

—2XT T

The Assistant Director, Scuthern Marvlarnd, cocrdinztes the activities cf
the Pegicnal Institute for Children and Adolescents-Rockviile and Spring Grove
Zospizzl Center I, and local Programs. The Regional Office is also respensiole

Zfcr grant awerds end program consultzticn, plamning, andé develcomrent.

Asgistant Dirasctcr, Mental Hyoiene Adminisiration, Central Marvi=nd Regicn

The Directcrs of Crownsville Hospital Center and the Waltsr D, Carter Merts!
Beaith ané Men*al Retardaticn Center, Regional Institute for Chillrer ané Afolescen:s

gltizpre, Hignland Health Facility, Spring Grove ané Scringfigid =

repcrT ¢ the Assistant Director, Centzal Maryland. In afditic-, =h

varviand Regional Office is responsible for meking grant awaris ard

%

cram consuititicn, planning, and develcpment.
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Essistant Director, Mental Hvoiene Aéministration, Western Marvland Region.

Tne Assistant Director, Western Maryland, is also the superintendent of the
Thewes B. Finan Hospital Center. The Western Maryland region is responsible for

mekinc grant awerds and providing program consultation, planning, and development.

Assistant Director, Mental Hygiene Aéministraticn, Planning, Informaticn, and
valvation Unit

This unit is responsible for making a2ll of the long-range ané short-range
vlans for MHA. 1In addition, it evaluates 211 MEA-furnded programs. PIE Unit
also writas standards end recqulations for mental health programs subject to MEA

review and approval.

The Assistant Cirector for Procram Administration is responsible for

cevelcping and mcnifcring (EA's budcet. Title X{ expenditures and recuirsments

\
m
d
e ]
h
i
3
f
g

ch this office.

.szistant Director, E¢&:mcaticn end Traininc

- This cffice is responsible for reviewing the educationzl and menpower needs
CE M= I+ is also responsikle Zcr develerming ané cocrdinating aptrerriste

sfacationzl srocrams for public mental health perscnnel.

Mzr;iznd Mental FHealth Manpower Cevelcooment Prcject.

The Mentzl Heal=n Marnpower Develcmment Project (MILP) is concerned with

now mentzl nealth services zre delivered and the manpeower utilized

iver =nese servicaes in the Stzte of Maryland. The goal cf MEMDP is o

zfvise MEA regarding the develomment OF fuman rescurces necessary o implement
an efZ:i~isn= arnd effective mental health ceare delivery system for he citizens
of Marvland that is congruent with ihe State mental health plen, and the plan

Cmitted o comply with the Mental Healih Systems Act of the Federal gUvernment.
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Director ¢f Deinstitutionalizaticn

The Directer of Deinstitutionalization is involved in the development and
implementzticn of policies and programs 10 achieve deinstituticnalizatien,
community support systems, and psychosocial rehabilitation. This office reports
to the Director cf the Mental Hygiere Administraticn and refresents the Adminisvraticn
on all issves related o ceinstituticonalizaticn. The Directer of Deinstituticnalizatic
also functions as Director of the Cormunity Suppert System Project, as Coordinator
of the HUD Demonstraticn Project for the Deinstituticnalizaticn of the Chreniczlly

Mentally I1].

PIZ:etT
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APPENDIX G

ACCELERATED DEINSTITUTIONALIZATION (D/I)
PLAN FOR MENTAL HYGIENE ADMINISTRATION

I. Purpose of Plan: To show how the addition of new funds can D/I
325 patients by FY '86 instead of FY '91 as
currently planned.

II. Advantages of the Plan

1. Will obviate need for 175 modern beds thus saving approximately
7 million dollars (FY '82 dollars) in capital costs.

2. Will provide services to patients currently living in the
community thus reducing the rehospitalization rate and the
rise of the "street people" population.

3. Will increase the staff/patient ratio in the large hospitals
thus removing one barrier to accreditationm.

III. Mechanics of the Plan

In order to successfully D/I patients, MHA will complete and expand the Com—
munity Support System (C.S.5.) through the utilization of new funds and dollars
reallocated from State facilities.

Services Needed

Current New
Basic Components of C.S.S. Patient Placements Patient Placements
Housing Servicesl No ' Yes
Psychosocial programs Yes Yes
Clinical treatment services Yes Yes
Consultation and treatment
services linkage with nursing
homes
Emergency treatment capability
at designated emergency
evaluation facilities Yes Yes

IV. Obstacles to Reallocation of State Facilities Funds to Community Programs

1. Current budgetary practices allow:

--funds to be removed from MHA budget based on the reduction in
patients in State facilities (A.D.P. decrease). This also
applies to fixed costs.

--galary fringe benefits torevert to State general funds
consequently causing community programs to absorb these
costs. Currently these funds are in the D.0.P. budget.

1'Pr:oject: HOME placements will be utilized whenever possible.
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--assignment of a salary turnover factor which is higher
than actual experience.

--inconsistent annual adjustment of the budget for inflationm.
Current legislative process allows:
The '"Whipsaw Effect"--positions which are held vacant in order

to meet the salary turnover factor are subsequently cut by the
Legislature.
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FY '83-FY '86

SUMMARY OF COMMUNITY SUPPORT SYSTEM NEEDS

(FY '82 DOLLARS)

Annualized
Projected Annual Projected Additional
Costs Available Funds Needs
382 patients _placed in $ 477,691 (cl.treatment)
the community 1,294,980 (psych-soc.)
1,260,600 (housing)
subtotal $3,033,271 . $1,491,765% $1,541,506
325 additional patients $ 465,400 (cl.treatment)
to be placed in the 1,101,750 (psych-soc.)
community 3,185,000 (housing)
subtotal $4,752,150 $2,439,889° $2,312,261
Emergency treatment
capacity 4 $ 625,000 -0- $ 625,000
Consultation and treatment
services linkage with $ 49,000 -0- $ 49,000
nursing homes
TOTAL $8,459,421 $3,931,654 $4,527,767
1.
See Attachment #I
2.
Includes $200,000 in Federal funds as noted in Attachment #II
3.
Reallocation dollars--see Attachment #III
4,

This component will generate additional patients who will utilize the

psychosocial center.

93



PHASE-IN SCHEDULE

(FY '82 DOLLARS)

Total of Current Gross Amount Amount of
Fiscal|New Patient Total Available [Additional Available for] Net New Funds
Year Placements Cost Funds Needs Reallocation Need Needed
'83 50 $4,563,371 [$1,491,765 |$3,071,606 43,025 $3.028,581 [ $3,028,581
'84 187 6,691,585 1,491,765 5,199,820 843,424 4,356,396 1,327,815
'85 325 8,584,421 1,491,765 7,092,656 1,500,253 5,592,403 1,236,007
'86 X 8,459,421 1,491,765 6,967,656 2,439,889 4,527,767 (1,064,636)2
TOTAL $4,527,767

l.7otal Cost is based on 12 months capacity for z11 patients in community programs.

2

available $1,064,636.
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Attachment # I

Camunity Living Altarmatives

Tor Aculzs

Cantzal Maryland Regicn Supervised Apt. HalZay Icuse
Beds Beds

Car=oll .Ceunty
. Granitas Ecuse, Inc. 15

HZeward Ceuntv

. Growth Center -6
. Vantage Place 12

anne Arvndéal County

. Arurdel iodge 12
. Arnmdel Livirg 8

Baltimore Ccﬁ::tv

. Changing Directicns
Jchrs Horkins Coamamity
Psychiatry Program
(Planning St=ge)

Baltiqmere City
e Sl B

. Project FLASE 28 15
. St. P2ul Ecuse 15
. Charlss Villace Scuse i3 _
. Glen Marcr 3
. Tallcwship Zcuse 20
. =Eamilten Zcuse 13
. Sizai Zegpiktal ZpazTent Frogram 12

. Shcemix Zcuse
(Plarning Stage)
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Supersissd AgtT. ZalSwey Zcuse

Becs Secs
ZasTarm Sicra Ragicn
e CeNESuNT,
. CGo Gemtars, Inc. (Full Psvohesccial 8

2.0. 3cx 2531 rcgram - 3 Sugervised Apts.,)
Saliskhzy, ¥D
Ccntact Perscn: Jacgui Lick

. GO Getters, Inc. (Planning Staced
Taloet County
Zasten, MD
Scuthern Regicn

Mentgtmery Csunty

. Sock Crsek Foundaticn 2
Silver String =

. St. Luke's Hcuse 27
. Silver Scrix

. Bethesca
. Aeckville

. Mcntoorery Ecuse 13
Zrice [Eecrsels| CEEy
. Tamily Service of Prince 20

Gecrge's County -
Calvers ComnTy
SE SR OETEE

. BLISS, Ic.

PlannisclSEESE)

St. Marv's County

. frzedom Lapding, Ingc.
(Plamning Stage)
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Trederick County

. The Way Staticn, Inc.

Tetals:
Ic :

TOTAL CAMNITY ALTERRITIVE 320S:  322%x

*Project HCME has an additional group of 50 patients ia

Community Alternatives Cost

Supervised Azt. Zalivugy Hous:

Zost2

Model

T

(FY 1982 Dollars)

I. Housing: (Average cost for all levels
of supervision)

II. Housing (24 hour supervision)

**as of September, 1981.
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7
12
190 132

care (322 + 60 = 382%)

Daily Annual
$ 9.04 $3,300
$26.85 $9.800



ATTACHMENT # II

MHA AWARDS
COMMUNITY RESIDENCE AND PSYCHOSOCIAL PROGRAMS

General Funds and

FY '81 Title XX
FY '80 Award (As of 11/4/81) Federal

Program Award To Date FY '82 Award Dollars
Baltimore City Program $50,000
Arundel Lodge
(Halfway House;
Supervised Apartment) $93,994 $98,769 5108,766
St. Luke's House
(Halfway House) 80,200 111,616 175,000
Project PLASE
(Halfway House;
Supervised Apartment) 101,531 114,386 139,386
Family Services of
Prince George's County
(All Programs) 112,707 114,224 506,372
Sinai Hospital
(Supervised Apartment;
Psychosocial) 14,629 16,796 17,636
Montgomery House
(Supervised Apartment;
Psychosocial) 87,002 54,912 100,248
Way Station
(Supervised Apartment;
Psychosocial) 23,923 22,345 28,233 50,000
Turning Point
(Supervised Apartment;
Psychosocial) -—- 22,279 31,567
Archway Station
(Psychosocial) -— 10,422 21,354
Go Getters, Inc.
(Psychosocial) 15,333 16,406 19,737 50,000
Rock Creek Foundation
(Psychnsocial) 37,500 35,100 70,960
St. Mary's and Charles
Counties - S -— 50,000
Granite House === -— 25,000
PEP - == 27,825
Care for Friends -— —== 19.681

TOTAL $566,819 $617,255 $1,291,765 $200, 000
HS /KEM :mm
11/4/81

TOTAL MHA FUNDS AS OF 11/4/81 = $1,491,765 (31,291,765 + $200,000)
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ATTACHMENT # TIT

FORMULA FOR THE REALLOCATION OF HOSPITAL RESOURCES
TO_COMMUNITY MENTAL HEALTH PROGRAMS

(1) (2) (3) 4) (3
Decrease in Daily Cost Annual Cost Understaffing Amount to be
Patient Days x Avoidance = Avoidance x Correction = Reallocated

Factor
legend:

(1) The length of stay in the hospital is expected to decrease. In addition,
this figure will be adjusted to reflect Sachs', Project HOME, ACA
patients, etc.

Average direct
(2) Daily Cost Avoidance = (adjusted* staff/patient ratio x care staff salary)
365

+ (Variable) Formula Cost

*adjustment = staff Turmover Factor, Sachs', Project HOME, Program 12,
ACA services costs

(3) Cost avoidance is not available until after patient leaves the hospital.
(4) Understaffing Correction Factor = This factor will be calculated at 50%
and will reflect the percentage of staff which will be maintained in

order to meet JCAH accreditation standards.

(5) These funds will be in addition to the resources currently assigned to
the Community Mental Health programs.
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ATTACHMENT # IV

Use of New Funds
A. Emergency Treatment Needs
$25,000 x 25 sites = $625,000
B. Consultation and Treatment Services Linkage
Physician E: 50% = $21,830.50
25% fringe = 5,457.62
$27,288.12
Nurse V: 100% = $17,000
25% fringe = 4,250
$21,250
Travel: $462
TOTAL: $49,000

C. Clinical Treatment Services Linkage

| Minimum Services | Maximum Services
Psychiatrist ($27/hour) 12 visits/year = $324 16 visits/year = $432
Other Professional 745 1,000
Services
(Psychologist, S.W., R.N.,
Rehab. Spec., etc.) Total $1,069 $1,432
325 new x $1,432 = $465,400

191 current x $1,432 = 273,512
191 current x $1,069 204,179
$943,091

D. Community Alternative Treatment Units
1. Psychosocial (Based on 50patients per program)

Salary + Fringe
1 Director $18,825

5 Staff (1 to 10 ratio) 62,750
$81,575
Supplies
Admin/Office $ 1,000
Dietary:Cleaning
($50/day/patient x 133 days) 7,825
$ 8,825

100



Rent/Utilities
2,000 sq. feet $14,000
Insurance
car $ 500
Liability 3,500
$ 4,000
Food
$2/daypatient x 313 days $31,300
Transportation
1 Van $10,000
40,000 miles @ $.15 = oper.
cost $6,000
$16,000
Contracts
Xerox $2,500
Equip. Serv. Contracts 1,000
Exterminating 300
Trash Removal 1,000
$ 4,800
Equipment Replacement
Estimated $ 2,000
Secretarial/Accounting Services
Estimated $ 7,000
Total $169,500
Operating cost per patient $3,390
Start-up cost
Equipment, deposits,
alterations =-- 4 units $125,000
2. Housing
- Average per patientfor all levels
of supervision $3,300
- Average 24~hour supervision $ 9,800
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Reallocation from MH Institutions based on:

50 FY '83
137 FY '84
138 FY '85
325 D/1 Patients

A. FY '83 Reallocation

50 D/I Patients (6 months average)
Positions
Formula Cost($1,721 x 25)
Fuel

B. FY '84 Reallocation
187 D/IPatients ( 50 - 12 months
137 - 6 months average)
Positions ( 50 x 4,300
137 x 4,300 x 6 months)
Formula (50 x 1,721
137 x 1,721 x 6 months)

Fuel

Fringe @ 25.57%

C. FY '85 Reallocation
325 D/I Patients (187 - 12 months
138 - 6 months average)
Positions (187 x 4,300

-0~
$43,025
-0-
$43,025

$509,550

203,939
-0-
$713,489

138 x 4,30Q x 6 months)$1,100,800

Formula Cost
(187 x 1,721

138 x 1,721 x 6 months) 118,749
Fuel -0~
$1,219,549
Fringe @ 25.57% 280,704
$1,500,253
D. FY '86 Reallocation
325 D/I Patients (12 months)
Positions
(325 x 4,300) $1,397,500
Formula Cost
(325 x 1,721) 559,325
Fuel
(325 x 345 sq.fc./patdent
x $1.13) 126,701
$2,083,526
Fringe @ 25.5% 356,363
(Square footage based upon $2,439,889

Buildings E, I, and L2 at

Springfield. 69,000 sq. ft. for 200 patients)
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TOTAL COST
A, FY '83

382 current patients
50 new patients

Clinical Treatment (50 x 1,432) .

Psychosocial (50 x 3,390)

Housing (50 x 9,800)
Emergency Treatment Capacity
Consultation and Treatment Linkage
Start-up Cost--50 Patient/Psychosocial

B. FY '84

382 current patients

187 new patients
Clinical Treatment (187 x 1,432)
Psychosocial (187 x 3,390)
Housing (187 x 9,800)

Emergency Treatment Capacity

Consultation and Treatment Linkage

Start-up Cost--100Patient Psychosocial

C. FY '85

382 current patients

325 new patients
Clinical Treatment (325 x 1,432)
Psychosocial (325 x 3,390)
Housing (325 x 9,800)

Emergency Treatment Capacity

Consultation and Treatment Linkage

Start-up Cost--50 Patient/Psychosocial

Less Start-up
FY '86 Operating Cost

103

$3,033,271

71,600
169,500
490,000
625,000

49,000

125,000

$4,563,371

$3,033,271

267,784
633,930
1,832,600
625,000
49,000
250,000

$6,691,585

$3,033,271

465,400
1,101,750
3,185,000

625,000

49,000

125,000

$8,584,421
-125,000

i —conuay
$8,459,421



104



I.

II.

III.

APPENDIX H

PROPOSED UTILIZATION OF $700,000 IN NEW FUNDS IN FY '83

Plan—-to partially implement the activities designated for FY '83
in the Accelerated D/I Plan. Specifically, MHA will fund
psychosocial programs for the chronic patients previously
placed in the community and for 50 chronmic patients currently
residing in State facilities.

Rationale

The psychosocial program is a crucial component of the community
support system because:

1. it provides the services and activities necessary to

teach the patient how to function in the community, and

2. it provides the support structure to enable the patient

to function to the maximum of his/her potential.

Currently, this component of the system is not addressed by any
other service provider. MHA has provided limited funds to establish
an initiative in this area, however, most of the existing psychosocial
programs currently do not meet the minimum criteria for programmatic
quality or sufficiency in services. Even the programs which were
operational in the past have been devastated by the loss of C.E.T.A.
funds and cannct provide adequate services to the patients previously
placed in the community. Needless to say, the programs need to be
expanded in order to provide services to additional patients.

Mechanics of Plan

1. Will provide funds to establish new psychosocial center slots
for 50 currently hospitalized patients.

a.) $2,675 start-up costs (FY '83 dollars: 7% inflation factor)
b.) $3,490 operational costs (FY '83 dollars: 7% inflation factor)
$6,165 total annual cost per slot

$6,165 x 50 patients = $308,250
2. Will bring existing center programs in line with minimum criteria

for operation, enhancing psychosocial services for some 382 persons
currently identified as in the community.

= $391,750
TOTAL $700,000

‘This 1s only one part of the network of services and the other components
of the community support system need to be in place to assure the success
of the D/I Plan.

BSH:mm
11/13/81 1175
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APPENDIX 1

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
MASTER FACILITIES PLAN
FY 1982-1991

MASTER FACIi.ITIES PLAN SUMMARIES

Mental Retardation and Developmental Disabilities Administration (MBDDA) .

The current MRDDA plan reflects several important changes from last year's
plan., First, an attempt has been made to classify clients according to resi-
dential needs along the service continuum from inpatient to community place-
ment, based on estimates of the number of hours of residential supervision
required by each client per day. Second, fiscal assumptions used in previous
plans have been revised to be comsistent with Departmental guidelines. Third,
Incidence and prevalence data extrapolated from a study done on the Eastern
 Shore has been used, In conjunction with the residential supervision criteria,

to estimate the total number of residential beds needed in the system. This
data was also used to provide an estimate of the number of State residemtial
center beds vs. community beds projected through the period.

Using this new data and new assumptions, the plan projects a need for
5,787 residential beds, of which it is estimated, 1,815 will be intensive beds
(State residential center) and 3,972 community residential beds. Because of
fiscal limitations the plan projects the average daily population within the
facilities to remain relatively constant at 2,549, a significant change from
the 1,100 projected in last year's facilitdies. It should be emphasized that
this change does not represent a change in philosophy but rather a reflectiom
of the economic realities. However, if additional funds should become avail-
able, the rate of progress in reaching the 1,815 bed level will be accelerated.
The first step in any move to accelerate the process will be to phase out the
operation of Henryton. During this planning period fully federally certified
beds are projected to increase to 1,504 by 1991, however, it should be noted
that this number is below the estimated 1,815 beds needed using the service
criterla for State residential centers. The MRDDA is not proposing an increase
in certified beds beyond the 1,504 number because of the significant capital
outlays required to fully certify 1,815 beds.

Although the projected 1991 population is estimated to be 2,549, the
Department has not proposed plans to develop 2,549 federally certified beds
with or without waivers based on the hope that sources other than State tax
dollars, notibly Title XIX (Medicaid), can be used to accelerate the State's
deinstitutionalization effort.' The State of Maryland currently does not
claim reimbursement for community based residential programs. However, under
plans presently being proposed by the MRDDA some of these programs could
become eligible for Title XIX reimbursement. This plam, if accepted, may
provide the stimulus for development of new commmity based programs and obviate
the need for maintaining institutional beds beyond the 1,815 number projected
by the needs survey. Therefore, until the Medicaid decision is clear, a
final decision cannot be made with regard to the number of certified beds
needed within the institutional category. . Absent Medicaid dollars, the small
growth expected in community beds based on current financial projections will
not have a siguificant impact on the problem, therefore, the resolutionm of
the Title XIX issue is crucial to future MRDDA planning. It is anticipated
that this issue will be clarified by the time the next plan is developed.
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Mental Hygiene Administration (MRA). The MHA has a current ADP of 3,460
and s licensed bed capacity of 4,583. The MHA projects an ADP of 2,582 by
1991, with a targeted bed goal of 2,874. Bed reductions will take place in
the four major hospital centers (Spring Grove, Springfield, Eastern Shore,
and Crownsville) while the smaller hospitals will experience further growth
and expansion. This projection is based on the continuation of the historical
drop accounting for part of the decrease. Special initiatives such as the
transfer of the remaining Sachs population patients to MRDDA facilities, and
the continued placements in Project HOME and PLASE will also help to further the
decrease in census. A resource reallocation plan would transfer funds from
the hospitals to community beds as the census declines. This would allow a
further reduction in the ADP needed to achieve the 1991 projection of 2,582.

The MHA currently has 1,557 modern beds. The goal of 2,874 modern beds
by 1991 will be reached through completion of 598 bed renovations already
approved, the 539 beds planned for renovation and requested in the FY 1983
capital budget; and 1 80 beds projected for renovation after FY 1983, Of this
2,874 bed goal, 1,858 will be utilized for chronic and acute psychiatric care
and 1,016 will be specialized beds, including forensic, children and adoles-
cent, holding, medical/surgical, structured shelter care, and addictions beds.

A major policy decision made by the MHA during FY 1921 was to transfer the
City Division of Springfield Hospital Center to Spring Grove Hospital Center.
This will consolidate the catchment area for Baltimore City by decreasing the
number of State facilities now treating City patients. Furthermore, this
policy will enable both Springfield and Spring Grove to reach a relatively
smaller and manageable size (about 670 residents each) by 1991. In additionm,
this will allow the Springfield campus to be consolidated with one segment of
it no longer being utilized.

Another significant policy change has been in the area of mental health
services to children and adolescents. Specifically, the MBA's policy 1s to
have all beds for children and adolescents available regionally. The current
residential treatment bed allocations vary considerably by region. Further~
more, there is currently an adequate supply of residential treatment beds
statewide. Therefore, the MHA will promote the development of local group
homes and other community placements and not the construction of more resi-
dential treatment beds.

The Administration expects no new federal funds. This will increase the
difficulty of placing the already very difficult and disabled patient in
the commnity. Further federal cutbacks could hinder prescreening and after-
care programs currently provided in the community. This could cause a serious
ripple effect by increadng State hospital admissions. If this occurs, MHA will
reevaluate its projected ADP and shift program funds if necessary. The 20 day
cap for Medicaid reimbursement for care in acute general hospital psychiatric
beds may also have an impact on the future ADP,
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Charles R. Buck, Jr., Se.D.

Secretary, Department of Health
and Mental Hygiene

201 West Preston Street

Bal timore, Maryland 21201

Dear Secretary Buck:

Because the FY 83 budgetary process has begun, I am writing
to update you on recent decisions, including the Supreme Court's
very recent decision in Pennhurst v. Halderman, 49 L.W. 4363
(April 21, -1981) and its decision to review Romeo v. Youngberg,
644 F. 2d 147 (3rd Cir. 1980), that are relevant to the Stete's
legal obligations to deinstitutionalize mentally reterded
patients. These decisions should provide some guidance to you in
your planning efforts for FY 83.

The primary holding of the Supreme Court in Pennhurst was
that the "Bill of Rights” Section of the D.D. Act did not create
a congressional mandate that mentally retarded patients be
deinstitutionalized and treated in the "least restrictive
environment™. Specifically, the Court found that, in enacting
the Bill of Rights Section of the D.D. Act, Congress did not
intend to impose "massive financial obligations on the Statcs"
without the consent of the States. On the contrary, the Court
found that the "explicit purposes of the Act are simply to assist
the State through the use of federal grants to improve the care
and treatment of the mentally retarded." Accordingly, the Court
held that the Third Circuit erred in finding that the "Bill of
Rights" Section of the Act mandated that "lcast restrictive
alternative” placements be created for almost all patients in
Pennhurst. What Congress intended to do when it enacted the Bill
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of Rights Section was to "express a congressional preference for
certain kinds of trcatment”, i.e., treatment in the community.

The Court also rejected the argument that Congress intended
to condition the receipt of federal (D.D. Act) funds upon
compliance with the "Bill of Rights Section". Simply put, the
Court could find in the Act no contractual language--language
that would put the states on notice that if they accepted federal
(D.D. Act) funds they would also accept the obligation to
virtually close all large-scale institutions for the mentally
rectarded. The Court supported this conclusien by noting that
Congress had granted to Pennsylvania only $1.6 million in 1976,
"a sum woefully inadequate to meet the enormous financial burden
of providing 'appropriate' treatment in the 'least restrictive’
setting” to all of Pennsylvania's institutionalized population.

While the Court, thus, ruled that the D. D. Act's Bill of
Rights did not support the plaintiff-patients' contentions, it
did not decide--but instead asked the Third Circuit to initially
decide--whether deinstitutionalization was mandated by other
congressional, State law and federal constitutional provisions.
Specifically, the Court asked the Third Circuit to consider:

(1) Whether mentally retarded persons residing in
mental retardation facilities have a federal -
constitutional right to minimally adequate habilitation
in the lcast restrictive environment;

(2) Whether mentally retarded persons residing in
mental retardation facilities have a federal
constitutional right to be protected from harm as a
result of the Eighth Amendment's proscription of "cruel
and unusual punishment”;

(3) Whether mentally retarded persons residing in
mental retardation facilities have a right to minimally
adcquate habilitation in the least restrictive
environment as result of Section 504 of the Rchabilit-
ation Act of 1973, 29 U.S.C. §794; and

(4) Whether mentally retarded persons residing in
mental retardation facilities have a right under State
law to minimally adcquate habilitation in the least
restrietive environment.

Thus, it is apparent that a number of other "dcinstitution-
alization" issues will be litigated for some time. While I don't
menn to minimize the Pennhurst decision, it would be a mistake

- to
assume that Pennhurst provides a carte blanche "legal blessing"
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of the status quo. It does not.

That it does not is evidenced not only by the Court'a remand

in Pennhurst of the four issues noted above, but alsc by the
Court's very rccent grant of certiorari in Romeo v. Youngberg,
644 F. 2d 147 (3rd Cir. 1980), a case involving a mentally
retarded man who was confined at Pennhurst Hospital.

The uncontested facts cited by the Third Circuit in Romeo

are dramatic:

"It is not contested that, while confined at Pennhurst,
Romeo was injured on over seventy occasions. These
injuries were both self-inflicted and the result of
attacks by other residents, some in retaliation against
Romeo’s aggressive behavior. The injuries included a
broken arm, & fractured finger, injuries to sexual
organs, human bite marks, lacerations, black eyes, and
scratches. Moreover, some of plaintiff's injuries
became infected, either from inadequate medical
attention or from contact with human execrement that the
Pennhurst staff failed to clean up."

A damage action was filed by the patient's mother for

injuries suffered as a result of these attacks and this action
was subsequently amended to include allegations (that were never
contested) that plaintiff was shackled to a bed or chair for long
periods of time beginning immediately after he filed the
complaint in federal court. The complaint alleged violations of
the Eighth Amendment (prohibition against cruel end unusual
punishment) and the Fourteenth Amendment.

The jury decided against the plaintiff and for the

defendants (the superintendent and two lower echelon managers),
applying the Eighth Amendment standard utilized in prisoner
rights damsge actions: did the defendant's acts constitute
"delibcrate indifference to the serious medical nceds of the
resident?"

The Third Circuit reversed, holding:

1. The appropriate legal test in this case (a case
involving involuntary civil commitment) is not the

Eighth Amendment test, but a due process test: did
defendant's acts deny plaintiff a liberty interest

protected by the Fourteenth Amendment?

2. The shackling of plaintiff was presumptively

punitive and could only be justified by “"compelling
nccessity”. (In addition, it was also apparently
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violative of State law).

3. The alleged failure to protect plaintiff from
personal harm could only be justified by "substantial
necessity".

4. Plaintiff has a right to treatment, which means: "a
form of treatment that is regarded as acceptable for him
in light of present medical or other scientific

knowl edge ."

1n short, the Third Circuit's resolution in Romeo of the
constitutional issues in favor of the patient provides some
indication how the Third Circuit may rule on the remanded
Pennhurst v. Haldcrman constitutional issues. And, the dramatic
nature of the Romeo facts makes Romeo a more likely candidate for
affirmance by the Supreme Court than was Pennhurst v. Halderman.

Romeo is not the only case that makes it increasingly
apparent that the potcntial legal liebility of confining mentally
retardced persons in large-scale facilities is expanding
significantly. The developing lcgal rights of institutionalized
mentally retarded oersons include:

1. The right to legal services;

2. The right to habilitation;

3. The right to be protected from assaults by other
patients; and )

4. The right to refuse medication. See, Romeo v.
Youngberg, Civil No. 76-3429 (3rd Cir., Nov. 24, 1980);
Renie v. Klein, 476 F. Supp. 1294 (D.N.J. 1979); Wyatt
v. Aderholt, 503 F. 2d 1305 (5th Cir. 1974); Izary w. v.
Louisiana, 437 F. Supp. 1209 (E.D. La. 1976); Evans v.
Washington, 459 F. Supp. 483 (D.D.C. 1978); Davis v.

P el )

Watkins, 384 F. Supp. 1196 (N.D. Ohio 1974).

The dcvelopment of the above rights for institutionalized
mentally rctarded persons has resulted during the last decade,
and the most realistic prediction is that institutionalized
mentally retarded persons will receive at least as solicitous
attention from the courts in the future. The Court in Romeo v.
Youngberg, supra indicated why this is likely to be so:

"The mentally retarded may well be a para-
digmatic example of a discrecte and insular
minority for whom the judiciary should exer-
cise special solicitude. (citation

omitted). The retarded cannot vote in most
states and, with few community ties, sponsors
or friends, have minimzl impact on the
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political process.” (citation ommitted).

The special judicial "soliecitude" for institutionalized
mentally retarded persons is not only the result of their :
politically powerless position, but is also a consequence of the
recent "discovery" by the judiciary of the fact that mentally
retarded persons are developmentally disabled, not diseased. As
the court in Romeo noted:

"Such a view stresses that all developmentally
disabled individuals have potential for
learning and growth. From this developmental
model, it follows that custodiel care--which
is predicated on the assumption that certain
individuals are essentially incapable of
development--must be rejected. The newer
developmental model emphasizes concrete pro-
gram goals for individuals and therefore en-
courages evaluation based on specific out-
comes.

In short, one consequence of the development of new rights
for institutionalized mentally retarded persons is that
additional rcsources will have to be invested in mental retarda-
tion institutions if significant numbers of mentally retarded
persons are not deinstitutionalized. This is so because
increased staff is the eritical means to implement the various
rights discussed above, e.g., the right to habilitation, the
right to protection, and the right to refuse medication. An
enhanced staff/patient ratio can be accomplished by either de-
institutionalizing significant numbers of mentally retarded
persons or by adding greater numbers of staff to Epstitutions
where the patient populations are not reduced.

The failure to implement fully the requirement placed upon
the MRA Director to provide "all necessary professional and
support personnel and equipment for full implementation" of an
"individualized plan of care" for every institutionalized
mentelly retarded person, see, Article 59A, §8A, provides just
one example of the potential liability faced by the State if it
fails to either deinstitutionalize significantly or commit much
greater resources to institutional care. While it is arguable
that the statutory requirement that adequate funding be provided
for full implementation of all "individual plans of care" may
exceced the power of the State General Assembly as a matter of
State law, sce Marylend Action For Foster Children v. State, 279
Wd. T33 (19777J, 1t is likely that a lederal court would [ind that
the federal constitutional right to habilitation imposes an
obligation upon the State to implement a reasonable plan of care
for each patient. As noted above, this is one of the several

13
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issurs that the Court in Pennhurst remanded for consideration.

All institutionalized mentally retarded persons in Maryland
(about 2,500) have had individualized plans of care developed for
thein; but there has apparently been "significant” implementation
(76% to 99% implementation) of such plans for only about 16% of
the total population. 1In FY 80, the estimated annual cost of
fully implementing all patient "plans of care" was in cxcess of
$12, 000, 000.

This onc example makes it eclear that the fiscal impact of
"inslitutional conditions" litigation against Maryland's MRA
institutions could be very substantial. The fiscal impact of
similar suits in other states also provides some measure of this
potential liability. TFor example, one commentatcr evaluated the
cost of implementing Wyatt v. Aderholt, supra, a decede-old case
in which plaintiffs successfully challenged the conditions of
confincment in Alabeama's institutions for the mentally i1l and
rectarded. He concluded that:

"One of the more controversial aspects of the
Wyatt litigation was the enormous amount of
wdditional resources which would be required
to bring the system in Alabama into compliance
with court-erdered standards and the resulting
explicit threat of judieial intervention into
a <tuate's budget. Since the introduction of
the Wyatt suit, the budget of the Department
of Mental lealth has increased by almost 300
pereent, from $26 million to over $72 million
(see Table 13.5). That this emount is not
considcred adequate by the Department can be
inferred from its request for another sub-
stantial increase, to approximately $90
million, for fiscal year 1975-1976.

There is good reason to believe, however,
that even this substantial increasc in funding
hias not been enough to achicve compliance with
all of the court's standards. A preliminary
attempt to deveclop a five-year plan for Bryce
Hospital indicates that a considerable amount
of monecy is still required before the hospital
will be able to comply completely with the
court-ordcred standards. Weisbrod, Public
Interest Jaw at 386, o

fn light of the broad scope of the Wyvatt decision (it

involved both mentally i1l and mentally Tretarded patients), and
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the low level of funding for mentally ill and retarded persons in
Alabama at the time of that decision, the costs of implementing
Wyatt overstate Maryland's potential fiscal liability. But, the
costs of implementing decrees against mental retardation
facilities in northeestern states should be of some utility in
assessing our potential liability. For example, in response to
litigation against its mental retardation facilities, Riceci v.
King, No. 72-469-T (D. Mass. 1972), Massachusetts has spent over
$100, 000,000 in capital outlays alone to upgrade institutional
care and conditions since 1975 and is spending an additional
$10,000,000-15,000, 000 per year developing new community-based
programs.

As a result of a pending case brought by the United States
Department of Justice, Garritty v. Gallen, Civil No. 78-116
(D.N.H. 1978), thc New Hampshire Department of Health and Welfare
has spent $8,000,000 to date to create new community-based pro-
grams and to upgrade institutional care and conditions. It has
elso decided to rcduce its institutionalized mentally retarded
population from 550 to 150 over the next five years, and it has
asked the State Legislature to appropriate an additional
$30, 000,000 over the next two years to begin to implement this
five year plan. The very substantial nature of New Hampshire's
response to the Justice Department's litigation--i.e., the
$30, 000,000 rcquest for new community beds--is apparent from the
total size of the State budget: $600,000,000.

MARC v. Smith, (E.D. Mich. 1979), has rcquired Michigan to
dramatically expand its community-based programs at an estimated
cost of $30--35,000,000 over the next two years.

And, in response to a pending case, Lasimone v. Garrahy,
{D.R.1. 1979), Rhode Island has placed almost a quarter of its
institutionalized mentally retarded population (150 of 650) in
newly created community-based programs, is continuing to create
new community beds for many of the remaining patients, and will
spend an additional $7-8,000,000 per ycar to crcatec community
beds for mentally retarded persons who are now living in the
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The central message of these cases is eclear: the imple-
mentation of a judicial decree in institutional "conditions
cases" usually always requires expansion of community-based
programs and can be extrcmely expensive.

With the exception of the considerable efforts of DHMH to
deinstitutionalize mentally retarded persons who are confined in-
appropriatcly in mental institutions, the process of deinstitu-
tionalizing mentally retarded persons has slowed considerably in
Maryland in rceent years because adequate funds have not been
allocated to crcate new comunity-based progrems. This critical
abrnenee of resources was pointed out by the GCeneral Assembly's
Division of Budget Review in its 1979 publication, T :
"Deinstitutionalization 1A "Maryland", in which the Division
concludes that: Tt o

"The lack of sufficient community progrens,
primarily due to inadequate funds, results in
keeping patients in large institutions who
rcaliy should be trcated in more humane and
appropriate community-based programs.” 1Id. at

NDue to this lack of community services, the Division
concludes that "deinstitutionalization in Marvland appears to be
at a standstill”. 1d. at 3.2 The jeopardy Maryland is placed in
as a result of this deinstitutionalization "standstill"™ is given
irmedincy by the recent enactment by the United States Congress

I.” 7he cost figures in the above cases were obtained from
assistant attorncys general representing the defendant states.
Thev are rough estimates and, because they measure the total
increases in State budgets for improvements in the institutional
carc and expansion of community-based programs from the date
lawsuits were filed, they include the costs of both expenditures
made as a result of State poliey, and thosc mandated, or thought
to be mandated by law. However, it is clear from eonversetions
with tiie respective assistant attorncys general that pending
litication and judicial decrees were a major rcason for the
cxpenditures.

2. Whilc the population of Rosewood dropped sharply from FY 1972
(2,050) to FY 1880 (1,207), this population has "platesucd" at
sbout 1,200. Similarly, sincc FY 1980, the total population of
MRA institutions has remained at about 2,500,
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of H.B. 10 (the aet that authorizes the United States Department
of Justice to investigate and, if necessary, to suc state
institutions to enforce the ecivil rights of institutionalized
persons), the Justice Department's continuing investigation of
Rosewood, and the pendeney in State court of Bauer v. Mandel,
Equity No. 22,87} (Cir. Ct. A.A. County), a case that raises
under State and federal law all the issues remanded for lower
court consideration by the Supreme Court in Pennhurst.

1n sum, the State's potential legal liability in this area
was not ecompletely, or even primarily resolved by the Pennhurst
deeision. Legally, we should do considerably more to improve
institutional conditions and increase the number of community-
based programs for mentally retarded patients. 1If we don't, we

continue to assume the real risk that we will be ordered to do so
by a State or federal court.

mnpk

ce: Governor Harry R. Hughes
Ejner J. Johnson
Dr. Stanley R. Platman
Mr. Bernard A. Carpenter, Jr.
Randali M. Lutz, Esgq. '

1z



118



APPENDIX K

MARYLAND CENTER FOR HEALTH STATISTICS

DEPARTMENT OF HEALTH AND MENTAL HYGIENE

201 W. PRESTON STREET - BALTIMORE, MARYLAND 21201 - AREA CODE 301 - 383.2B50
WD EHBN XDLOXFANK. SecarTany

Charles R. Buck, Jr., Sc.D.
MENTAL HEALTH STATISTICAL SYSTEMS IN MARYLAND

Presently there are two routinized Mental Health Statistical information
systems that are operating in the Maryland Center for Health Statistics (MCHS).
In addition special studies in the Mental Health area are done on a periodic
basis as well as compilation of the data from outside sources.

I. The two routinized data systems1 pertaining to the Mental Health Service

System are designed to output statistical information on patient movement

(on a daily and monthly b351s) within the State operated psychiatric

hospital centers and patlent/cllent characteristics at the point of

admission and separation from the reportlng facility (usually on a

quarterly or annual basis). Reporting facilities include state operated

psychiatric inpatient facilities; Mental Health outpatient facilities;
private psychiatric hospitals and designated psychiatric units within
general hospitals.
(A) The first system - the patient movement system - which deals
exclusively with state operated psychiatric inpatient facilities,
serves two main functions. Since this system is designed to operate
on a daily basis, i.e., one transaction form (Attachment A) listing
each patient movement is forwarded to the center each day, it allows
for "timely" output for all patients entering or leavino the hospital
system.
From this daily report, which is alsc used by the Division of
Reimbursements for input to the patient master file, center staff compute

the measures that appear on the monthly report (see Attachment B).

1The second of the routinized systems (i.e., DHMH 500) also captures information
on Mental Health outpatient programs, private psychiatric hospitals and
designated psychiatric units of general hospitals.
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(B) The characteristics (i.e., demographic, clinical) of patients
entering and leaving the hospital centers are obtained through the
second routinized statistical system. This system, usually referred
to as the DHMH 500 ~ Patient Service Record, is designed to output
information on patient characteristics, both clinical and demoaraphic,
at the point of entry and separation from the hospital centers.
The orocedures for this system are as follows:
1. person enters or leaves hospital - hospital personnel coliect
data on patient's demographic characteristics, e.g., age, sex,
race, etc., previous treatment history and clinical characteristics
viz, diagnosis.
2. Patient Service Record (DHMH 500) is completed and forwarded to
MCHS, fifteen days after the close of the month.
3. Patient Service Record is received by MCHS staff, cross checked
with the patient movement sheet. This procedure is only performed
for state hospital centers (see Attachment A) to make sure all cases
are accounted for. Then manual edit checks are performed on the
500 document for completeness, legibility and inter-response
consistency. If errors are detected, center staff contact the
reporting facility to obtain correct information. Also, coding
procedures are carried out on geographic residence variables
(e.g., census tract), previous treatment history and diaqnostic
descriptions.
4. After editing and coding, forms are "batched" together and
sent to data entry for transaction processing. During this phase,
transactions are "fed" into an automated edit proaram where any
response outside the "valid" rance of responses is printed on the
error report and sent to MCHS for correction and re-entry.
5. After the transaction data have been "cleaned up", they are
added to the "Mental Master File" through the production control
system of the Division of Data Processing. This file is maintained
in the tape library of the Baltimore Data Center (BDC) and accessed
whenever a specialized data set needs to be created, e.g., Fiscal
Year 1980 admissions to state hospitals. This file is constructed
such that all admissions and discharge episodes are encoded jointly.
However the same individual may have more than one admission and

discharge episode recorded on the master file. This type of file
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structure will only yield information on "duplicate" episode
(admission or discharge) counts. Efforts are underway, through
the use of the unit case numbering system, to produce file
structures that will provide longitudinal data as well as
unduplicated counts of "persons" served.
6. After the data set in question has been created, MCHS staff
access these data through the use of "canned" statistical software
packages, e.g., Statistical Packages for Social Sciences (SPSS).
The outputs from this system are varied. They range from general
information usually compiled on an annual basis to special requests
from persons inside and outside of the department.
The attached materials are representative of the various
outputs that have been obtained through this system (See Attachments).
I1. Special Studies are also a major source of mental health statistical
information available from MCHS. These studies have focused mainly on
specific issues within the Mental Health Service system, e.g., After-
care, CSS Target Population, Outpatient Caseload Mix.

Special studies2 ~ Level of Care Studies at Psychiatric Regional Hospital

Cénters
Every August since 1976, the Center has conducted a "one day census"
of all persons present in the hospital on the day of the census. Infor-
mation on patient demographic characteristics, diagnosis, length of stay
and treatment history were collected.
Results of these studies have been distributed in the statistical
note series (see Attachments).

Eastern Shore Aftercare Project and Follow-up Study ~ This is a cooperative

data collection effort between MCHS, and Eastern Shore Hospital Center
and county based aftercare coordinators. Project has been operating
since Fiscal Year 1978. Results for the first two years have been
distributed in Statistical Notes #22 and 23 (see Attachments).

Master and Individual Facility Plans - Data from the patient movement

system and the DHMH 500 were supplied for use in the master facility
plan and also in some of the individual facility plans, e.g., Spring

Grove.

2Procedures for data collection, reduction, analysis and output for special
studies are basically identical to those described under the patient service
record (DHMH 500) system.
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III.

Client Profile - Cooperative data collection effort between PIE unit -
MHA, MCHS and reporting mental health clinics. Methods and results of
this study have been circulated in Statistical Note 18- 1 & 2.

Mental Health Statistical Systems "Outside" of MCHS

(A) Patient Reimbursement Master File - This system is designed to

accumulate patient days in hospital in order for the division of
reimbursements to bill clients. There is also a sponsor record that
indicates payment source. This system only operates for state inpatient
facilities.

(B) Monthly Services Report - This report is maintained by the Planning

Information and Evaluation Unit (PIE) of the Mental Hygiene Administration.
The system compiles aggregate "services rendered® data from outpatient
clinics on a quarterly basis.

(C) Maryland Health Services Cost Review Commission - Discharge abstract

files are maintained on all general hospital inpatient episodes by this
agency. Output from these files (selecting only those cases with a
diagnosis of mental disorder) have been used in the Statistical Note

Series (see Statistical Notes #13 and 19).
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EXHIBIT
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Card Column Information

2-7 : Admission Date
13-14 Facility
15-19 Patient Number

20 Race

21 Sex
22-23 Birth Year

24 Type of Commitment
25-26 Place of Residence
27-28 Transfer In From

29 Type of Admission
31-50 Name

All Other Columns Are Used For Other Than Register Purposes.
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ATTach menT 6

MARYLAND DEPARTMENT OF HEALAR AND MENTAL HYGIENS

PSYCHIATRIC INPATIENT FACILITIES 3
STATISTICAL REPORT FOR JULY I, 1980 - JANUARY 31, 1981

TABLE 1,
MAXIMUM AND AVERAGE OCCUPANCY RATES
CARTER A. . HIGHLAND THOMAS 8., WALTER
CROWNB- EASTEFN SPRING- SPRING  8.W. cMiC UNIT ONE- c.?. PAYCHIATRIC PINAN P. RICA I RICA II
. TOTAL _VILLE SHORR © _VIELD  GROVE  8PRING GROVE e PBRKINS UNIT sesse
AVERAGE PATIENT ’

CARTER (BALTO.) (MONT.CD.)
PDPULATION 3,492 512

309 1,335 587 . 28 241 234 30 107 51 3n 20

MAXIMUM PATISNT i .

POPULATION 3,788 549 352 1,387 . 628 k1) 257 242 43 124 62 59 48
RATED CAPACITY* ' .
LICENSED CAPACITY** 4,583 544 AI0 1,510 1,362 35 LAl ' . 246 48 221 n 80 S6e %
OCCUPANCY_RATES:
FOR LICENSED CAPACITY .

8ASED ON AVERAGE PDP, 76.2 94,1 5.4 88,4 60,8 0.0 oo 95,1 62,5 48.4 1.8 47.5 35.7
SASED ON MAXIMUM POP, 82.7 100,9 ’ 85,9 9.9 63,9 105,? sane 98,4 89,6 56.1 87.3 73.8 85.7

*EXCLUDES MEDICAL~SURGICAL 8EDS
** INCLUDSS DNLY 2 DP THE 3 LICENSED COTTAGES AT RICA-II
#4aCARTER A BEGAN REPDRTING SEPTEMBER 17, 1979 (UNIT I - SPRING GROVE)
*+a*INCLUDED IN SPRING GROVE PIGURES
sa#a4TOMAS 8. FINAN BEGAN REPORTING OCTOBER 23, 1978

PREPAREO DY: MARYLANO CENTEA FOR HEALTH STATISTICE
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MARYLAND DEPARTMENT OF HEALTH AND MENTAL IYGIENE

PSYCHIATRIC INPATIENT FACILITIES

STATISTICAL REPORT FOR__JANUARY 1981
TABLE 2
AVERAGE NUMBER OF HOSPITALIZED PATIENTS
. HIGHLAND WALTER
CROWNS-  EASTERN  SPRING-  SPRING  8.W, OMHC CARTER A, c.T. PSYCHIATRIC TIOMAS B. P. RICA I  RICA II
MONTI TOTAL  _VILLE SHORE ~PIELD  GROVE ~ SPRING GROVE UNIT ONE  PERKINS UNIT FINAN CARTEB {BALTO.) (MONT.CO.}
JANUARY, 79 3,756 627 303 1,466 969 .22 - 229 14 s 37 54 -
JAUUARY, B0 3,652 541 320 1,421 626 21 279 235 13 100 53 43 -
JANUARY, 81 3,449 496 288 1,324 576 26 235 234 36 109 51 38 36
7
e JMONTH
AVERAGE
(FISCAL YEAR)
1979 3,829 626 34 1,512 1,021 25 - 221 12 27 23 48 -
1980 3,783 588 319 1,417 728 25 305 230 16 80 40 35 -
1961 3,492 512 309 1,335 587 28 241 234 30 107 51 18 20
CUANCE (1981-1979) -337  -114 -5 -177 -434 +3 +241 +13 R ] +RO +28 ~10 +20
TABLE 3
TOTAL NUMBER OF PATIENTS UNDER CARB
. HIGHLAND WALTER
CROWNS-  EASTCRM  SPRING- GPRING B8.W. QMHC CARTER A. C.7. PAYCHIATRIC  TIQMAS B. L. RICA T RICA I
MONTI TOTAL _VILLE BHORE YIELD  GROVE  BPRING GROVE UNIT OME_ PERKINS uNIT PIRAN CARTER (BALTO.) (MONT.CO.)
JANUARY, 79 5,586 1,170 410 1,091 1,443 a2 - 37 40 39 94 A6 -
JANUARY, 80 5,244 913 431 1,808 903 47 354 361 I8 130 109 70 -
JANUARY, 61 4,7 628 379 1,672 889 48 305 351 76 149 105 62 53
7
v v e dMONTH
TOTAL
(FISCAL YEAR)
1979 11,633 2,233 920 1,556 3,323 117 - 549 464 43 291 117 -
1980 11,267 1,783 994 3,484 2,024 139 605 598 188 225 320 107 -
1981 9,346 1,134 877 2,982 1,997 14R 526 558 2n 310 ,38) 99 55

cnance (1981-1979) -2,287 i -1,099 -43 ~574 -1,326 +11 +526 +9 -187 4267 +92 -18 +55



MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE

PSYCHIATRIC INPATIENT FACILITIES

STATISTICAL REPORT POR_JANUARY 1971
TABLE 4
AVERAGR NUMBER OF PATIENTS ON HOSPITAL BOOKS
. HIGHIAND WALTER
CROWNS- BASTERN SPRING- GPRING  S.W. oMIC CARTER A.  C.T. PBYCHIATRIC  THOMAS 8. P. RICAT RICAIZ
MoNTH TOPAL  _VILLE SHORE =~ SIBLD ~ GROVE ~ BSPRIHG GROVE UNIT ONE  PERKINS ‘UNIT __FINAN _ CARTER (BALTO,) (MONT.CO.}
_.  JANUARY, 79 4,580 961 337 1,628 1,117 29 - 337 15 s 39 82 -
to  JANUARY, 80 4,374 806 346 1,556 743 32 ns 329 14 109 56 65 -
N JANUARY, 81 3,988 555 12 1,451 no 30 278 323 39 19 70 55 [1]
<.l nowmn
AVERAGE
{¥ISCAL YEAR}
1979 4,96 692 s 1,709 1,169 33 - 323 13 27 24 84 -
1980 4,648 916 356 1,568 872 36 349 239 17 93 a4 58 -
1981 4,059 591 339 1,474 716 3 281 324 32 19 63 61 26
CHANGE (1981-1979) =633 =37 -9 -235 -453 - +281 +1 +19 492 +39 -23 +26
TABLE 5
TOTAL NET RELEASES®
HIGHLAND WALTER
CROWNS-  EASTERN SPRING- SPRING  8.W. OMIC CARTER A.  C.T. PSYCHIATRIC  THOMAS B, P, RICA I  RICA II
MonTH TOFAL  _VILLE SUORE PIELD ~ GROVE_~ SPRIHG GROVE UNIT ONE = PERKINS uIT PINAN CARTER (BALTO.) (MONT.CO.}
JAHUARY, 79 942 212 64 249 295 9 .- 35 23 2 51 2 -
JANUARY, 80 9241 176 89 258 239 15 40 30 23 15 51 5 =
JANUARY, 81 706 " 56 221 179 17 27 27 s 27 34 8 1
oo How
TOTAL
(FISCAL YEAR)
5 1979 6,875 1,229 554 1,853 2,180 104 - 223 447 4 248 kX -
1900 6,801 1,009 622 1,887 2,035 108 312 246 173 105 262 42 -
1981 5,227 558 530 1,470 1,285- - 18 237 235 236 187 323 45 3
CHANGE {1981-1979) <1,648 =671 -4 -383 -895 - +14 +227 +12 =211 +183 +75 +12 +3

SUHOSPITAL DISCHARGES PLUS PLACEMENTS ON LONG-TERM IEAVS MIHUS RETURNS TO HOSPITAL FROM LONG-TBRM LEAVE
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MARYLAND DEPARTMENT OF HEALTIl AND MENTAL HYGIENE

PSYCHTIATRIC INPATIENT FACILITIES

STATISTICAL REPORT FOR_JANUARY 1981
TABLE 6
TOTAL ADMISSIONS
. HIGHLAND WALTER
CROWNS- EASTERN  SPRING-  SPRING.  S.W. CMHC CARTER A, C.T. PSYCHIATRIC  TIUOMAS B. P. RICA I  RICA II
HONTI TOTAL _VILLE SHORE ~ _FIELD  'GROVE  SPRING GROVE ~ UNIT ONE _ PERKINS UNIT FINAN CARTER (BALTO.) (MONT.CO.)
JANUARY, 79 1,010. 216 86 227 327 15 - 36 25 n - 62 5 -
JANUARY, 80 817 56 85 240 253 15 27 33 21 20 53 6 -
JANUARY, 81 77 64 66 199 186 ©19 32 31 34 24 as 5 12
TOTAL ADMISSIONS
.. 7. moumit
TOTAL
(FISCAL YEAR) .
1979 6,902 1,237 568 1,806 2,138 100 - 241 452 43 201 36 -
1980 6,619 816 €52 1,851 1,673 109 605 260 165 160 205 a3 -
1981 5,222 495 525 1,476 1,276 124 237 233 253 193 325 30 55
CUMNGE (1981-1979) -1,680 -742 -43 -330 -862 +24 +237 -8 -199 4150 +44 -6 +55
2 FIRST ADHISSICHS
vevs JMONTH
TOTAL !
(FISCAL YEAR) .
1979 2,357 480 201 542 577 36 - 102 263 25 95 36 -
1980 2,494 325 247 758 505 32 9 119 96 138 189 36 -
1961 2,246 218 213 653 420 36 56 118 151 115 191 25 50
CUANGE (1981-1979) -1 -262 +12 111 -157 - +56 +16 -112 +90 +96 .11 +50
7 READMISSIONS .
ey MONTH
TOTAL )
(FISCAL YEAR)
1979 4,545 757 367 1,264 1,561 64 a - 139 189 18 186 - -
1980 4,125 491 405 1,093 1,168 77 556 141 69 22 96 7 -
1981 2,976 21 312 823 856 [:L] 181 15 102 78 134 5 5

citawceE (1983-1979)  -1,569 =480 -55 =441 =705 +24 +181 -24 -87 +60 -52 +5 +5



MARYLAND DEPARTHENT OP NEALTH AND HENTAL HYG1ENE

PSYCUIATRIC INPATIENT PACILITIES

STATISTICAL REPORT POR__JANUARY 1981
TABLE 7
TOTAL LIVE DISCHARGES
HIGHLNND WALTER
CROWNS-  EASTERN  SPRING- SPRING S.M. OMHC CARTER A. C.T. PSYCHIATRIC  THOMAS B, P. RICA I RICA I
MONTH TOTAL VILLE SHORE . PIELD GROVE SPRING GROVE UNIT ONE PERKIHS UNIT FINAN CARTER (BALTO. ) {MONT.CO. }
JANUARY, 79 943 207 64 258 297 9 - 36 23 2 3 2 -
JANUARY, 80 948 177 91 258 243 .18 40 32 23 14 50 H -
JANUARY, 81 ns 7% 56 226 17 18 29 26 35 27 34 8 1
- <MONTII
TOTAL
{¥ISCAL YEAR)
1979 6,866 1,245 547 1,869 2,155 . 104 - 214 447 4 248 Ek] -
1980 6,87 1,026 633 1,897 2,067 107 290 ) 269 173 108 261 42 -
1981 5,252 57 530 1,487 1,275 118 246 233 236 187 319 45 3
CHANGE {1981-1979) -1,614 -672 -17 =382 -8680 +14 +246 +19 -211 +183 +n +12 +3
TABLE 8
TOTAL DEATHS
UHIGHLAND WALTER
CROWNS» EASTERN SPRIRG- SPRING S.W. cHic CARTER A, C.T; PSYCHIATRIC  YHOMAS B, P. RICA I RICA II
MONTII TOTAL VILLE SHORE FIELD GROVE SPRING GROVE UNIT ONE PERKINS UNIT FINAN CARTER {BALTO.) (MONT.CO.)
JANUARY, 79 16 k] 2 8 3 - - - - - - - -
JANUARY, 00 23 3 a . ? 9 S - - - - - - -
JANUARY, 81 17 2 - ? 4 3 = - - - 1 - - -
. .7. « LHONTH
TOTAL
{FISCAL YERAR)
1979 147 20 29 62 25 1 - = - 2 - - -
19 80 121 24 25 44 26 - 1 - - 1 - - =]
1981 115 1 k) 53 14 - k] 1 - 2 - - -
CUANGE {19811y 7% -32 -17 +2 -9 -11 -1 +3 +1 - - - = =
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TOTAL
PATIENTS OH HOSPITAL
BOOKS AS OF
JANUARY 1, 1981 _ 4,000
IN HOSPITAL 3,279
MEUICAL LEAVE 29
UNAUTHORIZED LEAVE 57
VISIT 355
FOSTER CARE 76
CONVALESCENT LEAVE 204
ADMISSIONS TO HOSPITAL _ 717
FIRST ADMISSIONS 344
READMISSIQNS 350
TRANSFERS IN 23
DISCHARGES PROM 715
1I0SPITAL 523
MEDICAL LEAVE -
UNAUTIIORIZED LEAVE 37
VISIT 108
FOSTER CARE 12
CONVALESCENT LEAVE 10
TRAMSFERS OUT 25
DEATHS 17
IIOSPITAL 14
HMEDICAL LEAVE 3

UNAUTHORIZED LEAVE
VISIT

FOSTER CARE
COUVALESCENT LEAVE

MARYLAND DEPARTMENT OF HEALTH AND HENTAL HYGIERE

PSYCHIATRIC INPATIENT FACILITIES

STATISTICAL REPORT FOR__JANUARY 1981
TABLE 9
MONTHLY PATIENT MOVEMENT STATISTICS (PART 1)
HIGHLAND WALTER
CROWNS- EASTERN SPRING- SPRING "S.W. cMuC CARTER A, C.T. PSYCHIATRIC THOMAS B. P. RICA 1 RICA II
VILLE SHORE _FIELD GROVE SPRING GROVE  UNIT ONE PERKINS UNIT __FINAN _ CARTER (BALTO.) (NONT.CO.)

564 13 1,473 703 29 273 320 42 125 60 57 a
474 282 1,297 544 20 223 231 15 108 36 15 12

7 1 7 7 - 4 S = 1 1 <
3 3 23 17 = 3 = 1 1 1 2
54 21 90 69 7 22 1 7 2] 9 41 26
o = 25 30 2 16 3 o = S = =
26 6 3l « 36 - 5 80 = 7 13 to- =
66 199 106 19 32 31 4 - 24 a5 5 12
24 90 83 7 8 16 23 19 33 4 g
42 107 92 11 18 14 1n 5) 12 1 1
- = 2 11 1 6 1 = - - 2
76 56 226 179 18 29 26 k13 27 34 8 A
67 40 145 138 12 13 26 32 17 29 4 =
- 4 19 4 - 2 = 2 1 4 1 -
? 12 53 20 | 4 - 1 5 - k) a
o - 4 5 ol 1l 2 - - - - - o
2 - 3 1 - - - - 4 - - o
o o 2 11 2 8 - - - 1 - 1
2 ? 4 3 =" - - = 1 = o -
1 7 3 3 - - = e = = =

1 - 1 - - - 1 = -
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MARYLAND DEPARTHENT OF HEALTH AND MENTAL IHYGIENE
PSYCHIATRIC INPATIENT FACILITIES

STATISTICAL RRPORT FOR_JANUARY 19_81
TABLE 9 )
MONTHLY PATIENT MOVEMENT STATISTICS (PART 2)
HIGHLAND WALTER
CROWNS- EASTERN HFRING- EFRING S.W. CHHC | CARTERA.  C.T. PSYCHIATRIC THOMAS 8. P. RICA I  RICA IZ
TOTAL _VILLE SUORE FIELD  GROVE ~ QPRING GROVE UNIT ONE  PERKINS UNIT FINAN CARTER (BALTO.) (MONT.CO.

PLACEMENTS ON LEAVE 1,219 5] 63 FiC] 167 15 80 “ T2 — T3 &5 139 ‘LTTG_L
MEDICAL LEAVE — T - 2 i6 [] 1 4 - 2 5 3 - -
UNAUTIIORIZED LEAVE 99 3 5 ¥ 11 - 7 - 3 7 .1 - « 10
VISIT 1,058 74 56 1] 141 U} 69 43 24 a 61 139 108
FOSTER CARE 5 =) = 2 1 & C 5 - ca - = 8
CONVALESCENT LEAVE a - o - q - - 1 - 3 o - o

:l:::lms TO NOSPITAL 126 _102 16 M 151 14 74 33 25 30 59 144 114
moowm T TH T TEOT LT ST I = =
UNACTHORIZED LEAVE - = o w
VISIT 1,005, 90 4 77 132 14 &R 13 22 17 55 144 107
POSTER CARE 2 - = F] - 5 5 o - o o o o
CONVALKSCENT LEAVE 10 - Q 2 4 Q - - - 4 = - Q

ATRANSPERS TO OTIER

LEAVE PROM — = = s __ = — =O = £ 3 == ==
MEDICAL LEAVE - - - = = o = - = 1 = =
UNAUTIIORIZED LEAVE 4 - - 1 - - - - - 3 - - -
vISIT 16 = - 7 [ - - - o 3 2 5 -
POSTER CARE O - - - . O o O - - - = o o
CONVALESCENT LEAVE - - ° - ® = - ® - = - - -

TRANSPERS PROM OTHER

LEAVE TO 21 - - ] 4 - — —C = S 32 - =
MEDICAL LEAVE - - - - - - - - - - - - -
UNAUTIIORIZED LEAVE ] - - 3 1 - - - - 1 3 - -
vIsIT 1 - - 1 - - - - - S - S -
FOSTER CARE 2 - - 1 1 - - - - - - - -
CONVALESCENT LEAVE 10 S = 3 2 - S S = 5 - = -

PATIENTS ON IIOSPITAL

UQOKS AS OF .

_JANUARY 31, 1981 3,985 _ S50 16 1,442 707 30 276 325 a 121 n 54 52
TN IOSPITAL 3,341 487 284 1,302 562 24 228 227 33 109 3 21 19
MEUICAL LEAVE 30 4 3 7 8 1 5 - - 1 - - 1
UNAUTHIORIZED IEAVE 58 4 4 20 17 - S 3 - * o - . 5
vISIT 208 n 19 62 54 4 19 1 ] 4 13 13 27
FOSTER CARE 69 - - 22 29 1 14 3 - - - - -
CUNVALESCENT LEAVE 202 24 6 29 37 - 5 [ - 7 13 . - -
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APPENDIX L

CURRENT STATUS OF DEINSTITUTIONALIZATION IN MARYLAND

Mental Retardation and Developmental Disabilities Administration (MRDDA)

The Joint Committee received a progress report on the development
of a client data system for MRDDA. The lack of such a system is acknowledged
as one of the impediments to deinstitutionalization.

Bernard A. Carpenter, Jr., Director, MRDDA, reported that the First
Report of the Joint Committee and the Fourth Report of the Humane Practices
Commission served as the impetus for MRDDA to convince the Department of
Health and Mental Hygiene to allocate some money appropriated to the
Office of the Secretary toward developing a data base system.

In February 1981, MRDDA formed a Data System Task Force with a
budget of $47,744. Under the system, the costs of a fully implemented
individualized program plan should be able to be determined. Between
$50,000 to $60,DOD in F.Y. 1982 will be needed to develop a ‘''cost overlay"
to associate client service data with costs. This data system should
enable MRDDA to target its dollars to the mentally retarded population
in greatest need.

Once a data collection system is established, the next step is a
systematic approach to develop a single point of entry into the service
system so that cllents can enter the system at one point. That point
could be the local health department, a residential center, or some
other point in a county or regional basis where needs can be assessed,

programmed, and projected for the use of services.
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Mr. Carpenter expressed State policy as first to survey the known
retarded population and then try to deal with the unknown population.
MRDDA feels that the State priority for direct services should be
focused on persons with severe and profound handicapping conditions.

Between 2,500 - 2,600 clients currently are in State Institutions.
Another 1,015 are in community residential programs with day program
components, plus approximately 1,764 in community day programs with
transportation services.

Dr. James A. Brahlek, Program Director at Rosewood Center, who
~eads tne Data System Task Force, indicated that the Rosewood client
r.ie should be in place by the end of 1981, with preliminary reports
resting off the file. In early 1983, MRDDA hopes to add the financial

component to the system (see Appendix M, Report On The Progress To Date

f The Development Of A Client Data System For the Mental Retardation

And Developmental Dlsabilities Administration).

An important action of MRDDA is the contract consumated in July,

1981 with the John F. Kernedy Institute in Baltimore City. This contract
involves a study of the use and feasibility of applying Title XIX funds
to support community-based residential programs of 4 - 15 beds, as 23
other states have done. The results of this study should be available
{rom MRDDA in February, 1982.

Ancther item of concern to the Joint Committee was expressed in its
First Report as ''... fragmentation of services for the mentally 111 and
mentally retarded, and the lack of coordination of these services within
the Executive departments.' Dr. Stanley R. Platman said that, with the
rwew directsrs, Mr. Carpenter and Dr. Alp Karahasan, the Mental Retardation

and teveloprentally Disabled Administration (MRDDA) and the Mental
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Hygiene Administration (MHA) now work together in terms of evaluation,
placement in the community, and in transferring persons to State residential
centers. The law suit brought by Attorney General Stephen H. Sachs to
rectify the misplacement of emotionally disturbed mentally retarded
patients in mental institutions has facilitated coordination of the two
Administrations. Crownsville Hospital Center now serves both populations
(the Phillips Building serves the ''Sachs population'). Dollars for the
Sachs population for both F.Y. 1981 and F.Y. 1982 are being transferred in
the supplemental budget. MHA is moving $792,DD0 from its budget to
MRDDA's, to follow the client either into an MRDDA institution or into

the commun;ty. Extensive planning is required to follow the client in

the joint budget processes. Agreements now exist to place clients in

the community with back-up community mental health services. |If any of
these services and programs fails, the client suffers.

Dr. Platman explained that one of his functions is to seek an early
resolution of problems or conflicts between Dr. Karahasan and Mr. Carpenter
with, hopefully, "a correct arbitrary decision.' He pointed out, however
that some clients do not fit simple labels, whether mentally retarded or
mentally i11. Clinical skills may determine that some people fit in the
middle, or if they fit there today, they may fit some place else tomorrow.

There are clients who are inapproprlate for both Adminlstrations,
but somehow got placed In one of them and are difficult to place else-
where. Efforts are belng made to resolve such situations with other

external groups.
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Mental Hygiene Administration (MHA)

In testimony before the Joint Committee, the Department of Health
and Mental Hygiene reported that funds for each State facility are based
on the per capita cost of each client. Without new funds for the under=-
utitized new facilities, the Department has been transferring funds from
the nlder facilities to open and operate these new facilities.

Fir example, the Thomas B. Finan Center is opening its remaining
empty units. Staff and clients at Spring Grove Hospital Center are
veing transferred to the Finan Center. However, an empty cottage remains
at RICA Il in Montgomery County. It cannot be opened without reallocating
funds from some other place.

Two wards at the Clifton T. Perkins Hospital Center have been
opeaea.  Perkins iy essential in vroviding forensic services. The
Depactment of Health and Mental Hygiene reported the dilemma of not
being able to afford to,reduce admittances even though it cannot afford
to operate Perkins at its present level. Pressure from judges, police,
and the communities have required the Department to assure that Perkins
/i1l be operated at maximum bed capacity because of the individuals it
serves. Funds for empty beds in other regional facilities have been
reallocated to Perkins.

Anv reallocation of funds to operate the Eastern Shore Hospital
Center at a reducea level for a short period in order to open and operate
two units (64 beds) of the now empty Upper Shore Community Mental Health
Center would be counterproductive if new funds to sustain both operations

are not appropriated (estimated at about $850,000 for F.Y. 1983).
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Currently, approximately 85 percent of MHA's entire budget Is
invested in inpatient and related treatment programs, a ratio to community-
based programs (15%) that has continued for a number of years, even
though there has been a steady decline in the population of State facilities.
The physical condition of older State facllities either have required
extensive renovation or complete replacement to satlsfy licensing and
regulatory bodies. MHA reports that additional staff and other resources
are necessary.

The problem that confronts MHA (as with MRDDA) is how to balance
the demands for more resources for State facilities while concurrently
expanding alternatives to hospitalization.

Excluding specialized treatment facilities such as Clifton T.

Perkins and RICA | and 11, MHA intends to strike at this problem by
shifting a proportion of personnel and finances from older State facilities
as their populations decline and buildings are closed, in order to

expand alternatives to hospitalization with community-based treatment
programs.

Dr. Karahasan has emphasized the importance of adequate ''preadmission
screening'' before admission to a facility, and "aftercare' upon discharge
from the facility. As yet no comprehensive management information
system exists for aftercare and preadmission screening programs, although
data are becoming available from the Eastern Shore Aftercare Project and

the Central Maryland Aftercare and Preadmission Screening Pilot Reporting

System,
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INTRODUCTION

The lack of comprehensive and uniform information describing the need
for mental retardation services in the State has been evident. In the
November, 1980, Humane Practices Commission Study of the Mental Retardation
Services System, it was pointed out that an automated information system
has been recognized by the Mental Retardation Developmental Disabilities
Administration as a critical component of an integrated planning and service
delivery system. In your own report of December, 1980, you noted that the
Secretary of the Department of Health and Mental Hygiene has given high
priority to establishing an accurate data base that describes the mentally
retarded population in the State. It was noted that this data base would
include evaluation information, service plans and demographic information
of those persons living in institutions as well as in the community. The
present report describes the development, current status and future plans
regarding the project that was mobilized by the Mental Retardation Develop-
mental Disabilities Administration to address this need.

HISTORY

The Office of the Secretary of the Department of Health and Mental Hygiene
made available funds in Fiscal Year 1981 for the initial development of a
Mental Retardation Developmental Disabilities Administration data system.
During the first half of the fiscal year, the Department conducted a nation-
wide search of mental retardation data systems and collected extensive infor-
mation on about 15 data operations conducted in other states., These data
operations were reviewed by people in the Division of Management Analysis
and by people in the Mental Retardation Developmental Disabilities Administra-
tion and were found to fall into two categories. The less effective and less
useful types of data systems collected some personal information, behavioral
characteristics, and service needs. The second types of data svster: were
more refined and better developed and included extensive service informaiion
and individual behavior characteristics. Although none of these systems
have update capability, it was this latter type of system that received
favorable review and was chosen to be developed by the Mental Retardation
Developmental Disabilities Administration.

In February, 1981, the Mental Retardation Developmental Disabilities
Administration gathered a group of state-wide mental retardation professionals
both from its institutional programs and from the community. It then formed
a Data System Task Force by adding people to the group from Management
Analysis and from the Data Processing Division. The purpose of the Task
Force was to act as a resource and advisory group to the Mental Retardation
Developmental Disabilities Administration, to screen other state systems
and evaluate their usefulness to the State of Maryland and to lead in the
development of s data system for the Mental Retardation Developmental Dis-
abilities Administration. To the present time, the Task Force has had five
full meetings and numerous meetings of sub-committees, In addition, the
Chairman of the Committee, Dr. James Brahlek, has met individually with
various community providers and their representatives.’
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The Task Force has so far accomplished the following:

1.

2.

3.

Se

6.

8.

It found that gheré was no data system available in'
another state which was completely developed, intact
and able to be turned over to the State of Maryland
for use. )

The Task Force also determined that;td'hire a contractor
to establish and maintain an appropriate data system
would have been very expensive and would have. ignored

- the -large pool of talent in this area vhich currently

exists within the State,

The Task Force developed a set of goals and objectives
and a budget. The goals and objectives and the budget
are appended to this report. The Fiscal Year 1981
budget for the project is $47,744.

The final draft of most of the input document has been
developed and is appended to this report. It contains
sections on client identifying information, general
abjilities, residential needs and day program and
ancillary service needs. The part of the input docu-
ment that records the client's adaptive behavior is
still being reviewed by the community providers and
will be adopted within the next two weeks.

A user's guide that explains all the items of informa-
tion requested for the input document is in its final
stages of development.

The decision by the Data Processing Division to help
the Mental Retardation Developmental Disabilities
Administration develop a.data system required some
additional equipment to be available to the Data
Processing Division. This equipment is on order and

‘should be receivéd before the beginning of the new

fiscal year.

Initial training and ongoing assistance will be provided
by the Mental Retardation Developmental Disabilities
Administration for user agencies. The training program
has passed through its initial stages of planning and
will be implemented beginning in late June or early
July, 1981.

Coordination of the Mental Retardation Developmental
Disabilities Administration's efforts in this project
with the Center for Health Statistics has been explored
and is being_established.
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SYSTEM CHARACTERISTICS

As can be seen from the rough draft of the input document appended to
this report, a great deal of service-related information will be collected
on each client in the Mental Retardation Developmental Disabilities Adminis-
tration service system.

1. A full range of identifying information will be stored
on each client.

2. Types and degrees of handicapping conditions, functional
abilities relevant to community placement, and health-
related information will be collected, -

3. Data regarding residential program needs, both short-
term and long-term, are recorded, and obstacles are
identified which might prevent future placement.

4, Similarly, information regarding day program placements
and needs are recorded by the system.

5. The system collects information about ancillary services
required by a client. The hours required by the client's
individualized program plan and the actual hours provided
to the client will both be recorded. Obstacles preventing
full program implementation will be identified.

6. Finally, a full evaluation of the client's adaptive
behavior will be collected and stored.

All items of information being recorded can also be updated so that a
current client file can be maintained. It will therefore be possible to
generate accurate monthly reports that are useful in describing the popula-
tion and their needs and in forecasting future service needs. In develop-
ing this aspect of the system, both the Mental Retardation Developmental
Disabilities Administration and its community providers are currently
defining the nature of the reports they wish to compile from the data base.
In general terms, the various agencies contributing to the data base will
be receiving information which will assist them in planning programs for
their clients and in measuring the progress being made by their clients.
addition, statistics will be available which will allow agencies to plan
programs according to the needs of the clients they are serving. Manage-
ment reports on service requirements by clients living in specified geo-
graphic districts will also be available to the Mental Retardation
Developmental Disabilities Administration and will assist in projecting
service costs.

In

Effort will be exerted by the Mental Retardation Developmental
Disabilities Administration to assure reliability and accuracy of the
system in the future. Ongoing training will be supplied to provider agencies
in order to assure quality control of the information being sent to the
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Mental Retardation Developmental Disabilities Administration. As a part
of this procedure,- the Mental Retardation Developmental Disabilities
Administration will spot-check on a random basis the manner in which pro-
vider agencies are evaluating their clients in order to uphold a high
‘degree of accuracy.

FUTURE . PLANS

By January 1, 1983, the Mental Retardation Developmental Disabilities
Administration hopes to add a financial component to the data system. The
Task Force is.currently working on a model and specifications of a financial
reporting system which would require provider agencies to define program

- and other operating costs in terms that can be applied directly to an
individual client. These client-related cost centers could then be used to
describe-and/or project with a high degree of accuracy the cost of any
given client's program. With relatively little additional information, it
would then be possible to determine the dollar amounts required from
various funding sources including the Mental Retardation Developmental
Disabilities Administration to support that client's program. By integrat-
ing this financial information with information that is already contained
in the client's file, particularly with the progress in adaptive behavior
made by the client, it will be possible to perform cost benefit analyses on
an individual client basis. It will also be possible to identify the
ramifications of changes in funding levels,

Two major issues emerged which will have to be addressed if the data
system established with Fiscal Year 1981 funds is to continue in the future.
The first issue is that continued funding must be available to the Mental
Retardation Developmental Disabilities Administration and the Data Processing
Division to support and maintain the data system. Printing costs and other
material costs will be approximately $7,000 per year. Data entry could be
as high as $5,000 per year. Travel for training and the checking of the
system reliability will cost about $750. A second issue in maintaining the
system i{s the allocation of personnel. Although most of the manpower
requirements for establishing and maintaining the system can be absorbed
by redirecting existing staff, it will nevertheless be necessary to devote
one full-time position to the continued training of provider agencies and
to the maintenance of system reliability. This position cannot be absorbed
within existing resources and will require the addition of a position. If
this position is not provided to the Mental Retardation Developmental
Disabilities Administration, it will be extremely difficult if not impossible
to assure the continued maintenance of the Mental Retardation Developmental
Disabilities Administration data system.
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TASK FORCE MEMBERS

James A, Brahlek, Ph,D., Rosewood Center

Lewis Garmize, Ph.D., Great Qaks Center

Jerry Adams, Calvert County Association for Retarded Citizens
Charles Wiggins, Data Processing Division

Charles Bures, Data Processing Division

John Kozarski, Management Analysis

John Cahill, Management Analysis

Beatrice Terl, Mental Retardation Developmental Disabilities
Administration

Richard Glaser, Mental Retardation Developmental Disabilities
Administration

Elmer Cerano, Maryland Association for Retarded Citizens
Michael Smull, Rock Creek Foundation

Debbie Woodall, Maryland Center for Health Statistics
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GOALS AND OBJECTIVES OF THE MENTAL RETARDATION DEVELOPMENTAL
DISABILITIES ADMINISTRATION DATA SYSTEM

The Task i-‘ox_-ce adopted the series of goals and objectives presented
below: ’ - .

1. Establish client file.- - .
- a. Work out final formats for client data input form
and user's manual.
b. List agencies and determine who within these agencies
5 will fill out the forms.
c. Provide training to agencies in supplying the data.
d. Work out logistics of sending forms out and back.
e, Turn forms over to Data Processing for coding on
tape,
f. Create the file update programs and implement the
‘update system.

2. Establish a management information aystem on the client file.

a., List all SPSS reports required by the Mental
Retardation Developmental Disabilities Adminis-
tration and by participating agencies. Determine
schedule for each report.

b. List all special reports required by the Mental
Retardation Developmental Disabilities Administra-
tion and by participating agencies., Determine
schedule for each report.

ce. Develop the non-SPSS computer programs to generate
the require management reports.

3. Establish a management information system on the client file with
- refined financial data.
a. List and define cost centers. Work out model and
. specifications for financial reporting system.

b. Integrate financial reporting system with existing

) client file.

¢. Develop input document and user's manual to capture
financial data.

d. Provide training to agencies in supplying financial
data.

e, List all financial reports required by the Mental
Retardation Developmental Disabilities Administration
and by participating agencies. Determine schedule
for each report.

f. Develop computer programs to generate required
management reports on combined client/financial
information file,
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TIMETABLE OF EVENTS

MENTAL RETARDATION DEVELOPMENTAL DISABILITIES ADMINISTRATION DATA SYSTEM

October 1 February 6 July 1 September 1 January 1 July 1 January 1
1981 «— 1981 1981 1981 1982 1982 1983
Funds mads MRDDA Task Data returned Full range
availabls Forcs con- to MRDDA} con- of MRDDA and
for project. vened. Project tinued training ueer reports
parametere and quality available
_ . worksd out, control pro- through efforte
= ' cedurss worksd of Data Pro-
out by MRDDA, ceesing Divieion,
Nation-wids Forms printsd; Establish Begin develop-
survey of Training plannedj current client ment of finan-
existing Data proceesing data baee. cial reporting
data i equipment pur- Firet rsporte syetem and
operations. chassad. available using integration
SPSS. with client _
data. Eetab-
liehment of

client as cost
center.



MRDDA DATA ‘BASE
INPUT DOCUMENT

A. IDENTIFYING INFORMATION

1. Client ID NumberSe.eseesesesesecasosesasonasancnense [ 4 3 4 ¢ |

2. Date COnpleted....._.....'...-.'...._..._......_.......... l;molnth I dlﬂ)'. 1 _).'e_arl

e Birth Dateeececececiceeesescscecsccsssosacossas | WOREH day - ear
Jo ML eeeede . N B A A
1 Female ) o1 .
2 Male o

ceececscecesesecasaseasensssrenseessasntan

Single (Never Married) - D
Married
Divorced
Widowed

6. Ethnic BACKOrOUNdeeeoeessssssseseasaasssnescsasssesssssssassssssssasaasss D
: Black

White

Native American

Spanish Surname

Oriental

Other

Unknown

S. Marital StatuS..ccccccccccees

A

~N AWM W N
[T B D BT ]

7. Residence Cod€ececcccccccssscsce I

(See Appendix 1) Lo

8. Date of Admission to MRDDA Service System...... L molnth I dry [ 3‘rear_]

9., Status of Admission to MRDDA Service SysteMecccecccecccccccccccserccccans D
’ Juvenile Court Commitment

Other Court Commitment '

Volunkery Admission

Agreement for Treatment

Agreement for Treatment of Minor Child

Interested Party

Article 59 Transfer (Sach's Population)

Other (Please Specify).

o~ oMWV W N -
[V T TR D BT I 1)

10. Date of Separation from MRDDA Service System... L mo]nth J dty I jegr l

11, Status of Separation from MRDDA SYSteMe.ceseeecscsccsscssssscacnsasnsasan D
Interstate Transfer

Yoluntary Transfer Out

Involuntary Transfer Out

Death

Other (Please Specify)

RS I AV I &
L I ')
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12. County of Origin (See Appendlx 2).......................................

13. County of Interest (See Appendxx 2)..................................... m

14. Indicate those forms of financial assistance the person receives now and
those forms of financial assistance the person is eligible for but does
not now receive, .

Yes

1 =
-2 = No
ELIG
REC | BUT
NOW | NOT
REC

Self SUpPPOrtescscscscsescsssscssssnsvessssncscsnsnnne

Family Support.secccccccscscossssssssssscossssnsesns

No Source of Financial ASSiStancCee.eecssecsscsssssss

Supplemental Security INCOME.cecccsscsssssscssssnsns

Other Social Security BenefitS.eccessescessccccssns

Aid to Families with Dependent Children.seeeeccesss

Genoral Public ASSiStance@.sescscscscssscssssscsncss

Medical ASSiStlncCecseecssscssscssocccesscanssssnns

Veteran's ASsSistanc@is.sescssstsscsssssscssscsssnsns

Private Medical Insurance Benefits....seessscessces

Other Financial Assistance.s..cecccasssscsccssscnns
(Please Specify)

B. FUNCTIONAL AND DISABILITY STATUS

1. Enter the Primary, Secondary, and Tertiar§ Disability from the list below
(See Appendix 3).

PriMArY.eesesessssssssssssssssnnnnsssssasnnns
Secondary............;.......................

Tertiaryceccecesscscscesscsccsssassessssonane

jaiaa

01 = None

02 = Alcoholism

03 = Autism

OL = Cerebral Palsy

05 = Chemical Dependency
06 = Epilepsy

07 = Impairments of Aging

08 = Mental Retardation

09 = Neurological Impairment

10 = Physical/Medical Disability
11 = Psychiatric

"12 = Special Learing Disab111ty
13 = Undetermined

14 = Other
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2.

3.
4,
5.

6.

7.

.-3-

It Physical/"ed:.cal Diub:.hty was coded in Item 1, Functional and Disability

Status, mark all below that apply (See Appendix lx).

-1 = Yes
-2 = No

Grawth Impa:.ment.....u................................
Husculo-Skeletal........ .

Respiratory..... cecaveces
Cardxovascula.r. . .'.........
.Digestxve..."................. L rTae s wfaleteta
Genito-Urinary.. 2 oM o RO oS Ro00000

'Hemic/l.ywphatic. . B G0006000006 800000 H 00 R0 00 Sh

Endoc.ri.ne...'..............._.............................
Huitip!,e Body-Sy_stems.....'...............................
_Neurolog-ical...'.............-._...........................
Neoplastic DiSEABE..earerrransennennsnsnsnsesnsnsnsnnes
Hearing IMpAIrmentessesseessesssesscassracsasonsanssnnas

Vision Impairment.........-.....-........................

Date of Last Cognitive TeSt.ceccececccccacaanss rmor{th

o M

Cognitive Test SCOre.ccccccceccccscsscsscccccccnsscssacacsanana E

Estimate of Cognitive Adaptive Function.sscececscescccsccocccccacacancas Ej
Please use AAMD standards in determining the client's overall

level of function:.ng (See Appendix 5).
1" = Borderline and Above
Mild Retardation
Moderate Retardation
Severe Retardation
Profound Retardation
= Not Determined At This Time

A A AV I )
LI I ||

Hobility (select one resSponSe).ccccsccsccccecccscsccecsarccsssscscanasas Ej

1 = Walks independently

U]

Walks with supportive devices
Walks unaided with difficulty
Wheelchair operated by self
Wheelchair - needs help

No mobility

[ RF B AV L]
nonnrn

Hearing (select one response)...ccececccsccceccccscscccsccscecccscancans

- 1 = Hearing is normal (includes hearing
corrected to normal with hearing aid)
Hearing is impaired

No functional hearing

Unknown or not determined at this time

2
3
4
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8.

9.

10.

11.

12,

i

Vision (select one response).sisssesossessersesossessesacsesceninnasaons D

.1_

(LTS 1
;

1=

Vigion is normal "(includes vision
corrected to normal with glasses)
Vision is-impaired ;

Legally blind, has travel vxsxon

No - functional vision’

Unknown or not determ1ned at this time

Expressxve La.nguage (seleci one response)...............---...........u' E

Uses appropriate speech skills

-2 = Uses simple speech (can indicate’ nceds)’

3=

°

N owu
]

Receptive Language (select one

1=

[C IV
W

Independence Capacxty Skxlls.

below,

Uses

Uses

Uses -

Uses
Uses

Uses

Is able to obtain medical servxce.....................-.
Is able to summon police or fire dept. in emergencyeec...

Is able to understand public SigNSeceecccccccnccsscncsnss

Self-Care Skills. Rate each

1
2
3

nonr

télephone..........................................
stove to prepare meals..........................;.;
bankinb services.;..................
neighborhood stores for shoppingeescecescccesannnaas
laundry to wash clotheSeccccecccccrscncsessscnccccone

public transportatxon..............................

W -
[}

Uses manual language only (i.e. form_

-of sign language) IF

Uses written symbol 1anguage only (1.e.
Bliss, Rebus) :

Uses written language only -

"Uses a combination of '2' and either

'3t 4 or 'S* above

No expressxve skxlls or nonsens1ca1 speech -

response)................................ [::::]
Understands complex. statenents/ B
instructions

Understands simple’ statements/

" - instructions

Does not demonstrate understandxng
For hearing impaired-

Understands by lip reading or signing
only

Rate each item appropriately.usiﬁg the codes
Completely independent

Needs some supervision or training
Cannot presently do

item appropriately using the codes below.

Completely independent ™
Needs assistance or further training
Completely dependent
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12, Self-Care Skills (con't)

Toiletingesesssscscoccccccocsecccescccccccssscacccacsass

EatiNgescecsscssessccescassccsacccccccactsccsscsacaserans

Dressingeeccsceceseseaes

Personal Hygien€eeecececcecccccssccscssssscnsccsccsccnscs

13. Impediments to Independent Functioning. Identify the major impediments
from Appendix 6 and indicate their frequencies from the list below.

1 = Daily
3 = Weekly
3 = Monthly N
L - Has occurred less than 12 times in past
. year ) i
5 = Has occurred but not in past year
A. Greatest Impediment (from Appendix 6)ceccccccccecces |
Frequency (from 1iSt above)eeessscscescsccccossscocs
B. Second Impediment (from AppendiX.6)eccececececcccces )

Frequency (from 1ist above).ccescesscccscsscacsocscee

C. Third Impediment (from Appendix 6)eccceccecccsceccace

Frequency (from 1ist above)ec.eccececsccccccscccsacs

14, Seizure History (select one response).cececcceccceccccsccccensccsacscsscasn- [::::]
1 = None (no history)
2 = History, but no seizures in past year
" 3 = Seizures in past year, but none in
last six (6) months .
. &4 = Has had seizures within last six months

"

15. Seizure Type and Frequencys If Item 14 above is marked "1", leave this
item blank and go on to Item 16, If Item 14 above is marked "2", "3, or
"4v, indicate the frequency below for each type of seizure experienced
by the client. Seizure types are defined in Appendix 7. :Frequency codes
appear below. T s ¢ ) )

Daily -~

Weekly. .

-Monthly

: Less frequent than monthly -

PR 1
[

CODE

A. "Minor Mdtbr........‘.........,..;.....,..;........,.

B. Major MotoFee.ececesssssssos

C. Psychomotoreeceessecisesocencosss cedescccscnases

D. .-Othter (8pecify) mmmemeiemeeeee ceeeioneel.
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16. If no nedication is used, leave this item blank and go to Item 17. If
medication is used, indicate next to each type of medication how it is

administered.

[}

By self
= By self with supervision
= By others

Wy~
W

PSYChOtrOPiCeeececocscscscscscsssscsacasscasscsccsasasans

FOr DiabeteSececceccsscscsccscscsccssccccsscccsssscnnccs

ANticonVUlSANt. caeeecaeccceoaccsosccctsccsccsscccscssasscs

Otherceescceasecasssocscscsasscssssccsscsossscccssscnscnnse

17. Special Dietary NeedS.cc.eceeeececcsccacssioccssccccccccsescccsasassscsans

. PPCGRAM STATUS AND NEEDS

= None

= Yes, Nutritional Reasons
Yes, Religious Reasons
Yes, Functional Reasons

u

1
2
3
&

1. Type of Current Residential Placement

A

Use Residential Alternatives List (Appendix 8)
to select current type of residential place-

MENtasesacscscccssesoesscssacsanccseacocsassscnassnnse

Is a change in residential placement projected
within the next 3ix MoNthsS?.ceiceecescocccscccccaase
1 = Yes
2 = No

2. Type of Short-Tern Residential Placenient Needed in One Year

A

A.

Select the least restrictive residential

placement nceded in one year. If current

placement will also be adequate in one year,

enter same code as used in Ttem l.A. aboveeecscecses

Identify up to two obstacles preventing access
to this placement (See Appendix 9). If no
obstacles exist, enter code "99" in both

L e e B e ml__l_’

3. Type of Long-Term Nesidential Placement Needed.

Select the least restrictive residential
placement needed in two years. If the place-
ment projected in one year will also be adequate

- in two years, enter the same code as used in

Item 2.A. ADOVEe. et eeseeooceaaccosccoccascccrcoecans

Identify the single gréatest.obstacle

that zight prevent access to placement -
(See Appendix 9)., TIf no obstacle exists,

enter code "99" in the DOXeeerveoseoocecsecocaccennnn
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e Type of Current Day Program

List the most important day program thé person now receives and
where it is provided. If applicable, list a second and third
procram rcceived and their locations. (See Appendix 10 and

Appendix 11).
l\ -

B.

If not in any Day Program, indicate the ajor Obstacle

(Sec ADDENdix 9) eeceetaseracasenansssancssnssssncnssssssasssasasasasaanns

Most Important (From AppendixX 10).iceesscscscsceccacs

]

Location of Most Important (From
Appendix 11).. I

[ __|

[ e L 1 [l 1 i ]

Second Most Important..cccsccsececssscccscssasssasscasn

i

Location of Second Most
Inportant.....

1 1 L 1 4 L | S S

Third Most Important.c.sccsscsccscscscssscacssssssses [::::]

Location of Third lMost
Inportant.-...I‘A

S

| L1 I 1 1 A | A

i

5. Type of Short-Term Day Program Needed

A,

Select the single most important day progran

that the individual should receive in one year

(See Appendix 10). If the current progras will

also be adequate in one year, enter the same

code as used in Item 4.A. abOV€.scescessacecscannscas

i

Identify up to two obstacles that might

prevent access to this day program. (See

Appendix 9). If no obstacles exist, enter

code "99" in the bOXES.scescseccscccosctscsne [::::]

H

6. Type of Long-Term Day Program Needed

A.

Select the single most important day progran

the client should receive in two years (See

Appendix 10). If the program projected in one

year will also be adequate in two years, enter . -
the same code as used-in Item 5.A. aboveeseceecceases

i

Identify the single greatest obstacle that

might prevent access to this day program.

(See Appendix 9). If no obstacles exists, .

enter code "99" in the DOXeseseoenssssssncscccsassans [:I::]
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SUDPPLECNTAL NEALTH, TIMRARY, AYD) COMANTITY GENZRIC STRVICES
(Sce Appeadix 11 for definitions of services).

1. In the column '"Veekly Hours Required", indicate the service hours per
week required by the client's Individualized Program Plan (IFP). 1If a
service i3 not required, leave the bo: blank.

2. In the column "Weekly Hours Provided", indicate the service hours per
weelt nrovided to the client for each of the services marked in the first
column., If no service is provided, enter "OO",

5. If the service haurs provided are less than the service hours required,
mark the major specific obstacle preventing the client from receiving the
hours required. (Seec \ppendix 9).

Weekly Hours Weekly Hours
Required Provided Obstacle

Audiology ServiceS.seecscsssccccscccnse

Dental ServiceS..cececccccccccaccssccce

1

NUrsing ServiceSeccsccececssscsscccncs

Nutritional ServiceS...ecsecceceoscscsces

Occupational Therapyeeesscosscosccesae

Physical Therapyesececseeccscstoccccnsne

Psychological ServiceS.ceciececcscccas

Recreational Therapyeececoececaccsoscssesn

Routine Medical ServiceS....cecseceacs

Specialized Medical ServiceS.ecceceses

Speech/Communication Therapy.eeeceeoes

~ -

Social Work ServiceS..eceeescosoccccasse

Adult EducatioNeceesssecccescsocccccan

Homemaker ServiceSeecccocccccceccsscce

—

Legal ServiceS..ccececscccococssccccee

Mental Health Counselingeceeccccesceces

Pers. Care/Home Health Sys. Services..

Parenthood Planning ServiceSe.ceecececcces

Pub, Health/ Vis. Nurse ServiceS......

=

Religious/Pastoral ServiceSececececcsse

Respite Care SerViceSeeseeracessccanes

Transportation ServiceSeeceececescccces

Voc. Rehabilitation ServiceS.eeececececess

I

il il aall o

Other Service (Specify)eececscacssssss
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ITALY'S REVOLUTIONARY MENTAL HEALTH LAW: AN ASSESSMENT
Introduction

In May 1978 the Italian Parliament passed the most comprehensive community-
oriented mental health act in the Western industrialized world. Because the
Italian mental health system had been essentially unchanged since 1904 when
the law which the current one replaces was passed, the changes required by the
new law are particularly dramatic. The details of the Law #180, as it is
called, are given in tables 1, 2 and 3. Its most radical provisions are:

1) Closing of large state hospitals by first stopping all new admissions and
then, as of 1 January 1981, all admissions. 2) Involuntary commitment does
not utilize dangerousness as a cr1¥er10n for commitability. 3) All health and
social welfare money 1s pooled and distributed by the federal government to
each region (equivalents of states) on a per capita basis. Thus, in contrast
to the U.S. system, health and social welfare dollars are not distinguished.
The law's attention to community-based catchmented services is not unlike our
own CMHC legislation, except that the Italian law leaves greater latitude as
to the kinds of services that can be developed. It specifically provides only
‘that no more than one 15-bed unit per general hospital may be established in
each Unita Sanitaria Locale (U.S.L.), the basic catchment area for all health

services, usually containing 100- to 120,000 people.
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Backaround

The question that first occurred to me during my seven-month stay in Italy to
study the law's effects was how did this radical new law come to be in a
country we tend to view oversimplistically as the land of wine, pasta, opera
and "Kleenex" governments (i.e., rapidly disposable)}? How could a society
that tends to not be taken very seriously by other Western powers pass a law
that converts an early 20th century mental health system into a 21st century
one in the course of several years? The answer to this question is complex.
To begin with, Italy is much more than pasta and wine. Its parliamentary
system of government includes a large and powerful communist party (the PCI),
the christian democrats who have governed Italy since 1946, and a number of
smaller parties who wield power by acting as "swing" parties in coalition
covernments. Another critical factor in the development of the new mental
health law was the widespread foment in Italian society from 1968 onward. The
cultural changes that resulted from this upheaval are reflected in a number of
new laws focused on social issues (e.g., abortion, workers' rights, etc.). The
new mental health Taw ("No. 180") can be seen as one in this series of

legislative initiatives

Because of space limitations I cannot do justice to the nuances and multiple
forces involved that coalesced to bring about Law #180. Therefore, for the
sake of brevity and simplicity (perhaps oversimplistically), I will attempt to
sketch the law's background via one of its major proponents, Dr. Franco
Basaglia, whose untimely death in August 1980 was a great loss for many

Italians from all parts of society. At the outset it should be made clear
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that although Basaglia was an important leader and catalyst, without the
Italian political system and the social context of change described above, it

is much Tess 1ikely that his efforts would have been successful.

In 1960 Franco Basaglia was an assistant professor in the university psy-
chiatric clinic in Padua, a northern Italian city (near Venice) known for its
excellent university. He was one of several bright young professors whose
thinking had been influenced by the existential and phenomenologic philosophers
and psychiatrists (e.g., Satre, Strauss, Boss, Heidigger). Because the
Italian academic system was {and still is, to a large extent) strictly
pyramidal, it meant the professor chose his successor and the unchosen were
either relegated to a 1ifetime of obscurity toiling in the academic fields or
leaving. Dr, Basaglia chose the latter course. Because lateral academic
mobility in Italy is not easy {e.g., Padua faculty has difficulty getting
positions at the university in Rome), he became the head of the mental
hospital in Gorizia, a small city on the Italian-Yugoslav border. The
hospital was a prototypical Italian "manicomio" (their word for large mental
hospitals). There were about 800 mostly long-stay patients housed in
turn-of-the-century buildings. Although this was 1961, the Italian mental
hospital system had not begun to plateau or decline in numbers of resident
patients, as was beginning to be the case in the United States. In fact, the
Italian mental hospital system did not show a significant decline in resident

patients until 1968-70.

Because Or. Basaglia was impressed by Maxwell Jones' therapeutic community

ideas, he started a number of such communities in the hospital in an attempt
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to reform it. He became disillusioned with them after a couple of years in
that they did not seem to be able to get patients motivated to leave.

Basaglia was an extraordinarily gifted clinician, especially with groups of
patients and staff. Following his negative experience with Jones-type
therapeutic communities, he addressed himself again and again to the clients
and the staff asking them, "What is wrong here?" "What is the problem?” It
became increasingly clear to him that the problem was the institution itself--
its authoritarianism, hierarchy, infiexibility and medicalization of "social"
problems. With this in mind, he and his co-workers began what would be a
five-year (1963-68) effort to dismantle the institution. They evolved a
philosophy that includes the beliefs that psychiatry is politics, that
psychiatry provides scientific support of the existing establishment, that
scientific neutrality is a myth and that existing standards of normality and
deviance resulted in the oppression of certain groups within society. Therefore
the approach was essentially nonmedical and antitechnological. Electroshock,
lobotomy and the use of mechanical restraints were forbidden. Socia. services
necessary for community survival were developed. Community-based residential
programs were implemented. Traditional barriers that distinguished the
townspeople from hospital immates and staff, and patients from staff within
the hospital were broken down. Patients were now called users, staff wore no
uniforms and had no keys, townspeople were invited to festivals on the
hospital grounds, etc. By 1968 there were about 300 patients left in the
hospital. Of that 300, roughly 100 were senile-infirm in need of constant
nursing care; 100 were senile-noninfirm who just don't want or can't be gotten
out of the hospital; and another 100 were chronic psychotic persons, either

unable to function in the community, or for whom community housing could not
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be found, or who chose to stay behind in the hospital. These last two
categories of persons--those who do not need constant nursing care--are
redefined as “"guests" rather than users. They 1ive in hospital buildings but
are free to come and go as they wish. They use the various hospital services

and staff on an individualized as-needed basis.

Needless to say, dismantling of a large, traditional state mental hospital did
not meet with universal acclaim. In fact, because of a change in government
in the Gorizia province, in 1968 strictures were placed on what Dr. Basaglia
could do by provincial administrators. Even prior to this time Basaglia and
coworkers had been criticized by a variety of groups: psychiatrists,
townspeople, and some governmental officials. In fact, Dr. Basaglia's name
has been in court for most of the time since he took charge in Gorizia, and
when he died in August there was stil1l a suit pending in Trieste about a
patient who had run amuck after being discharged from the hospital. Because
of these efforts to marginalize or criminalize their work, Dr. Basaglia and
his followers decided that in order to continue their reform they needed
broad-based popular support. They had been able to enlist the patients and
staff in this particular mental hospital to this cause, but now they wanted to
start a social movement. Afthough generally leftist in political philosophy,
Basaglia's group had never been active politically. Beginning in 1966, but
most actively after 1968, co-incidental with the great social upheaval of
that time, they began regular meetings with politicans--mostly leftist in
orientation. They promoted the "1iberation of the mental patient" as a social
reform cause that deserved official political support. Between 1968 and 1974,

Basaglia and followers had a rather stormy courtship with the Italian
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communist party over this "movement." Finally, in 1973-74, the liberation of
the mental patient became an official party doctrine. Although the communist
party was vocal in its wish to reform the mental health system, there was

also widespread agreement among mental health professionals and laypersons,
independent of political affiifation, with that position. This is very
important to remember 1n trying to understand why the new law was greeted with

relative aplomb.

In the early seventies the Italian communist party became increasingly
powerful--a fact reflected in their increasing their share of the vote from
28% 1n 1972 to 34% in 1976. The christian democrats decided to be moderate
and accommodating in responding to the communists (perhaps because of the
first real threat to their 30-year rule). On the other hand, it appears that
the communist party may have felt that should they come to power, there might
be reprisals against Italy by other Western countries, and so they felt in a
somewhat conciliatory mood as well. Thus, new accommodations between the two
large parties were reached, including agreement that both would support
legislation to reform the health and mental health systems. Although there
was a great deal of discussion of this reform in the Italian Parliament

between 1973 and 1977, nothing was done legislatively by the spring of 1977.

Enter a new character on the scene: the radical party. This small party (five
to seven percent of the seats in parliament) is known as the party of human’
rights because 1t has promoted a number of liberal social legislative initia-
tives in Italy over the past decade. In this instance, it told the two large

ruling parties that if a new law was not passed to reform the mental health
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system, the existing laws would be subject to a referendum on the June 1978
ballot. The Italian constitution provides that a referendum may be held on

any law that exists on the books 1f one percent of the registered voters sign
petitions to that effect. The radical party had enough signatures to call to

a referendum on the mental health law. The big parties were very nervous about
what might happen because of their experience with the divorce referendum.

That is, a referendum on the divorce law had recently passed, much to the
surprise of the politicians and the Church. If the mental health law
referendum passed, there would no longer be any legal basis for the operation

of mental hospitals, payment for their staff, or commitment.

Faced with the possibility of anarchy, the two large parties each appointed a
deputy to sit down and write a new mental health act. This act was written in
the winter of 1978 and passed in the middle of May, just in time to avoid a
referendum in the June elections. Although Dr. Basaglia did not actually
write the law, he was in constant telephone and personal consultation with the
two deputies who did. So in many respects the law is Dr. Basaglia's, although

there are areas of compromise in it.

As part of the politization and popularization of the reform process, the
followers of Basaglia did two other things: First, beginning in 1968, they
spread out to a number of other cities in the north of Italy--Reggio Emilia,
Arezzo, Parma--Basaglia first to Parma and then to Trieste in 1975, where he
was until 1978. Following passage of the law, a special position was created
for him in Rome where he was until his death. The second step they took (in

1972) was to create a new psychiatric society, called "democratic psychiatry."
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III.

In effect, this meant that, to be a member of the society, you were in all
1ikelihood also leftist politically and a follower or believer in the
principles of dismantling institutions as espoused by Basaglia and others. It
meant also, therefore, that those pschiatrists who were christian democratic
or pro-institution were left in the traditional psychiatric society which was,
in a sense, forced to align itself with the christian democrats. Thus, in

Italy today, psychiatry and politics are inexorably, and openly, intertwined.

Results

Any statement about results must be provisional at this point in time. The
law has been in effect for only two and one-half years and each regional
government had to pass implementing legislation along the way, so that in some
regions the law did not really go into effect until as late as September of
1979. The basic, most simple results are given in table 4. Note that the one-
year decrease in inpatients {is not terribly dramatic. This is in large part
due to the fact there had already been a nearly 40 percent decrease in
resident patients, mostly after 1968. This also means that there was not a
wholesale “"dumping" of clients out of hospital. The vast majority of the
patients discharged from hospital went either into nursing homes or to their
families. In some areas they have gone into group homes or cooperative
apartment programs, but these are relatively rare. It must also be remembered
that a number of clients who are still in the hospital are called "quests,"

and are therefore no longer counted in these statistics.

164



Iv.

As of September 1980, about 3000 beds had been opened in wards in general
hospitals throughout the country. If all of the civil hospital beds that are
allowed under the law were in place, there would be roughly 7500 throughout
Italy. As usual, conformance with the law in Italy is not always guaranteed,
regardless of the law in question. In general, as is usually the case, the

North is in better conformance than the South.
Discussion

In my seven months of study in Italy 1f became clear to me that the law was
being phased in at varying speeds throughout the country. Almost everyone was
at least verbally committed to trying to conform. The more conservative
psychiatrists are not happy with the rate at which hospital beds are being
opened and the more untraditional psychiatrists are unhappy with the slow
rate at which community-based services are being developed. To some extent
both are correct in that obviously not all of the general hospital beds that
are allowed have been established and in many places there are essentially

no community-based servicés at all. Places where the majority of the

time, energy and personnel have been involved in developing hospital wards,

there tend to be few community services.

Because of Basaglia's leadership, the best developed model for community-based
services 1s in Trieste where there are five small mental health centers
located in the various sectors of the city. Each 1s open from 8:00 in the

morning until 11:00 at night. They are usually staffed by three to five
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psychiatrists, twelve or more nuyses, one or two social workers and one or two
psychologists. The basic modus operandi is family crisis intervention. When
phone referrals are made, either from the police, GPs or families, the
personnel there determine whether or not an immediate intervention is needed
and if so, where it is best given. Most often, this will be a family
intervention in the home. In one mental health center there that serves a
catchment area of roughly 100,000 people, they do something on the order of 8-
to 10,000 home visits per year. Mental health center staff are also
responsible for working on the ward in the general hospital in rotation. For
this city of 350,000, there is one ward in the central general hospital of 10
beds, with an average census of three or four and an average length of stay of
one to two days. Basically, the ward is used to cover the 11:00 p.m. to 8:00
a.m. shift. Each mental health center calls the ward in the morning to find
out if any clients from their area have been admitted overnight. If they have
clients there, they come and attempt to get them out of the hospital to the
mental health center immediately. These mental health centers also have a few
beds~~six to eight--that are used for crisis residential care and more

prolonged care when needed.

It goes without saying that there are major problems with the implementation
of a law which involves such rapid, dramatic changes in the entire mental
health system. The first problem, to which I have already alluded, is
noncompliance. In some parts of Sicily and Sardinia, in Naples and in Bari it
appears that the law is either being ignored or gotten around. A second major

problem is the personnel. As you may remember, the law provides that only
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existing mental health personnel will be used in the new community-based
programs. This means deinstitutionalization of the mental hospital staffs.
The staff are, of course, uncomfortable at the prospect of working in a
community rather than in hospital. They feel unqualified and untrained for
their new tasks and are quite apprehensive about what it may involve.

Needless to say, there has been considerable foot-dragging and involvement of
the unions in the process of trying to get the staff out. Although the law
guaranteed everyone's job, it unfortunately did not make provision for
retraining or early retirement, such that the nurses often feel abused by
assignment to places that are less convenient to their homes and where they
must learn to operate in very new ways. The same is true of hospital
psychiatrists. In general, they tend to want to become the head of one of the
inpatient services, but as there are limited numbers of inpatient services,
the competition for these jobs is quite fierce. In fact, in several places,
because of seniority, the former superintendent of the large hospital has
become the head of a 15-bed general hospital ward. A third major problem {s
the development of community-based services. With the exception of the cities
where democratic psychiatry was firmly entrenched, there are not many
community-based services in place. This problem is compounded by the fact
that Italy has a tremendous housing shortage, such that finding accommodations
for patients and space for centers are difficult. Because of this, new
fac111t1es in the community will have to be built. Therefore, it will be some
years before really adequate community-based programs are in place. The
fourth major area of difficulty is the involvement of the university
psychiatric departments. Traditionally, the universities have been outside of

the comprehensive delivery system and have operated 1ike private clinics with
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highly selective admission policies. As of the spring of 1981 there were only
three university psychiatric clincs actively involved and responsible for a
catchmented segment of a community: the University of Padua Medical Branch in
Verona, the University of Padua in Padua and the University of Pavia. It
remains to be seen whether or not medical faculties will be forced to
participate in the delivery of health care in general and in psychiatry in
particular. If academic departments are not directly involved in care
delivery in U.S.L.s, medical students and psychiatrists in training will not
have a way of obtaining the experience they will need to enable them to work
in community-based programs after graduation. A more hidden issue (but
important) 1s one of money and power, for if they participate in the new
health system, medical schools must compete with other providers for money at
the regional level. Heretofore, they obtained their support directly from
Rome. They do not want to lose this special power status and direct access to
money. How this will all go remains to be seen. The problem gets even more
complicated, though, by the political considerations; that 1s, for example,
the Universiy of Milan Psychiatric Clinic offered to participate in the
delivery of psychiatric services but was turned down by the communist
administration because the clinic is run by a biologically oriented christian
democrat. So even here, where there was a willingness, the politics of the
regions, provinces and the communes intervened to dictate the outcome. It is
not always predictable what direction it would take. For example, Basaglia's
work in Trieste was strongly supported by a christian democratic provincial

health minister.

168



13

One rather surprising finding is that there has not been a great deal of
organized community resistance to the new law. This is so mostly because
Italians protest via their political parties and neither one of the large
parties objects to this law. Ergo, there is no good means for expression of

discontent.
Conclusion

Based on seven months of study, from March to October 1980, it is my view that
the new Italian law that mandates the phasing down and out of large mental
hospitals is being successfully implemented. I believe it is able to be so
successful because of the logical, gradual way in which the hospitals are being
phased out. There is no wholesale turning out of patients from the hospital
into the community as was so often the case with deinstitutionalization in the
U.S. They also seem to be more comfortable with the notion that some patients
are better off left in the same residential setting as they had been in for

so many years. Rather than uproot them, they are allowed to stay where they
are, often as "guests," a new administrative arrangement vis-a~-vis those persons.
Although dropping the concept of dangercusness from the involuntary commitment
law may strike forensic psychiatrists and lawyers as a dramatic shift, the de-
crease in compulsory admissions {s more related to the need for three separate
signatures than the change in the grounds for commitment. In fact, one might
say that the commitﬁént law could lead to more people being committed because
the basic criterion is "in urgent need of care and treatment." The problems

are predictable and perhaps some of them could have been avoided. However, only
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time will tell the direction of the resolution of these problems and the ulti-

mate fate of this radical change in a country's mental health system.
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TABLE 1

Italy: Law No. 180 - May 1978

Major Provisions: Inpatient Care

No new patients may be admitted to large "state" hospitals.

Until 31 December 1980 ex-hospital patients may be readmitted
voluntarily. No patients may be admitted after 1 January 1981.

Construction of new psychiatric wards or use of "state" hospitals
as general hospital psychiatric wards is prohibited.

Psychiatric wards in general hospitals are allowed; they can have

no more than 15 beds and must be applicated with community mental
health centers.
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TABLE 2

Italy: Law No. 180 - May 1978
Major Provisions: Compulsory Admissions

Compulsory evaluation and treatment should take place in
community~based facilities.

Compulsory admission to a general hospital ward may take
place if:

a) urgent intervention is required;

b) the necessary treatment is refused;

¢) community treatment cannot be opportunely
implemented; and

d) two doctors and the mayor or his designate
deem care and rehabilitation necessary.

Independent judicial review is required at 2 and 7 days.

Patient and relatives may appeal the decision to the mayor

or the courts.

These standards must be applied to patients currently
involuntarily in mental hospitals.

The constitutional rights of involuntarily admitted patients

must not be violated.

172

16



17

TABLE 3

Italy: Law No. 180 - May 1978
Major Provisions: Other

Community-based facilities will be responsible for a
prescribed geographical area ("U.S.L.").

A1l facilities will be staffed by existing mental health
personnel.

As of October 1, 1980, medical and social welfare monies

will be pooled and distributed on a per capita basis
within each region (state).
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TABLE 4

Italy: Law No. 180 - May 1978
Results: Country-wide (June 1978 - June 1979) *
1. 18% decrease in inpatients.
2. 60% decrease in compulsory admissions
3. Little evidence of "dumping."
4, No increase in suicide or violent crime by former patients.

5. No appreciable differences in admissions to private
psychiatric hospitals.

* Misiti, Raffaello (1980)
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APPENOIX 0

JOINT OVERSIGHT COMMITTEE ON OEINSTITUTIONALIZAION
Hearing -- August 12, 1981
""Alternatives on Oeinstitutionalization Programs'
Views on service delivery concepts from:
Ms. Nan Ulle, Chairman
Citizens Advisory Board, Great Oaks Center

Or. Lloyd Church, Chairman
Citizens Advisory Board, Great Oaks Center

Mr. Robert C. Norton, Vice President
Parents, Guardians and Friends of Holly Center, Inc.

Mr. Ercell S. Oove, Chairman
Citizens Advisory Board, Holly Center

Ms. Loretta M. Sinclair
Parents, Guardians and Friends of Holly Center, Inc.

Mental Health Association

-- Mrs. Peggy Whyte, President

-- Frank Oearden, Ad Hoc Committee on Psycho-Social Rehabilitation

-- Ms. Peg McCusker, Member, '"On Our Own' {formerly hospitalized patients)

Franklin Oouglas, House Oirector
St. Luke's House, Inc. (Bethesda)

Mrs. Gracemarie M. G. Sommerhoff, RN, Chairman

Citizens Advisory Board, Unit Two (Currently for Baltimore, Cecil and
Harford Counties)

Spring Grove Hospital Center

Richard G. Ounne, President
Prince George's Coalition for the Handicapped, Inc.

Eileen Leaman, Oirector, Adult Services
United Cerebral Palsy of Central Maryland

Harold L. Flanagan
Great Oaks Center Legislative Chairman

Ms. Jane Salzano, President
Maryland Society for Autistic Adults and Children

Ms. Cathleen Zeidler
The Highland Health Center Parents Association
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20.

21.

22.

Philip C. Holmes, Director
Maryland Developmental Disabilities Council
Office of the Secretary, Department of Health and Mental Hygiene

Mr. Monroe Karasik
Maryland Association for Retarded Citizens

Richard L. Holler, Acting Chairman
Citizens' Advisory Board, Eastern Shore Hospital Center

Ms. Eleanor E. Merlo
Parents' Group, Rosewood Center

Mrs. Myrtle McCullers, Chairman
Citizens' Advisory Board, Walter P. Carter Center

Mr. Carl 0. Shelton, President
Auxiliary of Henryton Center, Inc.

Ms. Mary |. Love, Director of Planning, Garrett County Health Department
and Chairman, Citizens' Advisory Board of Finan Center - Submitted Letter

The 'Willage' Concept
=-- Dr. Lee Goren, President - Friends of the Retarded, Inc.
-- Dr. W. Michael Gould, Past President
Friends of the Retarded
-- Dr. John J. Barnes, Executive Director
Annandale Village, Inc., Suwanee, Georgia
-- Dr. Donald F. Klein, Chairman, Residential Committee, BCPFR

Maisie Wood, MAAH, Annapolis
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700 East Joppa Road, Baltimore, Maryland 21204

Comments on Deinstitutionalization

Bonnie Katz
Blue Cross of Maryland, Inc.

August 26, 1981

I would like to focus on what is Blue Cross of Maryland's corporate interaction
with deinstitutionalization of psychiatric patients. In the simplest per-
spective, deinstitutionalization has two ends of the tunnel through which it
must be approached. There is the notion of heading off new admissions to
state hospital centers for those patients for whom community treatment is
clinically appropriate and importantly those with third party capabilities. Then
there is the other end of spectrum, which is discharging a large proportion of
the chronic and inappropriately placed state hospital admissions and caring for
them,transitionally and/or permanently in community resources. The buzzwords
are "least restrictive treatment settings" and the fulcrum for this delicate
balance is dollars. In order for deinstitutionalization to maintain a sense of
equilibrdum, dollars previously directed to capital facilities must, of course,
be diverted to community treatment programs.

Where does Blue Cross, as a private third party payor, fit into this scheme ?

In this first illustration I gave, that is, diverting new state hospital admissions,
the answer is clear. To the extent that our members receive inpatient psychiatric
care in a psychiatric or general acute hospital, their inpatient psychiatric benefits
are available to them. The Mental Hygiene Administration has, in fact, established
a telephone referral mechanism, known as Syscom, to identify and arrange private
sector admissions for persons with third party coverage.

The other issue, the process of moving patients back into the community, less
clearly defines Blue Cross' role. I had the opportunity to participate in the MHA's
Community Support System task force which, with an NIMH grant, attempted to
define the model community support system for the chronically mentally disabled.
There is no doubt that the deinstitutionalized can not be tossed back into society
without a network of services to bridge the gap. The needs of the deinstitutionalized
are many: housing, sustenance, camraderie, social protection among the most
obvious. Generally, the needs of this population are in a social service vein.

Less compelling, according to the literature, is the need for ongoing active therapy.
The types of programs designed to deal with the needs of the deinstitutionalized are
halfway houses, group living arrangements, social clubs in the Fountain House
model (which is a successful group in New York in existence since post World

War II), and day care programs. By and large, these are not medical care programs.
They are not programs designed to provide active treatment. They are not designed

to comply with meaningful licensure and accreditation standards. They are not
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within the province of what are traditionally respected as health care providers.

Blue Cross benefits, in the ideal marketplace circumstances which hopefully
prevail the majority of time, are developed in response to market demand and
when there is appropriate provider development and credentialling. When
employers tell us they are interested in a benefit, we work to make it avail-
able. The other natural impetus for new benefit design is a cost containment
incentive. But alternative delivery sites are not always justifiable as cost
containment measures.

Let me highlight some of the available Blue Cross benefit programs which a
deinstitutionalized population may utilize as they receive active treatment:

OQOutpatient mental health counselling under Blue Cross
basic, Blue Shield and Major Medical programs}
services may be performed in a doctor's office,
hospital outpatient department or a community mental
health center

Alcoholism Rehabilitation - QOutpatient and Inpatient
(now mandated)

Drug Abuse Rehabilitation - Qutpatient and Inpatient

Psychiatric Day Treatment

Finally, I would like to call your attention very briefly to an article that appeared
in the August 6 issue of New England Journal of Medicine. It crossed my desk
late yesterday afternoon after I had compiled these remarks. At the riskof
offending anyone who is a staunch supporter of untempered deinstitutionalization,
which I hope not to do, let me share with you another side of the coin. This
article is by Dr. Jonathan Borris, Massachusetts General Hospital entitled
"Deinstitutionalization of the Chronically Mentally I11."

ce
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SOUNDING

SOUNDING BOARD

DEINSTITUTIONALIZATION OF THE
CHRONICALLY MENTALLY ILL

LINSTITUTIONALIZATION of the mentally ill has be-
' the predominant public mental-health policy in
t states. This policy has been supported by a cu-
» political marriage of libcrals, who decry the cus-
Ad-level care in state mental hospitals, and con-
auves, who see the closing of expensive public
iutions as an casy way to save tax dollars. Dein-
nionalization has been eliccted by discharging
u-term inpatients from state hospitals and making
ricreasingly difficult to admit new patients. Over
past decade, 1t has resulted in the shilt of the pri-
ity locus of clinical care in the public sector from
ditional inpatient settings to community-based
ipatient facilities,
I'he peculiar historical intertwining of mental-
alth care and government accounts for the fact that
i» major change 1n the delivery of care resulted from
s1opolitical as well as clinical considerations. Since
Wonial times, the care of the mentally ill and the pro-
-tton of the community from disturbance by them
we been responsibilities of the state and local gov-
nments. Successively located over the years in jails
41 almshouses, state hospitals, and outpatient com-
unity-mental-health centers (CMHCs), a separate
blic delivery system dependent on the political
ucess has been maintained for mental-health care.
‘he persistence of this separate system to the present
iav stems not only from the paucity of insurance cov-
rage for private treatment but also from the chron-
i and often debilitating nature of severe mental ill-
sesses such as schizophrenia, allective disorders, and
i1ganic mcntal syndromes .
It 1s the nature of the political process to loster over-
implification of complex issues so that a single solu-
- un can be advocated that will overcome the inertia
nhibiting major change in governmental policy or
practice. Deinstitutionalization was the political so-
‘4tion proposed 1n response to professional requests in
the 1960s for major improvements in state-hospital
care and for the devclopment of public treatment
lacllites for the mentally 11l 1n the community.' In
support of this solution, a number of unproved and
often conflicting wishflul assumptions or fantasies
about deinstitutionalization have been presented to
the public as facts. This paper discusses five of these
lantasies and contrasts them with the clinical realities
of deinstitutionalization during the past decade.

FaNTAsIES AND FacTs

Mental Hospitals Are Harmful and Are Not Needed

Some advocates of deinstitutionalization espouse
the wishful assumption that severe mental illnesses do
not exist and that the so-called chronically mentally ill
primarily havc iatrogemic disabilities secondary to
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confinement in a mental hospital.?> The difficulty
with this fantasy is that it disregards the evidence that
genetic linkages, dillerential responses to pharmaco-
logic agents, or organic disorders can define discrete
types of disabling mental illness.* In addition, it ig-
nores the fact that although a regressive, custodial in-
patient milieu can further debilitate these patients,
the affective and cognitive symptoms associated with
psychotic illness are usually evident before hospitali-
zation and are often the cause for it.

Despite these contradictory facts, this assumption
has been used to justify plans to phase out state hos-
pitals. In support of such plans, two factors are cited:
the success in cutting the public-mental-hospital cen-
sus in the past 25 years by over 70 per cent (from
559,000 patients in 1955 to approximately 150,000
today)® and the clinical observation that many pa-
tients who were previously kept in mental hospitals
can be effectively treated as outpatients with psycho-
active medication, with or without brief stabilizing
hospitalization in general hospitals or CMHCs. How-
ever, such plans falsely assume that important societal
functions now undertaken by public mental institu-
tions — specifically, care and asylum for ihe most se-
verely ill and protection of the public from them —
can be shilted to community facilities.® Experience
over the past decade has shown that some patients
continue to need mental-hospital settings because of
the severity of their behavioral disorders. Such violent,
incompetent, or suicidal patients cannot survive in the
community and are unsuited for inpatient units in a
general hospital or CMHC because they require long-
term care in a secure facility for their own protection
and that of society.” In addition, less severely dis-
turbed patients who are admitted to general-hospital
or CMHC inpatient units and who require the tem-
porary security of a locked unit or an extended stay
beyond the usual 30-day limit for stabilization are
often discharged back to the community before im-
provemnent occurs. Without the availability of mental
hospitals as backup for public-sector patients, the
pressure on acute-care units to free up beds causes a
revolving-door syndrome of repeated hospitaliza-
tions, each of which is too briefl to bring the patient’s
illness under control.®

The political motive underlying the notion that
mental hospitals are necessarily harmful is revealed
by the lack of opposition to private hospitals that are
not dependent on public funding. Many private men-
tal hospitals have locked and long-term units. Neither
politicians nor the public view them as harmful or
custodial facilities because, unlike state hospitals, they
have adequate resources to provide active treatment.
The rush to close ““harmful” institutions also ignores
the growing evidence that many patients discharged
from state hospitals have been “‘transinstitutional-
ized” to nursing homes and penal institutions.” 1 It
has yct to be demonstrated that either of these set-
tings offers better treatment or custodial care for the
mentally ill than do state hospitals.



340

Qutpatiant Traatment |s What tha Chronicaily Mentaliy il
Really Need

Deinstitutionalization has also been promoted
under the assumption that state-hospital care for the
less fortunate can be replaced by outpatient psy-
chiatric care that is similar to the private therapy
available to patients of means. Unfortunately, differ-
ences in resources, scale, and mandate prevent this ex-
trapolation from rich to poor. CMHGCs, today’s pub-
licly subsidized alternative to private outpatient care,
suffer from inadequate funding and unstable staffing '
(especially of psychiatrists), too large a service re-
sponsibility (75,000 to 200,000 citizens per service
area), and a mandate that prohibits refusal to treat
anyone from their area." Although appropriate out-
patient treatment in CMHGCs has decreased the need
of many patients for institutional care,'? the marginal
funding given CMHC:s reinforces the reality that the
public will not support the same quality of services for
poor patients as the rich can purchase.

This fantasy also assumes that the numerous needs
for care that are met by a residential institution can be
satisfied solely by outpatient psychiatric treatment.
The state hospital took responsibility not only for
mental-health care but also for the patient’s housing,
food, finances, medical care, medications, work ac-
tivities, and social relations."” The deinstitutionalized
patient’s limited abilities to cope are often over-
whelmed when he or she is forced to seek these types
of care from multiple, uncoordinated community
agencies." Many CMHCs have devoted their limited
resources to helping the chronically ill obtain such
needed treatment and supportive services. Other
CMHGs have ignored this costly task and have pre-
ferred to use their resources to treat a much larger
group of less severely ill people. The wishful notion
that these patients will require such supportive serv-
ices only for a transitional period as they move from
the hospital to independent community life is not sup-
ported by the data, which show that the chronically
mentally ill need ongoing care to maintain a reason-
able level of function.'s:'* Without continuously avail-
able services, most of these patients’ conditions dete-
riorate, and they either require rehospitalization or
lead isolated, marginal lives in the community that
are similar to life in state hospitals’ “‘back wards.” '*"

The Pubiic Wants Dainatitutionalization

This fantasy hinges on the assumption that the pa-
tient and the patient’s family and neighbors prefer
that treatment take place in the community. In fact,
some patients in state hospitals resist leaving the in-
stitution that has taken care of them, albeit at a sub-
standard level, for many years. Life in the community
requires patients to struggle to get basic needs met,
and with the scarcity of low-cost housing, the number
of homeless patients carrying their worlds around in
shopping bags has noticeably increased. Emergency-
room clinicians witness daily the desperate attempts
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of the chronically ill to circurnvent the restrictive ad-
missions policies of public hospitals with repeated and
often increasingly destructive demonstrations of their
need to be admitted when they cannot cope in the
community.

Families have often had considerable difficulties
with the patient before hospitalization, and thus they
hesitate to reassume the psychological and financial
burdens of living with their disturbed relative. This
stressful task for the family appears to be hetter
tolerated when mental-health professionals provide
them with direct support'®; however, studies to deter-
mine the long-term elfects on the lives of family mem-
bers, specifically on the development of young chil-
dren living with a psychotic relative, have not bieen
reported.

Finally, communities often fear that increased vio-
lence and socially disruptive behavior will resuli from
the deinstitutionalization of the mentally ill. Although
some exceptional communities have organized im-
pressive efforts to reintegrate these patients, others
have used restrictive zoning and legal measures to at-
tempt to prevent large numbers of the chronically 1ll
from living in the area. Citizens may abstractly agree
that it is a good idea to return the patient to the com-
munity, but few want any to live on their own block.
As a result of such sentiment, most group-living facil-
ities for deinstitutionalized patients end up in a com-
munity’s least attractive neighborhoods to avoid
arousing citizens’ resistance.’

Delnstitutionaiization Wiil Cost Lesa

The pivotal political assumption that appears to
have motivated deinstitutionalization is that state tax
dollars would be saved by closing state hospitals and
by the resultant decreased cost of providing mental-
health services for the chronically ill patients in the
commiunity. The fact is that state mental-health budg-
ets have increased over the past decade with inflation
and with the continued need to fund both insti-
tutional and community care. Although antiquated
state hospitals are expensive to heat and maintain,
they have proved to be politically diflicult to close.
Government workers’ unions and rural towns whose
economies depend on their state hospitals have fought
the loss of jobs and the changes that are required to
close hospitals and to shift staff to community set-
tings.?®?' Since deinstitutionalization has been advo-
cated as a cost-saving measure, politicians have been
reluctant to allocate sullicient additional resources to
improve the institutions and to ensure that adequate
community-based programs are in place when pa-
tients arrive,

Even though studies to date have not demonstrated
direct savings from treating the chronically ill in the
community,'? state governments have continued to
push deinstitutionalization because it yields them
relative savings by shifting some of the fiscal burden
onto the federal and local governments. The states
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have “‘passed the buck’ to the federal government,
which provides Supplemental Security Income and
Vedicaid payrments to the severely ill when they are
not institutionalized, and to local governments, which
must bear the costs of providing additional com-
inunity services (e.g., those ol police, emergency med-
ical workers, and mental-health professionals) to han-
!le the necds of disorganized patients.>*-??

"8 Else” Is Uiti ly Resp
the Care of These Patients

Ible (to Blame) for

In the past, state and local governments were held
responsible for their hospitals’ dismal conditions,
which, despite geographic isolation, were intermit-
:ently brought to the public’s attention by the media,
causing great political embarrassment. Although the
unmet needs of the chronically ill living in the com-
wunity are more visible with deinstitutionalization,
their care has become diltused among so many agen-
cies that it is unclear whom to hold responsible.*

As it has become apparent that the political act of
deinstitutionalization alone will not solve the multiple
problems of these patients, the states have tried to as-
sign the responsibility (and blame) for community
care to the lederal government and the CMHC pro-
gram that it initiated in 1963. In this political shell
yime, the federal government reminds the states that
lederal CMHC funding was always designated as
‘seed money” to stimulate the development of com-
munity-based services and was never intended to re-
place the states’ historic responsibility for the mental-
ly il1.2* Private insurers claim that their subscribers
will not support the costs of extended- mental-health
coverage, and a national health insurance that might
support services lor the chronically ill remains a dis-
tant possibility.

New INITIATIVES

Two new political initiatives are aimed at clarify-
ing responsibilitv for the conduct and costs of care of
deinstitutionalized patients. Stemming from the find-

ings of the President’s Commission on Mental Health, -

the recently passed Mental lealth Systems Act (P.L.
96-398) will provide federal grants to help the chron-
«cally mentally ill function outside institutions. The
act authorizes appropriation of $48 million for the
1982 fiscal year to state mental-health authorities and
“:MHCs, which will take responsibility for coordinat-
ing services lor the chronically ill and upgrading the
skills of the stafl who work with them.

Considering the size of the problem, the authorized
.unding for this initiative seems minuscule: the Mas-
sachusetts Department of Mental Health alone
spends over four tunes that amount annually on the
chronically ill. In addition, it appears doubtful that
the conservative new administration and Congress
will support even that inadequate funding level. Like
past lederal inental-health intiatives, this act oflers
only tinie-limited sced money to the states, without
assuming long-term programmatic or liscal responsi-
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bility. The Mental Health Systems Act, therefore,
represents an incremental step that could bolster cur-
rent services and improve the quality of community-
based care systems; it is so limited in size and scope,
however, that it cannot solve the vast and expensive
problems of the chronically ill.

A second initiative, occurring at the state level, has
been the effort to “‘privatize” the care of the mentally
ill. In Massachusetts, for example, both inpatient and
outpatient care are being contracted to private non-
profit providers, who are not bound to the state
delivery system’s fiscal inflexibility, civil-service regu-
lations, and union demands. It is hypothesized that
private agencies can deliver better and more efficient
clinical care than the state can. In addition, these
agencies are eligible to recoup third-party reimburse-
ments — less readily available to public providers —
which can help support the costs of care. Although
this plan inventively aims to create a one-class care
system that can better support itself, the basic re-
sponsibility for financing this system will remain with
the state. Since many of the services required to sup-
port the chronically ill are not reimbursable by insur-
ers, the success or lailure of privatization will be de-
termined by the willingness of the state to underwrite
these final costs. It is questionable whether political
administrators and legislators are likely to be any
more reliable in funding the increasing costs of care
under contract to private providers than they werc in
lunding the state’s own delivery system directly.

PoLitics AND PATIENT CARE

The political process has condensed the complex is-
sues of caring for the chronically mentally ill into a
single problem, the state hospital, with a single solu-
tion, the policy of deinstitutionalization. This policy
has replaced the prior political solution, under which
institutional care of thé mentally ill in the state hospi-
tals was the predominant approach for over a century.
To clinicians, it is obvious that patients with chronic
mental disorders have substantive illnesses requiring
diverse treatment and supportive services in both the
hospital and the community. Predictably, deinstitu-
tionalization has helped patients for whom prolonged
hospitalization was inappropriate treatment and has
hurt patients whose needs for care cannot be met in
the community. Clearly, the choice of care should be
determined by the clinicians’ treatment decisions
about individual patients rather than by pclitical
policy that indiscriminately dictates any single alter-
native.

The decade of deinstitutionalization has provided
many positive byproducts. In their attempts to help
very sick patients, mental-health professionals have
learned much about the clinical care of the chronical-
ly mcnually ill in the community. Innovative model
programs, inost of which have been supported by spe-
cial funding from the National Institute of Mental
Health, have demonstrated that with discriminate
evaluation of the strengths and needs of the individ-
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ual patient, adequate resources, designated responsi-
bility for care, long-term provision of services, profes-
sional flexibility, and public support, many patients
can lead reasonable lives outside institutions. 121524

The limited ability to generalize and reproduce
these model programs nationwide is in large part due
to the public’s enduring unwillingness to pay for high-
quality care for the mentally ill. The custodial-level
funding that politicians allocated to state hospitals
over the years accurately reflected this limited public
support; deinstitutionalization has shown that with-
out sufficient resources, simply changing the locus of
bad care will not create good care. Since provision of
the many high-quality treatment alternatives that the
severely ill require is an expensive proposition, it is
even less likely to receive broad support in these times
of fiscal restraint. Without adequate treatment re-
sources, mental patients can be expected to become
more disturbingly visible and bothersome to our com-
munities. It is to be hoped that reinstitutionalization
will not be the next “new” political solution, for no
single “inexpensive'’ remedy will alleviate the suffer-
ing or adequately serve the complex needs of the
chronically mentally ill.

Massachusetts General Hospital

Boston, MA 02114 JonaTHAN F. BDRUS, M.D.
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DLATHS

SsurH — Charles David Smith, M.D., of Chestnut Hill, died on
Apni 5. He was in his B6th year.

Dr. Smith received his degree from Tufts College Medical Schonl
in 1923, He was a incmber of the American Mcdical Assuciintion
and a 50-year member of the Massachusetts Medical Souety

He is survived by two brothers and chree sisters.

Tair — Arthur Alfred Tait, M.D., of West Dennis, died on April
6. He was in his 81st year.

Dr. Tait received his degree from the University of lllinvis Col-
lege of Medicine in 1930. He was a member of the American Medi-
cal Association and the American College of Sorgeons.

CORRESPONDENCE

Letters to the Editor are considered for publication (subjeet
to editing und abridgmen1), provided that they are submitied
in duplicate, signed by ull authors, typewritten in double spuc-
ing, and do not excced 1% pages of text. They should not
duplicate similar material being submitted or puhlished else-
where. Letters referring to a recent Journal article should be
received within six weeks of the article’s publication. We ure
unuble to provide pre-publication proofs, and unpoblished
material will not be returned to authors unless a stamped, sell-
addressed envelope is enclosed.

ACUTE LEUKEMIA IN POLYCYTHEMIA VERA

To the Edvtor: Berk and his coauthors from the Polycythemia Vein
Study Group reported convincing evidence of a leukemogenic io-
tential of chlorambucil in polycythemia vera (Febroary 19 issue) !
Similar results were reporied previously regarding single-agrnt
chemotherapy with other alkylating drugs, such as husullanan hinyg
cancer? and dihydrexybusolfin in ovarian carci I the puty-
cythemia vera study, the cases of leokemia that developal
#P.qreated patients were dispersed between the third il the nuelh
year after the patients’ randomization to treatment groops, where-
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APPENDIX Q
General Assembly of Maryland

JOINT OVERSIGHT CDMMIiTTEE ON DEINSTITUTIDNALiZATIDN
AGENDA

September 8, 1981

Vliews of officials of the Counties and Baltimore City on Deinstitutionalization
for persons with mental 11lness, mental retardation, and other handicapping
disabllities, including:

group homes In the nelghborhood
scattered site housing units
network of local services needed
ideas on financing

role instltutions may serve

1. Howard County

Rochell Brown, Community Development Coordinator for Howard County

2. Prince George's County

Ella E. Ennls, Legislatlve Llaison for the County Executive

3. Carrol) County

Louis B. Scharon, President, Board of County Commissioners

L. Montgomery Codntx

Hafvey R. McConnell, Director, Department of Family Resources

Edward R. Bloom, Speclal Assistant to the Director,
Department of Family Resources

Rosalynd Garfinkel, Coordlnator, Health Group Homes
Peter 2iebell, Montgomery County Health Department

5. Dther local government responses by mall.

Allegany County - County Commissioners, John J. Coyle, President

Allegany County Department of Social Services - Bertram G. Lazarus,
LCSW, Secretary to Mental Health Advisory Committee

Carroll County Health Department - Howard M. Held, M.S.W., Director
Bureau of Mental Health

Dorchester County - Thomas A. Flowers, County Commissioner

Garrett County - Charlotte S. Griffith, Acting Director, Appalachian
Center
- Daniel J. Elmlinger, Acting Director, Garrett Crossroads

Montomgery County Council - Ruth Spector, President
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AGENDA

September 9, 1981

Views of officials of the Counties and Baltimore City on Deinstitutionalization
for persons with mental illness, mental retardation, and other handicapping
disabilities, including:

-- group homes in the nelghborhood
-- scattered site houslng units

-- network of local services needed
-- ideas on financing

-- roie institutions may serve

Harford County

Virginia 0'Rourke, Director of Community Services

Frederick County
John W. Gray, Administrative Dfficer,
Heaith Services Division, Frederick County

Daniel Roff, Director, Frederick County Health Department

Baitimore County
Vincent J. Klimas, Baltimore County Coordinator of the Coalition
for Handlcapped Persons

Washingtor County

Robert E. DeHaven, Executive Director, Washington County
Association for Retarded Citizens

Baltimore City

Marc B. Lipton, Ph,D., M.P.A., Assistant Commissioner of Health,
Mental Health, Mental Retardation and Addictions

iris Gordon, Chief, Mental Retardation and Disability Services

Charles County

Mrs. Lynn Rees Finn, Charles County Mental Health Coordinator

St. Mary's County - Mail Response

Departemnt of Health and Mental Hygiene
William J. Marek, M.D., M.P.H., Health Dfficer
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