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Hon. Elizabeth Connelly, chairman
Assembly Committee on Mental Health
Albany, New York

Dear Assemblywoman Connelly:

The attached report entitled "From the Back Wards to the Back Alleys"
is a summary of the findings and recommendations of the Mental Health Sub-
committee on Aftercare.

As you know, we conducted last fall a series of seven hearings arcund
the state focusing mainly on the "dumping problem® which has impacted cer-
tain communities economically and socially and which has abandoned many
mentally disabled persons still in need of care. Specifically, we addressed
the questions of (1) the discharge pclicies and procedures of the state's
Department of Mental Hygiene and (2) the extent to which aftercare support-
ive services were available for discharged patients in the communities of
the state where many have been placed.

Certain communities were immediately evident as impacted or oversaturated
areas: Long Beach, Bay Shore and Sayville on Long Island, the west side of
Manhattan and Staten Island in New York City and Utica, Gowanda, and parts of
Erie and Dutchess Counties upstate. In some other communities the problem
was beginning to emerge and in still others, namely Monroce County, the de-
partment's policies were substantially successful in aveiding oversaturation.

The members of the Subccmmittee feel the problems are not insurmount-
able. They can be addressed and brought under control now that attention
has been focused on them. We believe the new Commissioner is anxious to
cooperate in undoing the mistakes of the past, and the new state budget al-
locates some funds to help him do so, but it will take more than we have thus
far appropriated. We look to the supplemental budget and to the budgets of
subsequent years for increased funding in this important area of state re-
sponsibility.

The Subcommittee has also presented a legislative package that emerged
from suggestions by witnesses and is incorporated in the recommendations of
this report. We commend them to your attention and that of the committee,
as well as to the attention of the Assembly leadership.

Thank you for your continuing support and encouragement in these
efforts. Your steady presence has been an inspiration for all of us.

Member of Assembly F



"The discharge of mental patients from psychiatric hospitals
without insuring the delivery of aftercare services makes
deinstitutionalization a procedure for patient abandonment,
rather than a progressive program of patient care."”

- Special Prosecutor Charles J. Hynes,
Deputy Attorney-General of the State of N. Y.
March 31, 1977
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I. DEINSTITUTIONALIZATION - CONCEPT AND REALITY

Until the 1960's, public institutions were the only providers of care
for mentally disabled persons who could not afford private care. In 1963,
the Federal Government began to pay attention to the need for improved care
and treatment of the mentally retarded and mentally ill. Community services
were begun to provide alternatives to institutional care and to enable
mentally ill and mentally retarded persons to remain in or return to their
communities and to be as independent as possible.

A report to the Congress by thé Comptroller General of the United States,

January 1977, stated the goals of deinstitutionalization:

"This approach has been termed 'deinstitutionalization' --
the process of (1) preventing unnecessary admission to and
retenticon in institutions, (2) finding and developing appro-
priate alternatives in the community for housing, treatment,
training, education, and rehabilitation of the mentally dis-
abled who do not need to be in institutions, and (3) improving
conditions, care, and treatment for those who need institutional
care. This approach is based on the principle that mentally
disabled persons are entitled to live in the least restrictive
environment necessary and lead as normal and independent a
life as possible...."

There has been a steady decline in the resident population of public
mental hospitals nationwide since reaching a peak of 559,000 in 1955. 1In
1963, the figure was down to 504,600. By June 30, 1974, the resident popu-
lation of such facilities had been reduced by 57% to 215,500.2 )

Historically, in New York State, there has been very heavy use of
mental institutions. In 1955, more than 600 of every 100,000 persons in
the state were patients at mental institutions at one time. By 1975, that

figure had dropped to 200 per 100,000.

Summary of a Report on Returningbthe Mentally Disabled to the Community:
Government Needs to Do More, Comptroller General of the Unlted States,
January 1, 1977, p. 1

R
e
——
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" Large numbers continue to be admitted to hospitals in New York State
for treatment of mental illness at the rate of 66,000 per year to general
hospitals and 32,000 per year to state hospitals, but they are usually dis-
charged after a few weeks as soon as they are well enocugh for out-patient

treatment ",‘ 3 S

Many can return to daily routines and normal living; others are chroni-
cally mentally disabled and require extensive psychiatric treatment. Life
within institutions discourages the initiative one must have for more in-
dependent living. But without the support systems and skill training needed
to make the adjustment to normal living available in the community, deinstitu-

tionalization is nothing more than a "dumping problem", which manifests itself in

(1) abandonment and neglect of the ex-patient and (2) economic and social dis-

location for the communities who must deal with them.

a. Problem Factors in the Deinstitutionalization Program Nationwide

Many problems have emerged in various states engaged in the deinstitu-
tionalization process. “The Comptroller General of the United States summarized

these problems as follows:

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

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

3. Difficulties in financing deinstitutionalization and lack
of, or lack of access to, appropriate facilities and ser-
vices in communities.

4. Inadequate handling of individual transitions to the com-
munity, including the need for better release planning
and follow=up.

5. Lack of a planned, coordinated, and systematic approach to
deinstitutionalization by Federal agencies. 4

BEach of these is evident in the deinstitutionalization program that has

been taking place in New York State since 1968,

3 N.Y.S. Department of Mental Hygiene, Phase Cne, Five Year Mental Health
Plan January 1978, P. 2
4 Comptrollers Report, p. 6
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Although deinstitutionalization has been a national gcal since 1963, no

comprehensive and clearly defined national plan has been devised to achieve

the goal. State officials only recently completed the first phase of a plan
for New York State, but it evinces more rhetoric than reality.
HEW is the principal Federal agency concerned with care for the mentally

disabled. Community mental health centers and developmental disabilities are

two HEW programs designed to directly address deinstitutionalization. Wwhile
such programs have had a positive impact, they have not achieved their expected
potential, nor are they sufficient in themselves to achieve deinstitutionali-
zation. Other potentially useful Federal programs have not been developed

to define specific objectives aimed at achieving the national goal of dein-
stitutionalization. "Officials administering programs in HUD, Labor, Action
and HEW that have had an impact on deinstitutionalization generally were

not aware of the national goal; did not think their responsibilities related

to deinstitutionalizaticon, or had devoted minimal effort to assist carrying

out the goal.” 5

"A basic problem at the Federal, State, and local levels is that
those agencies primarily responsible for the mentally disabled
do not have the funds needed to develop adequate, comprehensive,
community-based care systems for the mentally disabled. In ad-
dition, they do not have all the responsibility for regulating
or monitoring the standards of care in communities. Therefore,
they have approached deinstitutionalization by relying on the
many social, welfare, and other programs that affect such target
groups as the poor, the aged, children, or the disabled, to ac-
complish deinstitutionalization individually without any central
guidance or management."6

b. Levels of Care In New York State

In 1975, the State's Department of Mental Hygiene began to study the men-
tally disabled in the State institutions. The purpose for this study was to
plan more rationally for rehabilitationrprograms that would fit the needs of the
State's mentally ill.

SVCcmptroller's Report, 1977, p. 7
6 ~Ibid.




"Starting that year, surveys of nearly all of the 29,000 2t
patients in the state psychiatric centers were conducted.
This 146 item survey covered such areas as vision, speech,
hearing, lanquage, alcoholism, paralysis, fractures, and

diseases, cancer, diabetes, tuberculosis, all medications,
and the way they are administered, medical and nursing
treatments, physiotherapy, disorientation and confusion,
depression, withdrawal, agitation, hallucinations, mental
retardation, various degrees of assaultiveness and suicidal
behavior, ability to walk, bathe, dress and use the toilet,
fifteen kinds of disturbing or harmful behavior from sexual
abuse to fire setting, the ability to care for belongings,
and fifteen kinds of treatment and rehabilitation programs
by numbers of hours a week. The data have been used in
many ways by enterprising directors to improve the manage-
ment of their facilities."’

The survey found that more than 17 percent of the people in state
hospitals are capable of independent or sheltered living in the community.
More than 10% are capable of living in a nursing home or health related
facility just as an "ordinary" person admitted from home or a general
hospital.

The survey provides evidence of clear incompetence in the placement of
the mentally disabled in the State's communities. A sample consisting of
2,000 residents in proprietary homes for adults (PPHA's) were surveyed.

More than 18% could live more independently, but more than 13% needed more
intensive health care, and almost 10% needed more intensive psychiatric care.
Thus patients were placed inappropriately, resulting in a waste of resources
on per;ons not in need of them and a corecllary lack of adequate services for
many needy disabled individuals.

A similar sample survey of patients placed within Family Care

Homes revealed that 56 percent were found more appropriate for

less structured and more independent environments, while 20

percent of the patients within this sample required higher, more
structured and supervised levels of care. 8

7 pMH Five Year Plan, First Phase, 1372, P. 3
<
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It should be noted that the survey ignores completely those.patients
discharged into unlicensed and unsupervised boarding houses, hotels or SRO's.
In 1976, according to Department of Mental Hygiene statistics, 2202 patients
were discharged to such facilities. The numbers were even greater in earlier
years. This is the most irresponsible aspect of the state's deinstitutionali-
zation policy, since many of these persons remain in need of a higher level
of care. Also the state appears unwilling to deal with this aspect of the
problem, as is evidenced by the survey's inattention to it and by continuing
high recidivism rates.

Numerous reports reached us to the effect that since 1968, state hospital
directors have been receiving regularly orders to discharge specified numbers
of patients per month in order to maintain their "quotas" in the deinstitutiona-
lization process. It was further intimated that the Commissioner and other
nhigh level DMH officials were evaluating the effectiveness of state hospital
directors in terms of their ability to fulfill their discharge "quotas". Those
who discharged more than their assigned quota of patients in a given period
were judged most cooperative and effective, regardless of whether the discharged
patients were ready to go and regardless of where they went. Needless to say,
if such was in fact the practice in the Department, it must be prohibited and
repudiated as irresponsible. The Commissioner should direct that steps be
taken to correct the damage already done by quota discharges. We suggest at-
tempts to locate those mentally disabled persons who were precipitously dis-
charged to meet past quotas and offer them the opportunity to return to the
hospital for further treatment, with the understanding that they will later

be returned to the community at a more appropriate time and place.
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The Subcommittee heard testimony from witnesses which supported the
concept of providing an alternative to institutional care for many of the
mentally ill patients in the state. Laymen can perceive that a normalizing
community setting will provide the patient with a means to a happier, more
productive life and that in some cases, substantial rehabilitation can result.
Professional psychiatrists, psychologists, nurses and social workers who
testified attested to the superiority in general, of this type of less restrictive
living situation over an institutional setting. Many patients are in need
of residential and supportive care, but could improve in self-esteem and
capacity for independent living were they not confined to an institution.
That, of course, would depend on the degree of aftercare support services
available in the community.

Interesting testimony from a witness expouﬁds on the relative merits of
institution versus community. Presently with the lack of quality and quantity
of programs available to the released patient, the patient may be worse off
than if he remained in an institutional setting. Patients in these situations
also face scmetimes bitter hostility and opposition from citizens in the com-
munities in which they are living. Many witnesses and this Subcommittee put
the blame for this very sad and unfortunate situation on thé state because
it has not developed community residences and a responsible aftercare program

before discharging.

It must be realized that deinstitutionalization does not mean the end
of the need for state psychiatric centers. These institutional facilities
are needed and necessary to provide acute short-term care for the "frail"
and chronic whose survival in the community is not feasible. It should be
understood that substantial state resources wil; need to be continually
allccated to stats institutions to meet the needs of patients who require

e

this. type of care.
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Dumping can be defined as the discharge of many psychiatric patients
into a concentrated geographic area without provision for a gradual transi-
tion to community living and without follow-up aftercare support services
in the community. The practice of dumping has been occurring apparently
unintentionally in New York since 1968.

The dumping of large numbers of mentally ill persons in certain commu-
nities around the state has created mental health ghettos, angered neighbor-
hood residents,and left neglected patients roaming the back alleys. The
Subccmmittee heard testimony from witnesses representing communities on Long
Island, in New York City and areas upstate where the dumping problem is par-
ticularly severe. On Long Island, communities such as Central Islip, Sayville,
Bayshore, Long Beach and Patchogue have large numbers of patients living in
unlicensed boarding houses and hotels where no supervision has been afforded
to the patients. Many of the patients have been inappropriately placed in
such facilities - they need a higher level of care than is provided in such
settings. Placement errors like this are a violation of the patient's right

to be cared for in the least restrictive environmment consistent with his needs.

This situation has resulted in patients roaming the streets with nothing to
do, frightening children and the elderly in communities where th;y reside.
Damaging and angry reactions have spread throughout the communities involved.
The inevitable result has been the unwillingness of such communities to deal
responsibly with patient aftercare needs. The story is similar in parts of
Erie and Oneida Counties, in parts of Brooklyn, in East Fishkill, and on the
west side of Manhattan.

On Long Island, in 1975, the discharged patients came from several huge
state psychiatric institutions on the Island: Central Islip Psychiatric Center,
Pilgrim Psychiztric Canter, Hoch-Northeast Nassau Psychiatric Center, and Kings
Park Psychiatric Center. According to testimony, a total of 110 patients per

month are released from these institutions. Most of these people end up in

the Long Island communities mentioned above. It is in these communities that
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a good percentage of the adult homes, SRO's and similar residential facilities
are located. According to testimony received by this Subcommittee, as a re-
sult of present state policy and emphasis, these communities are the only

places these people can go.

- -

In Erie County, Assemblyman Bill Hoyt undertock a lengthy study of
the placement of former mental patients. He asked "Why are neighborhoods

suddenly suspicious of new and even old community residences?" His conclusion

was that there was a clear lack of coordination among various state agencies

in placing clients, with the inevitable oversaturation of certain areas:

"In Planning District #5 (Elmwood-Delaware area) in Buffalo the
major reason is that oversaturation by former institutional mental
patients has caused a community backlash against all types of half-
way hcuses, even though they have been operating for years without
community. problems. A threshold of tolerances has been exceeded
and no facility can be opened in that area without provoking com-
munity hostility.

A vivid example of this phenomenon occurred in the Buffalo Park-
side neighborhoed during the spring of 1975. The Parkside Com-
munity is an active, well-educated and enlightened neighborhood

of 25 blocks and approximately 5,000 persons living in one and
two-family homes, bounded by Parkside Avenue, Main Street, Humboldt
Parkway and Amherst Street., Within this area were already located
four community residences; two Transitional Services, Inc. apart-
ments with four residents in each, a Protestant Home for Children
housing six residents, and a Buffalo Psychiatric Center family
care home for four residents. These facilities were all clustered
in a seven block area at the southern end of the neighborhood.

Late in April 1975, Transitional Services, Inc., a contract agency
of the Erie County Department of Mental Health, decided to open

a new facility for 12 mentally disabled persons in a building tweo
blocks from the two existing Transitional Services apartments...

Some six months later, on February 6, 1976, the Parkside area learned
that the New York State Division for Youth had opened a group home
for six youngsters at 2238 Main St®eet, only four dcors from the
newest Transitional Services facility. Commnnity reaction was

swift and highly negative.

The Parkside Community has shown a great deal of tolerance and com-
passion for its community residences. Only when treated by the
Division for Youth witiout previous ceonsideration or respect, did
the Parkside people react with anger and indignation toward these
- facilities."?9

9 william Hoyt, Assemblyman, 144 A.D. Special Report on Location of Community
Halfway Houses and Community Residences in Buffalo and Erie County, August 1976
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It is interesting to note that the National Institute of Mental Health,

in a working paper docne last year, gives this advice to those who are planning
for the placement of discharged patients:

"As clients move to less restrictive settings, there should be

a planned and sustained effort to help the community accept,
integrate and relate appropriately to chronically mentally dis-
abled persons. Approaches to this include, but are not limited
to the following: Systematic planning for dispersal of clients,

to avoid oversaturating certain neighborhoods or communities..."10

One witness placed the blame for this dumping problem on the failure of
the state hospitals to work with the communities in devising plans to encourage
the patient to move to alternative facilities. Too often new facilities are
opened w@thout community involvement. ,Little‘effort is made to communicate,
to inform or to educate the public as to what is happening. 1In fact, there
is often a deliberate attempt to conceal the facts from a public anxious for
information.

The concept of "Catchment areas" is not utilized appropriately. A
catchment area exists on paper only, according to one witness. "No effective
communication flows between hospital and the public, the media or the pro-
fessionals within its catchment areas."” Another aspect of "catchment area"
problems is discussed later.

In New York City, particularly on the Upper West Side, the problems are
similar. Among the witnesses who testified was Congressman Ted Weiss, whose
district encompasses that part of Manhatten. According to Congressman Weiss,
"an entire industry of Single Room Occupancy hotels, or SRO's has grown up
in direct proportion to the number of patients who are shunted into our com-
munity. We know about~the unscrupulous landlords, the incidences of criminal
activities and violence, the 'rip-offs' of SRO residents and the welfare sys-
tem which often pays for shoddy and shameful living quarters". Legislation
has been prepared by Assemblyman Jerrold Nadler to deal with this, and the
Subcommittee reccrmends i:ts passage.AﬂiA_Tgﬁ?Q);'

o e M

Judith E. Turner, National Institute of Mental Health, Comprehensive Support
Systems for Adults with Chronically Disabled Mental Health Problems:
Definitions, Components and Guiding Principles. A working paper based on

an NIMH Conference, January 10, 1977.



-10-

Outside the city, similar problems emerge in other settings, such as
adult homes. If we compute the minimal income of just the adult home industry
by multiplying the number of beds (24,231) in New York State times $350 (the
minimum amount of $386.70 per month charged to ex-patient dischargees main-
tained through S.S.I., less personal allowarnces and some vacancy rate),
their monthly gross income is over $8.4 million. Add to this the millions
obtained by hotels, boarding houses, S.R.0.'s, H.R.F.'s and nursing homes
which house released mental patients, and it becomes quite clear who bene-
fits most from deinstitutionalization.

The "Level of Care Survey", recently completed by DMH officials, demon-
strates that nearly half the patients placed in adult homes and in family
care settings have been inappropriately placed. They require either more
or less supervision, medical care, or other necessities than the setting
they now live in is capable of providing. The survey did not even attempt
to analyze the placement of patients in unlicensed boarding houses, hotels
or S.R.0.'s, possibly because the results of such a study would show the
statistics considerably more to a negative side. The idea of doing such a
survey was a courageous and difficult task, however incomplete. It is a
necessary beginning and forces a recognition of the degree of the problem.
Now the Department must seek to locate those discharged patients who are
not "making it" in the facilities where they presently reside, and it must
urge their return to the state hospital for further care, with the under-
standing that they will be returned to the community in more appropriate
accommodations when that is feasible. Certainly any discharged patient
who has been returned to the hospital as many as three times in a two-year
period ought to be considered a candidate for lengthier hospitalization.

It is neither just nor humane to permit such mentally disabled persons to

continue alone in the community when they have proved by +their recidivism

an inability to cope.
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Testimony from several witnesses in the Long Beach area has called
attention to another serious problem created for communities as a result
pfcﬁhg dumping problem. In Long Beach, out of a total population of 33,Q0Q
:esiients, 7,000 are elderly senior citizens. Many of these people have
lived in Long Beach for much of their lives. Long Beach is an impacted com-
munity, oversaturated with more discharged mental patients in a concentrated
geographic area than can be absorbed by the community. The anger of its
citizens is justifiable. It is a natural outgrowth of poor discharge plan-
ning procedures and poor coordination among referral agencies. We define
an "imp#éted community® as one wherein the expected occurrence of mental illness
is greater than the statewide average of expected occurrences of mental illness.
According to testimony, the "dumping" has had a particularly adverse
effect on the elderly. Direct from testimony: "The aged are, perhaps, the
most vulnerable. They normally have diminished physical and psychological
resources for coping with threats encountered in their environment. Violence,
. cbscene lanquage, mindless hatred spgwed out of the mouths of strangers in
the street. Things that shock them, frighten them, upset them."
"An elderly man was injured by a patient wielding a baseball bat as
he walked home from a friend's house one evening. A frail 85 year old was
pushed and knccked down in an elevator by a screaming man who accused everyone
in the vicinity of trying to kill him." Senior citizens report the presence
of urine and feces in the elevators and hallways of the adult homes they
live in.
In Long Beach, as in other impacted communities, dumping has also caused a
housing problem for many senior citizens. Many seniors on a fixed income
need adult home-~type residences, because these are the only type of living
accemmsdaticns they can afford. However, as beds in these hcmes are increas-
ingly occupied by raleased patients, available accommodations are hard to

come by for senior citizens.
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Assemblyman Arthur J. Kremer, testifying for his district, told

the Subcommittee:

"...it is clear that patients are not now nor were they
ever prepared to go into a new environment. Patient pre-
paration is poor or non-existent. What is wrong about
educating a patient not to commit anti-social acts in

their new home? A patient doesn't know how to get a bus,
doesn't know it is wrong to use somecne's front lawn for

a bathroom, doesn't know it is wrong to walk in the streets
in a flimsy nightgown or pajamas, but DMH has failed to
give any attention to any of these details."”
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Moratorium: A community means a group of people who care for each otker.
Every community has a responsibility to care for its disabled individuals,
but no community has a responsibility to care for the entire state's mentally
disabled persons. Communities which are already oversaturated with discharged
mental patients and lack aftercare services are not likely to allow improved
services, even if state and/or county governments wished to provide them,
The reasoning that naturally prevails in such communities is a sense that
any improvement in services for pa;ients already there will only lead to
further "dumping" of patients into the area. This reasoning is not without
foundation. It is exacerbated by the public realization that the dischargees
coming into their neighborhoods are not neighbors who have need of their
help, but strangers from other communities who come in increasing numbers,.
have contributed nothing to the community, and create a heavy financial and
social burden for it.

The mistakes of the past can be corrected in such instances by guaran-
teeing the impacted communities that further discharges into these areas
will not occur. Only with such a guarantee will the impacted communities
allow mental health professionals to begin to develop programs and services
for those discharged patients already there. Numerous witnesses, including
Congressman Ted Weiss (D-Manhattan), Assemblyman Arthur J. Kremer (D-Long
Beach), Supervisor Peter F. Cohalan (R~Islip), Supervisor Komanoff (D-Long
Beach), Senator Manfred Ohrenstein (D-Manhattan) CSEA President Irving
Flaumenbaum, Joseph éerruto, Fred Allison and James Moore, called on the
Governor and/or the Legislature to impose a moratorium on all further refer-
rals into such impacted communities. The standard to be used for defining
an "impacted community" would be the expected mental illness occurrences

per unit of population. Such la2gislation has been filed by this subcommittee

(A-9614) and is recommended for enactment into law.
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The First Phase of the Five-Year Plan of the State Department of Mental
Hygiene does not specify what steps are being taken to prevent additional
dumpiné,nor what appropriate follow-up aftercare services will be provided.
The plan ignores guidelines of the National Institute of Mental Healthll
for the dispersal, not the concentration, of discharged mental patients in a
manner that will not impose impossible burdens on selected communities_while
leaving vast areas of the state without responsibility for the mentally dis-~
abled. The Subcommittee heard much testiﬁony expressing displeasure
and fear that the Department is presently preparing to discharge another
10,000 patients because 1/3 of the current state hospital population is
inappropriately placed. Investigations of that rumor by the Subcommittee
staff indicate that it emerged during a New York City campaign for City
Council and was widely publicized. A DMH spokesman explains that "this
estimates the number of patients that could be discharged,assuming the exist-
ence of adequate community suppert services. In the absence of such servi-
ces, adequate care does not exist for this volume and probably will not exist

by the end of the five~-year period." The situation nevertheless bears watching.

Unlicensed Residenceg: A substantial number of discharged patients are
living in unlicensed residences - old hotels, boarding houses, "S.R.0.'s"
and other such facilities, most of which are substandard. Such residences
usually offer no supervision, no therapy or counselling programs, no trans-
portation, no assistance to their mentally disabled lodgers. Only room and
board are required in return for the $404.70 per month paid by S. S. I.

for each person, ~ ($18.00 additional is provided monthly for the patient's
personal needs).EAside from the ordinary health and fire safety inspections
required by local authorities, such facilities are not inspected for size or
comfort of accommodations, nor for availability of bathroom facilities, nor

for existence of a cleam, bright normal envircnment which can enhance the

u Judith E. Turner, National Institute of Mental Health, Ccmpréhensive
Support Systems for Adults with Chronic Mental Health Problems:
Definitions, Components and Guiding Principles. January 10, 1977.
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quality of life for the mentally disabled. To assure that patients have
a voice and a choice in their own placement, we have filed A-990] , which
provides for a pre-placement visit and the right of a patient to reject his
proposed new abode.

In November of 1977, Governor Caiey pledged to ban further placements
of discharged patients in such facilities.}?This subcommittee supports such
a ban and has submitted legislation to uphold the Governor's pledge. It is
important that this commitment to the mentally disabled and to the communities
be kept, and it is equally important that state-licensed community residences
be developed throughout the state in a planned and open manner that involves
local govermments, consumers and the community-at-large. The subcommittee
‘anticipates legislation on the latter from Assemblyman Finneran, who has been
negotiating same with the Governor's office and Department officials subse~
Quent to the veto of his 1977 bill, A-7437B. The 1978-79 Executive Budget
proposes an increase of $1.6 million for 1,100 new beds in community residences
to be available by the end of the year. That hardly meets the need, but it
is a promising step forward, and in view of community resistance, a gradualist

pace may be the only feasible approach for the present.

Communities around the state are expressing their anger and Eiséppfovil;at

the discharge policies of the State. Civic associations are organizing to

put an end to this type of abandonment of mental patients in their néigh?
borhoods. It appears from testimony that the impacted communities are
skeptical about accepting either state promises with regard to plans to—éon—jf
trol the dumping problem or the state plans to establish responsible com-~ N
munity aftercare programs. In this regard, it appears that efforts to
establish a viable aftercars sv:stem may have been irreparably damaged.

Several witnesses expressed negative sentiments about the policy to date

and also about the State's ability to improve its performance.
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However, it is evident to this Subcommittee that the dumping problem
has shed light on and drawn attention to the poorly-planned deinstitution-
alization process. Testimony has made it amply clear that there is much
public opposition to acceptipg more ill-prepared patients in their neg-
lected communities. Witnesses also expressed increased awareness of the
problems faced by the mentally disabled, of the lack of programs presently
available, and of the advantages of well-run, functioning aftercare programs.

The Subcommittee believes that this opposition and increased awareness
created by the "dumping" controversy has moved State and county agencies
involved to work more effectively and rapidly to coordinate discharge plan-
ning and to develop real aftercare programs. Both tasks, however, will re-
quire substantial funding increases, an aspect we address in Chapter V.

The testimony delivers a clear message that public opposition to "dumping”

is strong and demanding of gquick, positive action.
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II. SUMMARY OF RECOMMENDATIONS - THE DUMPING PROBLEM:

THE SUBCOMMITTEE RECOMMENDS A MORATORIUM ON FURTHER DISCHARGES OF MENTAL
PATIENTS INTO IMPACTED OR "OVERSATURATED COMMUNITIES. (A-9614)

THE SUBCOMMITTEE RECOMMENDS A BAN ON FURTHER USE BY DMH OFFICIALS OF
"DISCHARGE QUOTAS", EITHER RECOMMENDED OR MANDATED UPON STATE HOSPITAL
DIRECTORS AS A DEVICE FOR EXPEDITING DEINSTITUTIONALIZATION, AND A RE-
NEWED EMPHASIS UPON THE FOLLOWING AS CRITERIA FOR DISCHARGING A MENTAL
PATIENT FROM A STATE FACILITY: (1) "PATIENT READINESS" FOR DISCHARGE
AND (2) AVAILABILITY OF A RESIDENTIAL ALTERNATIVE THAT PROVIDES AN AP-
PROPRIATE LEVEL OF CARE CONSISTENT WITH THAT INDIVIDUAL PATIENT'S NEEDS.

THE SUBCOMMITTEE RECOMMENDS THAT DMH SEEK FORMERLY DISCHARGED PATIENTS
WHO HAVE NOT ADJUSTED TO COMMUNITY LIVING AND URGE THEIR RETURN TO THE
STATE FACILITY FOR FURTHER TREATMENT UNTIL DISCHARGE AT A MORE APPRC-

PRIATE TIME AND PLACE CAN BE ACCOMPLISHED.

THE SUBCOMMITTEE RECOMMENDS LEGAL RECOGNITION OF THE DISCHARGED PATIENT'S
RIGHT TO TREATMENT AND SERVICES CONSISTENT WITH HIS NEEDS OUT IN THE COM-
MUNITY AS WELL AS IN THE INSTITUTION. (A-9901)

THS SUBCOMMITTEE SUPPORTS THE GOVERNOR'S STATED PLEDGE TO BAN FURTHER
PLACEMENT OF DISCHARGED PATIENTS IN UNLICENSED RESIDENCES. (A-12139)

THE SUBCOMMITTEE SUPPORTS THE DEVELOPMENT OF STATE-LICENSED COMMUNITY
RESIDENCES WITH COMMUNITY INVOLVEMENT AND PARTICIPATION IN SITE SELECTION.
(A-10404)

THE SUBCOMMITTEE RECOMMENDS NEW LEGISLATION TO LICENSE AND REGULATE
S.R.0.'s (A-3679 - NADLER) AND HOTELS AND BOARDING HOUSES WHERE MANY DIS-
CHARGED PATIENTS PRESENTLY RESIDE. ‘

THE SUBCOMMITTEE RECOMMENDS THAT THE GOVERNOR URGE PRESIDENT CARTER TO
SEE THAT A NATIONAL PLAN FOR IMPLEMENTATION OF THE DEINSTITUTIONALIZATION
POLICY BE DEVELOPED WITH INPUT FROM THE STATES, SO THAT FEDERAL AGENCIES
MAY COORDINATE THEIR EFFORTS IN EASING THE PROBLEMS THAT HAVE ARISEN IN
THE ABSENCE OF A NATIONAIL PLAN.

THE SUBCOMMITTEE RECOMMENDS THAT FURTHER INVOLUNTARY DISCHARGE OF MENTAL
PATIENTS BE HALTED UNTIL SUCH A NATIONAL PLAN HAS BEEN PREPARED AND A
NETWORK OF COMMUNITY RESIDENTIAL ALTERNATIVES HAS BEEN DEVELOPED.

THE SUBCOMMITTEE RECOMMENDS THAT THE GOVERNOR MANDATE INTER-AGENCY CO-
ORDINATION IN THE PLACEMENT OF DISCHARGED CLIENTS IN COMMUNITIES AS A
MEANS OF PREVENTING FURTHER ACCIDENTAL OVERSATURATION OF PARTICULAR
COMMUNITIES
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III. LACK OF ADEQUATE AND SUFFICIENT AFTERCARE PROGRAMS

The Subcommittee heard testimony from many witnesses who reiterated
what already was widely known but somehow ignored or unheard. Patients are
released from state institutions and, for the most part, no concrete pro-
grams are waiting for them in the communities where they now reside. The
result is that many of these patients, now residents of adult homes, PPHA's
(private proprietary homes for adults), unlicensed old hotels or boarding
houses, SRO's, and the like, find minimum care and supervision are given
to them. Some have reached a level of self-sufficiency that they can manage
under these circumstances, but many are less fortunate. As one witness
characterized the situation, the present process is really nothing more than
a reinstitutionalization process. The patient is left to fend for himself,
in many cases, in an unfamiliar environment, where people are often hostile.
Many of the housing facilities mentioned above are decrepit and substandard,
even by the most liberal standards. Patients receive taken spending meney
(about $18 per month) for incidentals, entertainment and clothing, in ad-
dition to 5464.70 for resident living alone in a hotel or boarding house,or
$386.70 for those living in an adult home where minimal supervision and pro-
grams are required.

Witnesses told of patients vegetating in old hotels with no one but other
patients around them. In such a situation it is difficult for a patient to
think of this as being anything but another "warehouse™, where little more
than custodial care is provided. In many cases, the patient had expressed
a preference for the hospital which he had been forced to leave. At the
new "rest home" many patients qo£ né rest. and felt unwanted and unproductive,
lacking either therapy or rehabilitation. Medication seemed tke only amelio-
ration and even that was irregular.

Treatment at some of thesz hctais borders on the illegal, according to

several witnesses. Too often patients are improperly medicated. For example,
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to make supervision and control easier,‘patients are given a very strong
amount of medicine in the morning and in the evening. The result is that
the patient spends his time dozing in a chair in the hotel lobby. C(Clearly,
this is neither rehabilitative nor therapeutic. It also is a long way from
a responsible aftercare program. The worst of the back wards of the old
institutions provided better care than this.

Several witnesses documented the need for adequate transportation

facilities which are practically non-existent in many areas of the state.
There is also an inadquate number of supervised settings where more than
just custodial care is rendered, as in adult homes. There is great need
for group homes, apartments, family care homes and nursing homes. One
witness placed the blame for the inordinate "dumping” of released patients
into adult homes on state policy, arguing that financial con-

siderations have forced the state to rely on adult homes as the "new”
institutions for mentally ill patients. It was generally agreed that many
patients, once released from a state facility, need supervised care. Facil-
ities like HRF's (health related facilities) and SNF's (skilled nursing
home facilities) are the kind of environment many elderly patients need
but few receive once released from state facilities.

Most patients, however, do not qualify for SNF or HRF placement under
present state policy. Instead most patients are placed in adult homes or
in even less appropriate settings. And according to several witnesses,
that is the end of effective aftercare from the state. The patient receives
a subsistence allowance in most cases from social serxrvices (50% federal,
25% state, 25% county), but this all too often is the complete extent of
his "aftercare".

Many of the witnesses testifying tc this ccmmittee felt the state
was attempting to use the discharge policy as a means of releasing the

stéte from the responsibility of caring for a large percentage of the
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mentally ill and mentally disabled citizens in New York State. According

to several witnesses, placing people in adult homes is simply cheaper.

It is quite clear from the testimony given that many, if not most, of
the released patients living in the communities around the state are receiving
less care than they were in the institutions they came from. At least in the
state hospitals, trained staff and professionals were able to render some care
beyond the mere custodial to the patient. Psychiatric and occasional medical

services are also usually available to patients in state hospitals. This
care is virtually non-existent for many discharged persons. Even those lucky
enough to be on medicaid find that nine out of ten physicians refuse them basic
health care.

It should be noted that there are some excellent voluntary aftercare pro-
grams presently in existence in various parts of the state. The problem, how-
ever, is one of gquantity. There simply are not sufficient, adequate programs
for the vast numbers of mentally disabled persons residing in the state, and
the Subcommittee doubts that voluntaries can even handle all the aftercare needs
of all the state's discharged mental patients. Many of those presently existing

are operating "in the red".

Aftercare Services:

An integrated and ccordinated system of supportive services is needed
in the cocmmunities for the successful operation of the community mental
health system.

Chapter 804 of the Laws of 1975 requires that as part of the dis-
charge process, a written service : plan be developed specifically for
each individual to be discharged. This plan is in the nature of a pre-
scription for the dischargee, whose successful reentry into community living
depends to a large extent upon (1) the wvalidity of the content of his
prescription and (2) the availability and accessibility, in the community
where he will live, of those supportive services which can £il11 his mental
health and social needs.

The Subcommittee heard testimony that questioned the validity of
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many of these individual service plans, including charges that they are
often not done at all, that they are done carelessly, that they are too
time-consuming and take workers' attention away from patient therapy, that
they are not communicated to community social service workers, and that
they are not done consistently or withrgreat care. A sample executed ser-
vice plan was offered by cne witness, a parent of an ex-patient. It can
be found in the appendix to this report. (Appendix I)

There is obvious need for facility directors to reiterate to employees
the vital importance of this document and to discipline, if necessary,
those who fail to fulfill their responsibilities to the patients they are
discharging. It is also not inappropriate to praise those whose efforts
in filling out Individual Service Plans were accompiished with diligence
and competence. Beyond the department's own administrative efforts at
modifying the behavior of its emplovees, however, the Subcommittee reminds
the Department that the new Quality of Care Commission to be established
as of April 1, 1978 is expected to enforce the Legislativé mandate for
sound service plans.

The unavailability of aftercare support services was also a recurring
theme of the hearing testimony and one which requires immediate attention
from the Legislature, the Governor, the Commissioner and the county govern-
ments. Substantial budgetary appropriations for out-patient and transi-
tional programs as well as local assistance for community mental health
services are vital to the success of deinstitutionalization. It was the
Legislature's intent that the Quality of Care Commission also deal with
the problem of abuse and neglect of ex-patients in the community. That
Commission can and should be a center of support and advocacy for those
recently released from psychiatric centers.

In some counties, volunteer groups have cooperated in develcping a
central registry of support services available in that community. Such

a registry can help newly discharged patients find needed services that
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might otherwise remain hidden from them, and it can be used by community
mental health workers as a resource in their professicnal work of assisting
needy clients. Beyond that, it can also serve as a reminder to planners,
placement people and budget-makers of what is (and what is not) available

in a given community. This gubcommittee therefore has submitted legislation
to require that the Commissioner order each facility director to prepare a
resource directory that covers his facility's catchment area and that a

copy of such directory be provided for each patient about to be discharged
or released, as well as for all mental health professional and voluntary
workers in the catchment area.

Once the availability of aftercare support services has been estab-
lished, the discharged patient must still face the ﬁroblem of their accessi-
bility. In rural and suburban counties where mass transit facilities either
do not exist or are not developed adequately, ex-patients have serious trans-
portation problems. Few of them own automobiles, the sine gua non of sur-
vival in suburban and rural America. For ex-patients in such settings, there
is no survival and no rehabilitation without the transportation component.
This Subcommittee therefore recommends that the Executive Budget allocation
for transportation be increased to $10 million to be used in transporting
discharged patients to the locations where they can cobtain those community
aftercare supportive services that are necessary and prescribed in their

Individual Service Plans.
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ITI. SUMMARY OF RECOMMENDATIONS - AFTERCARE PROGRAM

THE SUBCOMMITTEE RECOMMENDS THAT INDIVIDUAL SERVICE PLANS BE MONITORED
MORE CLOSELY BY DMH SUPERVISORY STAFF AND THAT GENERAL STAFF BE INSTRUCTED
IN METHODS OF PREPARING THESE PLANS.

THE SUBCOMMITTEE RECOMMENDS PREPARATION BY EACH FACILITY DIRECTOR OF A
RESOURCE DIRECTORY OF ALL SUPPORTIVE SERVICES AVAILABLE TO DISCHARGED
PATTENTS IN HIS "CATCHMENT ARFA". (A-10482)

THE SUBCOMMITTEE RECOMMENDS INCREASED EMPHASIS ON THE DEVELOPMENT OF
TRANSPORTATION SERVICES FOR DISCHARGED PATIENTS PLACED IN RURAL OR SUB-
URBAN COMMUNITIES, WITH AN INITIAL ALLOCATION OF $10,000,000.

THE SUBCOMMITTEE RECOMMENDS THAT EVERY STATE FACILITY DEVOTE A SUBSTANTIAL
PORTION OF ITS BUDGET TO COMMUNITY PREPARATION PROGRAMS FOR PATIENTS

ABOUT TO BE DISCHARGED, AND THAT OUT-PATIENT SERVICE BE PROVIDED AT

EVERY STATE FACILITY FOR AS MANY PATIENTS AS CAN BE REACHED IN THE SUR-
ROUNDING COMMUNITIES.

THE SUBCOMMITTEE RECOMMENDS THAT INCREASED STATE FUNDING BE MADE AVAILABLE
TO ENCOURAGE EVERY COUNTY OF THE STATE TO DEVELOP AN INTEGRATED AND CO-
ORDINATED SYSTEM OF SUPPORTIVE SERVICES, WITH LINES OF RESPONSIBILITY

AND ACCOUNTABILITY CLEARLY DESIGNATED.
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IV. STATE POLICIES AND PROCEDURES - A MAJOR OBSTACLE

a. Lack of Coordination:

The most repeatedly mentioned criticism of the existing mental health

system was the lack of coordination between (a) county, state and federal

agencies which deal with the needs of discharged patients and (b) social
services, mental health and education agencies. Linkage mechanisms between
all the agencies which serve the mentally disabled are urgently needed.
Roles and responsibilities of the various agencies need to be more carefully
defined in a manner that provides for such linkages wherever they are nec-
essary in the release/discharge aftercare planning process. One witness
suggested an inter-agency council to plan and coordinate housing, income
maintenance, and human service needs of the discharged patient. The Depart-
ment's request for case managers is an excellent apprcach, but we must do
more to see that services exist in every community lest the case managers
have nothing to manage. Another suggestion was for signed contracts or
compacts between state and }ocal authorities, negotiated on an annual basis
and incorporated intc the annual program and budget process.

The DMH must streamline its procedures for verification of eligibility
in a manner that will anticipate and predict earlier the date by which a
particular patient will be verified as eligible for discharge. Some com-
munity programs and residences have encountered severe financial hazards
as a result of lengthy delays in receiving patients delayed by this verifi-
cation process. Some community residences developed by voluntary not-for-
profit corporations also have encountered lengthy delays in procuring operat-~
ing certificates, delays of many months during which no state funds were
forthcoming, with the result that the voluntaries were at the brink of bank-
ruptcy or were forced to borrow heavily, thus incurring unnecessary interest
costs. The 1978-79 budget proposal for moving to quarterly advance payments

should help to alleviate this situation.
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There was evidence of very little communication between the state
senders and the county receivers of dischargees, so that Form 6 DMH (6-75)
had little meaning in terms of fulfilling patient needs. Those responsible
for providing aftercare services too often did not even receive the form,
which prescribes the dischargee's Individual Service Plan.. The require-
ment for participation of Adult Protective Services in development of the
Form 6 DMH has been flagrantly violated in too many instances. The problem
of oversaturation of certain communities also can be resolved through such
improved coordination. One cause of oversaturation has been the absence of
coordination among placement officials of the various hospitals - state,
federal and private -~ and of the various agencies involved in placing dis-
charged patients. The consequence is accidéntal placement of too many pati-
ents in the same lccation. Properly planned discharges, coordinated with
others who are placing, would help resolve a problem which has hearly ruined
the community mental health program.

This lack of coordination has not only prevented implementation of

the service plans for each patient; it has also resulted in the

growth of much "bureaucratic red-tape" and a con;equent unavailability éf
the few services that exist for the mentally disabled at the community level.
One witness was particularly adept at portraying the absence of state planning
and the emergence of a huge alphabetical bureaucracy. "There is a DSS and
DMH and BSW and OSP and DOH and DMH-VI, DMS-I (and a new DMS-II) and a UR
and 620, 621, SNF, HRF, DCF, PPH, 60 points, 120 points, 180 points, SRO,
DVPIA, DOPIS, and DARC. Fortunately there is no longer a PISP." Ironicallys
the result of passage through this alphabetical maze is the realization that
there is no responsible aftercare for most dischargees.

Chapter 804 of the N.Y.3. Mental Hygiene Law mandates that an indivi-

"dualized written service plan be preéared for each patient willing to
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participate in such planning. It is necessary that the patient sign a
statement that he or she has been involved in the planning and agrees to
iz. If the patient refuses such service, he or she is under no legal com-
pulsien to do so. The inpatient staff at the various state hospitals must
prepare such a plan. Testimony received cited much difficulty in pre-
paration of the form and in setting up pre-discharge meetings with other
state agencies involved in resource allocation to the patients. In many
cases, county, voluntary or private agencies must be included. Due to a
lack of some type of ombudsman policy, whereby a patient would have a
person assigned to him to discover and coordinate all resources and pro-
grams available, many witnesses complained that state policy, as it pre-
sently exists, is simply unworkable.

According to Dr. June J. Christmas, Commissioner of the N.Y.C. Depart-
ment of Mental Health and Mental Retardation Services, the discharge plan,
as 1t presently exists, is inadequate. Dr. Christmas feels:

discharge planning should begin on the entry of any person into
an institution. Discharge planning should include concern for
and assurance of the human amenities such as housing and of the
health amenities such as the appropriate rehabilitation and social
service. The current practice of discharging patients with only
a perfunctory discharge plan is consistent with the inadequate
treatment plans which are developed on admission. Patients are
discharged without assured residences, with money that may be
slightly better than the tokens that used to accompany a note
directing them to the Mayor's Welfare Office, but with little
more. The requirement that localities participate in the dis-
charge plan cannot be lived up to because of the failure of the
Legislature to appropriate money to the local Department to carry
on this additional though needed responsibility. There is little
coordination among the agencies that exist in the local community
which could be a source of social support for the discharged
patient. The State facilities do not consgider it their responsi-
bility to do referral planning or follow-up. The local depart-
ment which is aware of the resources does not have in its own
body the requisite staffing.

Dr. Christmas strikes a familiar note with her claim that no effective
follow-:p zrzcrzm is presently undertaken by the State. Many witnzsses cited
the same in their testimonies. Witnesses called for greater emphasis on com-

munity information in establishing aftercare programs. They also call for
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funding to help the community group finance this service.

b. Community Residences:

In 1975, the New York State Legisiature established in law the copg-
ity residential program. "Community residence”" is defined in the Mental
Hygiene Law Section 1.05, Subdivision 24:

a residential facility which is operated by the department or
which is operated by a provider of services and which is desig-
-nated to assist mentally disabled individuals in the transition
from institutional to independent living in the community, to
provide a long~-term supervised residence to individuals whose
mental disability is such that independent living is improbable,
to provide atemporary shelter for short periods of time in order
to offer an alternative for admission to an institution, to
provide a brief stay substitute home to mentally disabled indi-
vidual's family or legal guardian. A community residence shall

include, but shall not be limited to, halfway houses and hostels
but shall not include family care homes.

Dr. Karl Easton, founder and Psychiatric Consultant of Boerum Hill
Rehabilitation Residence in Brooklyn, addressed the major flaw in this piece
of legislation. The Legislature placed this type of facility into the same
S.S.I. "B" Category as homes for adults which are custodial care facilities
with different needs, philosophy, requirements and therapeutic tcols (not
much of any, according to testimony). The result says Easton, is that the
funding is inadequate and the proper developﬁent of community residences has

been stymied by absence of incentive.

The Department, in its function as requlatory agency for Mental Health

programs in New York State, has distorted the intent of the legislature in
daveloping community residence programs arcund the state. According to cne
witness, the Dégafément has too narrowly and restrictively defined what a
community residence must be. From testimony: "They have taken the position
that community residences should be primarily room and board facilities which
should not provide ci-sct rshabilitation services but which should refer
residents to other mental health and rehabilitative facilities in the com-

munity."
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Dr. Easton is particularly critical in depicting the programs and
policy of DMH:

By its restricted definition (of "community residences")

the DMH has established a monclithic system of community resi-

dential care in an area which particunlarly raquires innovation,

creativity, and broad strokes in program planning. The quality

of life and the effectiveness of programs are the final criteria

by which services must be judged, and universal establishment

of one type of (facility) is likely to backfire especially when

not based upon rational assessment and fundamental principles of

care. There is a necessity for evaluative studies to provide the

feedback for planning program modification. 1In particular, fol-
low up studies are important... ’

while the licensing and establishment of community residences for the
mentally retarded has progressed rapidly, the pace in developing community
residences for the mentally ill has been much slower, except in a éew areas
of the state such as Rochester. Suffolk County, with more that 40% of the
state's mentally ill,has only one community residence, licensed in 1976 to
handle less than 50 persons. Clearly, community opposition has been a problem
in such impacted counties, but the Department has made little or no effort
to do for the mentally ill what it has done for the mentally retarded. Public
education campaigns and an honest effort to involve local elected officials
in the locating of such community residences have been the necessary missing

ingredients.

¢. Local Involvemeﬂtvin Development of Community Resources

ﬁocal gove?nmentsAshQQld participate in the decision-making process
that affects the provision of services in their communities. This can be
done by using the conference of local mental health directors, as well as
through timely sharing of proposed state policies and plans with local
goverrnments prior to their being "engraved in stone". Such mutual sharing
ought to be a two-way process in which <le issves and criticisms by the
localities are given weight and recognition énd becocme part of more feasible

and cooperative programs or plans that have a better chance for success.
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In this way, fpllcw-up can be assured, accountability strengthened, bureau-
cratic delays reduced, and contradictory mandates resolved. The endless
squabbling, "buck-passing"” and "turf-fighting" between state and county
mental health officials has been a distinct disservice to their client popu-
lation. It must end if there is ever to be real progress in development

of improved care for the mentally é&isabled.

The 1978-79 Executive Budget calls for 160 discharge planning co-

ordinators. That is a reduction of 60 from the 220 which were requested

by the Department. We recommend that the Legislature fund the 220 requested
by the Department and hold the Department strictly accountable for improved
discharge planning ané an end to oversaturation. (Appendix C)

As mentioned earlier, the Subcommittee has legislation (A-10482) re-
quiring that each state psychiatric cente% prepare and distribute a Resource
Directory for its catchment area, so that discharged patients and social
workers will have access to data on all human services available in the area.
CRISP in Westchester amd CASA in Suffolk have prepared such directories. It
should not be necessary for volunteers to accomplish such basis tasks that
are clearly the responsibility of the dischargers. The Executive Budget
proposes $178,000 to fund fifteen "community resource developers" assigned
to regional offices to coordinate planning between local govermment units and
community prﬁqrams. This is an important innovation which deserves 1e§is-
lative support. The first assignment of these new officials ought to be

the development of such Resource Directories.
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d. Medicaid

- Particular attention was called to the proposed ceilings on frequency
and duration of Medicaid reimburseable outpatient psychiatric care, Parts
47 and 48. One.witness stated that these proposals discriminate against
the mentally disabled. There is a bias against the chronically ill who,
by definition of their illness, may need lifetime care. Two years of

day treatment care can be rendered under proposed regulations, except
through an unclear exception process. This is particularly unfortunate
for children with severe mental and emotional disabilities who are able
to live home with families and for other chronically ill mental patients,
such as many schizophrenics. They can be served in day treatment centers,
but not through medicaid.

Witnesses demonstrated that medicaid costs for services described
above are cheaper and clearly better for the patient than long-term insti-
tutionalization. From a solely economic standpoint, institutional care
may be 500% more costly than community care for the same individual. Medi-

caid brings in 50% federal money which can allow more and better programs

for each dollar of state money.
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Iv. SUMMARY OF RECOMMENDATIONS - STATE POLICIES AND PROCEDURES:

THE SUBCOMMITTEE RECOMMENDS THAT THE NEW COMMISSIONER OF MENTAL HEALTH
ORDER A STREAMLINING OF HIS OFFICE'S PROCEDURES FOR DEVELOPING COMMUNITY
RESIDENCES FOR THE MENTALLY ILL, WITH SAFEGUARDS FOR PERMITTING LOCAL
GOVERNMENT PARTICIPATION.

THE SUBCOMMITTEE RECOMMENDS CLARIFYING LEGISLATION WITH RESPECT TO
MEDICAID ELIGIBILITY OF THE CHRONIC MENTALLY DISABLED FOR OUT-
PATIENT PSYCHIATRIC CARE, DAY TREATMENT PROGRAMS, AND OTHER AFTERCARE
SERVICES ESSENTIAL TO THEIR TREATMENT NEEDS IN THE COMMUNITY SETTING.

THE SUBCOMMITTEE RECOMMENDS THAT THE NEW COMMISSIONER OF MENTAL HEALTH
GIVE TOP PRIORITY TO IMPROVING THE COORDINATION OF HIS OFFICE'S EFFORTS
WITH THOSE OF FEDERAL AND COUNTY SERVICE AGENCIES, AS WELL AS WITH OTHER
STATE AGENCIES INVOLVED DIRECTLY OR CTHERWISE IN PROGRAMS RELATING TO
COMMUNITY MENTAL HEALTH.

THE SUBCOMMITTEE RECOMMENDS LEGISLATION PLACING "COMMUNITY RESIDENCES",
AS DEFINED IN SECTION 105, SUBDIVISION 24 OF THE MENTAL HYGIENE LAW, IN
CATEGORY "C" OF S.S.I. FOR FUNDING PURPOSES, AS AN INCENTIVE TO DEVELOP-
MENT OF SUCH RESIDENCES FOR THE MENTALLY ILL THROUGHOUT THE STATE, AND
REQUIRING THAT THE OFFICE OF MENTAL HEALTH PREPARE A PLAN FOR THE APPRO-
PRIATE DISTRIBUTION OF SUCH LICENSED RESIDENCES THROUGHOUT THE STATE.
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V. FISCAL CCNSIDERATIONS

Probably the single most important cause of the lack of development of all
types of aftercare programs in New York State is the funding factor. Were money
not a preblem, almost all the needed programs could be in place.

The problem, then, is to decide just where and how our limited financial

resources can best be used. Many witnesses charged that the state was attempting
to shirk its responsibilities and attempting to put the financial burden on county
and local govermments. The state denies this and points to Chapters 620-621 as
evidence of its willingness to fully fund programs for some state dischargees.

Its contention is that many counties have refused to do their part in securing,
matching and using state funds.

There were several complaints against the present system of disbursing funds
that deserve attention in this report. Each of the following will be treated
further under separate headings:

a. Funding ratios inappropriate
b. Financial problems of impacted counties
¢. Federal government's obligation

d. Budget construction

a. Funding Ratios inappropriate:

Funding ratios discriminate against the community patient, partly be-
cause present budgetary procedures are still tied to the old system of institu-~
tional care. For example, the number of in-oatient beds is still used by state
budqet-maxers as the basis for determining hospltal staffing needs. In the tran-
sition to community based aftercare, stateiésychlatrlc centers are relleé upon
heavily for out-patient aftercare programs. Those which exist are inade-
quately staffed due to budget cuts based upon a decrease in the number of
in-patient beds. That occurs again in the '78-'79 proposed budget. Staffing
and budgetary needs must not be based exclusively upon the number of in-
patient beds, but must recognize the changes which have occurred in the nature
of services provided, including the discharged chronic patient.

Out.patient programs and staffing are the sine qua non of the new

mental hesalth system, but existing budget procedures have crippled their
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development and their ability to serve the many chronic patients who are
not "cured" when they leave the state facility. In the absence of a de-
veloped network of community mental health clinics, the state hospitals'
out-patient facilities are indispensable. The budgetary shortages they
have experienced are a prime reason for the crisis that has developed in
the deinstitutionalization process. At present, too litélé qf

the billion dollar state mental health budget is used for psychiatric
out~patient care, and this year's Executive Budget proposes what really
amounts toc even lg;gﬁfqrrqqugatient care.

_ A survey of state facility bed utilization should be made, and com-
munities should be allocated a certain number of bed days based upon prior
experience with provision for "buy-back" possibilities if they under-utilize
their bed allocation.

The thought that deinstitutionalization and community psychiatry would
be less costly to the State was a mistake. Deinstitutionalization without
aftercare is abandonment. It cannot succeed because it provokes the wrath
of communities. It should not succeed because it neglects the needs of
the mentally disabled in the community. Mental health planners and budget-
makers must stop expecting that these changes will cost less than institu-

tionalization and recognize that a successful community mental health system

has to be at least as costly as mass institutionalization. The range and

variety of alternative programs, services and residences that must be de-
veloped and staffed for patients to survive in the communities requires a

major financial commitment from state and federal governments. To date,

neither level has shown a willingness to make such a commitment. That is
the primary reason for the failure of the deinstitutionalization program.

Funding formulas for state-local sharing of net operating costs should

be changed from the present 50-3C, which has clearly provided no incentive

to ldcalities, to at best a 25% local - 75% state cost—shariné formula. The State
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must also insure the financial stability of state reimbursements for com-
munity mental healfh services by establishing clearly-defined ground rules
and guarenteeing them for an extended period (perhaps ten yvears) for those
who adhere to the rules. The Unified Services funding option must be revised
in a manner that will help it to work statewide instead of merely in the
few counties that have thus far found the offer acceptable. It is only
through Unified Services Plan or some variation of it that we can develop
an integrated and coordinated service system which draws upon all providers
of services-——=public and voluntary, local and state. 7

A gap in Chapter 621 legislation requires the attention of the Legis-
lature. The intent of this legislation was to relieve social service dis-

tricts of all expenses for the persons covered. Lanquage of Chapter 621,

however, does not permit inclusion of the local share of $.5.1., leaving

those counties with large numbers of discharged patients to pick up a tab
which was never intendad for them. The result has.been a refusal of local
authorities in heavily impacted areas to make the necessary commitment of
local funds to community m;ntal health. They are unable to "meet the match”
because of the numbers involved.

In‘addition, change# are needed iﬁ Chaptér sz and 621~to exp;nd
eligibility so that more discharged chronic patients can be served under
the provisions of the Chapter. The present law (Subdivision (B) of Section
11.17 of Mental Hygiene Law as amended by Chapter 620 of the laws of 1974)
permits 100% state funding for services to persons who were patients in a
state facility on December 31, 1973, who were thereafter released or dis-
charged, and whose last admission or readmission was earlier than January 1,
1969. These arbitrary eligibility requirements exclude nearly 20,000
"shrcnic” patients released between 1970 and 1973. CZ the nearly 22,000

chronic patients released from DMH facilities (1970-74), only scme 3,200

will benefit from the laws enacted last year. The remainder continue to
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be caught in the "revolving dcor” of recidivism statistics.
It is clear to this Subcommittee that the scope of both 620 and 621

must be broadened to ensure state payment for aftercare services for any

person who has spent at least two years in an institution. We therefore

recommend to the Legislature and the Governor enactment of A.6545 (McCabe).

its estimated fiscal implication for the state ($131,000,000) would be far
less than the estimated annual cost of reinstitutionalizing chronic
recidivist patients ($198,000,000). The endless game of each level of
government waiting for the other to pick up the tab for the cost of mental
health care for the chronically disabled must end with acceétance of this

responsibility by state and federal governments, and they in turn must hold

local governments strictly accountable for program expenditures and must

monitor local programs carefully for cost effectiveness.

b. The Financial Problem of Impacted Counties:

Without improvementsg in state funding to counties where large numbers
of patients have been discharged - Suffolk, Nassau, Cneida, Manhattan and
others, an unacceptable burden continues to be imposed on localities to
provide for mental health and social services needs of discharged patients,
many of whom come from other parts of the state. Becaﬁse of cross-catchment
placements and changes in catchment areas, vast imbalances have developed
in the relative burden of several counties. Public officials in the im-
pacted counties have indicated a refusal to spend local taxpayers' dollars
on costly aftercare services needad by the thousands of patients discharged i
into these counties after decades in state institutions. In Suffolk, for
example, three of the four state péychiatric centers traditionally drew
their in-patient populations from Manhattan, Broocklyn, Queens and Nassau.
Among them was Pilgrim Stace, ﬁhe world's largest psychiatric center, which
held 14,372 patients, mostly from Brooklyn and Manhattan, when it reached
its pe;k in March 1956. Pilgrim's present in-patient population is 3,390

with 1,465 out-patients being served.
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The catchment area for Pilgrim was changed in September 1975, so that
during the exodus period, parts of counties like Nassau and Suffolk became
"dumping grounds" for large numbers of mental patients discharged intoc con-
centrated areas with little or no provision for aftercare. Other state
hospitals also made out-of-catchment placements in the same communities,
compounding the problem, despite Deputy Commissioner McKinley's directive to
the contrary. (See Appendix D)

At the same time, the amount of local assistance has not grown propor-
tionate to the decreasing census of state hospitals. In fiscal 1970, local
assistance was 11.3% of the DMH budget; by 1977,it is 10.3% of the proposed
Executive budget. In 1971, the state served approximately 91,000 in-patients;
in 1977, that figure was down to only 47,000 in-patients. More local as-
sistance funding and improved formulas are needed for a responsible community
mental health system.

A corollary to this is that recent budget cuts by local and municipal
governments have resulted in cutbacks in community programs. Therefore, more
state money is needed to f£fill the gap and to assure that needed programs are
maintained.

This is a major problem expounded upon by many witnesses., It cuts
across the whole gamut of state aid to community programs. In turning over
responsibility of released patients to losal governments, the State must be
careful to provide sufficient monetary resources and incentives so that
localities will not terminate programs in times of fiscal crunch. One wit-
ness discussed the situation in New York City. As a result of its fiscal
crunch, many imaginative and necessary mental health programs have had to

be terminated.

c. The Federal Government's Obligaticn:

The report to Congress by the U. S. Comptroller General in January 1977,
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noting that "many mentally disabled perscons have been released from
institutions before sufficient community facilities and services were
available and without adequate planning and follow up", goes on to say
that Congress and the Budget Office can help by "giving Federal agencies

a clear mandate to devote more resources to this problem, defining more
clearly the appropriate roles, responsiﬁilities, and actions for Federal
agencies, and changing aspects of Federal programs that hinder or discour-

age the appropriate placement of mentally disabled persons”.

The Federal role in mental health has grown substantially
since 1963. The amount and types of financial assistance
the Federal Government provides, and the requirements,
standards and restrictions imposed, as well as the policies
of Federal agencies, have significantly influenced both the
progress made and the problems encountered by the States in
their deinstitutionalization efforts.

At least 135 Federal programs, operated by 1l major depart-
ments and agencies, have either a direct or indirect impact
on the mentally disabled. An estimated 89 are operated by
HEW. Almost every component agency within HEW has programs
which affect the mentally disabled. Other Federal agancies
include ACTION and the Departments of Labor, Justice, and
Housing and Urban Development (HUD).

We did not compare the cost of institutional care with com-
munity~based care. The goal of deinstituticnalization was
mandatad by the executive, legislative and judicial branches
of the Govermment because community~based care was believed
to be more humane and because people have a legal right to
live in the least restrictive environment consistent with
their needs. The relative costs of the two types of care
were not specified as criteria for determining the more
desirable. Costs are important, however, for program plan-
ning, management, financing and evaluation.

The Comptroller~General's Report delineates specific recommendations
to Congress and to various agencies as to how they can help improve the ef-

fectiveness and success of the deinstituticnalization program.
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At its 1978 national cbﬁfer;nce on the chronic mental patient, the Amer-
ican Psychiatric Association prepared recommendations for delivery to the
President's Commission on Mental Health. Among them was one which called
for "designation of clear responsibility for providing services at appropriate
levels of government", since "every level of government bears scme responsi-
bility to assure adegquate services to this population (the chronic mental
patient).” The delineation of responsibilities outlinéd in the APA's recom-

mendations was:

- The federal government should have the responsibility for
defining eligibility; identifying and assuring levels of
benefits; funding under national health insurance or cate-
gorical programs; establishing regulations ensuring access,
quality and cost-effectiveness; and monitoring program im-
plementation.

- The state govermment should assume responsibility for state-
wide planning, approval of local plans consistent with that
statewide plan; supplementary levels of benefits and funds;
standards and program menitoring within the state.

- At the local level, appropriate organizational entities
should be responsible for local planning and integration
of services for the chronic mental patient; administering
and/or managing those services either directly or by con-
tract; and evaluating the programs.

The full. text of the'AéA's recommendations are included in Apéendix E.

Traditionally the State has carried alone the entire burden of mental

health care for chronic patients, ages 21 - 64, The federal government must

share in the funding of community programs and services for all chronic mental

patients, even if they remain on a state hospital out-patient census or are
temporarily returned to the state hospital. Otherwise, the chronic patient
is scmetimes pushed out of the state facility because of the funding incentive
to do so. State mental health officials and the Governmor must advocate vigor-
ously in Washington for increased and expanded federal funding of community

=ental health services for these chronic patients. We =r-zose acdding mental

health and social services staff to the state's Washington office to advocate

for such federal funding and to seek grants for use in New York, as we are ad-

vised the State of New Jersey has been doing with some success.

-
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P. L. 94-142 (Education of the Handicapped Act) should be expanded by
Congress to include 0.V.R. programs and other education programs for the youthful
chronic mental patient. $.S.I. ought to be available to emoticnally dis-
turbed children. Medicaid regqulations should include the chronic mental
patient. Federal assistance with the costs of mental health ;are is
available through reimbursement only for active treatment provided for
limited periods {acute carxe). Such discrimination against the chronic
mental patient in federal funding formulas must be ended.

Certain social services which can prevent patient deterioration and
subsequent rehospitalization, such as home and housekeeping chores, sheltered
workshops, and socialization training, have been defined by the State Health

Department as "functional maintenance" and therefore not reimbursable through

medicaid. The Governor's office should carefully review this Health Depart-
ment ruling for its impact upon discharged chronic patients for whom such
services are a constructive means of preventing rehospitalizatiocn.For this
particular population, rehabilitation in the community depends heavily upcn
fulfillment of social needs.

Mental health coverage also should be included in the Child Health Assess-

ment Plan. The State should urge that National Health Insurance, when it comes,
be designed to provide feasible coverage for mental illness in community
clinics for patients between the ages of 21 and 65, a group not presently

covered by medicaid.

Crisis intervention teams need to be available for nights and weekends

in order to lower readmission rates; federal funding of such programs is needed
and appropriate. At present, we are aware of only one state hospital (Creedmoor)
that provides such crisis intervention teams in off-hours.

Mentzl health advocates should be added to the Health Planninc Commission

for improved attention to mental health needs in the distribution of federal

dollars here.



-40~-

d. Budget Construction

The mental hygiene budget is too loosely constructed and administered.
In 1976, legislation was passed that required DMH to come out with rates
for cut-patient and in-patient services needed for federal reimbursement.
Special budget lines need to be established for all out-patient and in-patient
services currently administered by state facilities, so that funds cannot
be quietly diverted from one to the other without going through the local
planning process. Mechanisms must be developed whereby the Legislature
can monitor more closely after the budget is adopted the use of funds al-
located for mental health services. The Office of Vocational Rehabilitation
in the Education Department was allocated funds for rehabilitation programs
for clients discharged from developmental centers, but the money was never
used for those clients. Instead it was absorbed for use by existing OVR
clients. The Legislature is presently studying budgeting systems used in
other states and is consulting with Price-Waterhouse and Audit and Control
to find improved budget accountability and control.

Budget problems have impeded the development of community residences.
Program development grants have been helpful, but it is often very diffi-
cult for non-profit community agencies to raise the 20% required agency share.
A revolving fund should be established from which loans to small non-profit
corporations could be provided at low interest rates. Hostels for the chronic
mental patients ought to be entitled to the same rate of reimbursement as
hostels for severely mentally retarded adults. In addition, the procedures
for applying for community residence status are unduly complicated, leading
to lengthy delays which have frustrated many well-conceived plans. In the
fall of 1977, Assemblywoman Connelly, Chairperson, and Assemblyman Robert
Wertz, Rankinc Minority Member, of the Standing Committee on Mental Health
addressed these budgetary delays in letters to Commissioner Kolb and Comp-
trollér Arthur Levitt. Their action came as a result of appeals by Father

Cribbin of Catholic Charities. (See Appendix F)
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Assemblyman Arthur J. Kremer's testimony before this subcommittee
on Nowember 9, 1977, pointed out how we can best affect change in the

state's mental health system:

....I offer no criticism of the Legistature in these remarks.

I offer only the suggestion that you are being hoodwinked into
believing that the Department is acting in good faith when it

is not. You have two tools available to you. One is the legis-
lative pressure through new and tougher laws. The second is

the state budget. The budget is a perfect opportunity to show
certain DMH officials and employees that we will not tolerate
deception, mismanagement and waste of public funds. The pro-
grams you are inquiring about today are public funds. The pro-
grams you are inquiring about today are vitally important. They
should be honestly implemented because we are paying for them.
If the Department continues to break faith with the public, then
the budget for these agencies will have to be slashed to the
bone to show we mean business. I hope and pray we will all do
our best to solve these problems.

We agree with Chairman Kremer in his call for more honest and efficient
budget management of public funds appropriated to the Department by the
Legislature. We do not see mental health budget cuts in items relating to
discharges and community aftercare, however as an appropriate solution. They

will in fact further aggravate an intolerable situation.
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V. SUMMARY COF RECOMMENDATIONS - FISCAL

THE SUBCOMMITTEE RECOMMENDS CHANGING THE FUNDING FORMULA RATIO FbR MENTAL
HEALTH FROM 50% LOCAL - 50% STATE TO 75% LOCAL - 25% STATE.

THE SUBCOMMITTEE RECOMMENDS PASSAGE OF ASSEMBLYMAN McCABE'S BILL, A-6545,
WHICH PROVIDE 100% STATE FUNDING FOR DISCHARGED PATIENTS WHO HAD BEEN IN
A STATE INSTITUTION FOR TWO OR MORE CONTINUOUS YEARS AFTER DECEMBER 31,
1970. (CHAPTER 620-621)

THE SUBCOMMITTEE RECOMMENDS ADDING A MENTAL HEALTH FUNDING SPECIALIST
AND A SOCIAL SERVICES FUNDING SPECIALIST TO THE STATE'S DISTRICT OF
COLUMBIA OFFICE FOR THE PURPOSE OF ACTIVELY SEEKING IMPROVED FEDERAL
FUNDING OF COMMUNITY MENTAL HEALTH PROGRAMS.

THE SUBCOMMITTEE RECOMMENDS THAT STATE BUDGET-MAKERS TERMINATE THE USE

OF OUT-DATED PROCEDURES (CALCULATION OF IN-PATIENT BEDS) FOR DETERMINING
ALLOCATIONS FOR STATE HOSPITALS, SINCE THESE PROCEDURES IGNORE THE NEEDS
OF THE NEW MENTAL HEALTH SYSTEM AND DEFEAT THE PURPOSES OF STATE POLICY
BY CURTAILING OUR CAPACITY TO PROVIDE OUT-PATIENT SERVICES FOR DISCHARGED
PATIENTS.

THE SUBCOMMITTEE RECOMMENDS TO CONGRESS EXPANSION OF P,L. 94-142 TO INCLUDE
OVR PROGRAMS FOR THE YOUTHFUL BUT CHRONICALLY MENTALLY DISABLED, AS WELL

AS AMENDING S.S.I. REGULATIONS TO ALLOW FUNDING FOR EMOTIONALLY DISTURBED
CHILDREN AND THE CHRONICALLY MENTALLY DISABLED.

THE SUBCOMMITTEE RECOMMENDS THAT HEALTH DEPARTMENT OFFICIALS RECOGNIZE
THE VITAL IMPORTANCE OF SOCIALIZATION PROGRAMS FOR MANY CHRONIC MENTAL
PATIENTS AS A CONSTRUCTIVE MEANS OF PREVENTING THEIR REINSTITUTIONALIZATION.

THE SUBCOMMITTEE RECOMMENDS THAT CONGRESS AND THE PRESIDENT BE URGED TO
INSIST ON INCLUSION IN PLANS FOR NATIONAL HEALTH INSURANCE COVERAGE FOR
TREATMENT IN MENTAL HEALTH COMMUNITY CLINICS, NOT PRESENTLY COVERED THROUGH
MEDICAID.

THE SUBCOMMITTEE RECOMMENDS ESTABLISHMENT AT EVERY STATE FACILITY OF A
CRISIS INTERVENTION TEAM TO BE AVAILABLE ON A 24-HOUR, SEVEN DAYS' BASIS.

THE SUBCOMMITTEE RECOMMENDS THE ADDITION OF AT LEAST FOUR MENTAL HYGIENE
ADVOCATES TO THE FOURTEEN-MEMBER HEALTH PLANNING COMMISSION.

THE SUBCOMMITTEE RECOMMENDS IMPROVED LEGISLATIVE OVERSIGHT OF THE MENTAL
HEALTH BUDGET AFTER ITS PASSAGE INTO LAW.
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VI. DEVELOPING COMMUNITY PROGRAMS

.Testimony given by many witnesses was essentially in agreement in calling for
{1) more state funding and (2) improved coordination in developing mental health com-
munity programs. It was generally agreed that the state must work with local com-
munities in developing and financing residential and suppcortive programs for released
patients.

Flexibility must be the State's modus operandi for seeing that the essential

programs are established. Where communities are willing to provide services, state
financing should be forthcoming. Where the locals will not initiate services, the
State must lead the way by encouraging these programs through financial and other
incentives. To date, the opposite has generally been the case.

It appears to this Subcommittee that the State's credibility as an agent of
charge in mental health is at a low point. That situation must be turned around. We
are encouraged by the new directions initiated by Commissioner Prevost and by his o
forthright approach, his candid and receptive manner, and his record of substantial
success in developing community programs in Syracuse.

The patients and the communities of this state will gain if the State makes a
determined, consistent and genuine attempt to improve the quality and éuantity of
needed aftercare programs in a manner that is responsive and informative to the gen-
eral public and to its elected representatives.

The Subcommittee concludes, on the basis of evidence presented in these hearings,
that there is earnest desire on the part of mental health associations and community
organizations around the state to make the concept of "deinstitutionalization”" or
community mental health work more effectively in New York than has been the case to
date. The recent Fracchia study at the DMH's own Long Island Research Institute
demonstrates ghatﬂtl)'public hostility is largely based upon fear and lack of infor-
mation about mental health, and (2) that such attitudes can be reversed or at least
sublimated by exposure to factual informationld3

13 John Fracchia, et al, "Public Perception of Ex-Mental Patients" in
American Journal of Psychiatric Hospitals (January 1976), Vol. 66, No. 1.
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A planned program should aim at:
(1), curtailing further referral of discharged patients into already impacted or
oversaturated communities;
(2) reevaluating previously discharged patients with a view toward encouraging
a return to the psychiatric center for those who are unable to cope with com~
munity living due to the chronic nature of their condition, the absence of
aftercare, or the ineffectiveness of existing aftercare programs;
(3) improving placements in terms of findingbappropriate levels of care consistent
with the patient's needs and seeking better coordination with placement of~
ficials in other levels of government;
(4) substantially increasing the allocation of funds for out-patient programs,
local assistance, community residences, case managers, discharge planners, and
resource developers;
(5) planning a well-designed program of community education about mental
health care;
{6) involving community leaders and local officials in the planning process;
(7) retraining state mental health workers for work with patients in the com=-
munity and providing incentives through establishing civil service line items
for such employment opportunities;
(8) devoting greater effort within the state facilities to community preparation
programs, especially for long-term or chronic patients about to be discharged;
{9) finding mechanisms for improving the legislative oversight function in

mental health, particularly expenditure review after adoption of the State Budget

Some of these goals have already been addressed in the Governor's message
and the Department's Five~Year Plan. Others are still being resisted or ignored.
Among the areas that need attention still are:

a. Manocower Retraining

As the State shifts from the old to the new mental health system, training

programs should be provided that will prepare state hospital workers for service
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in transitional programs, in out-patient programs, and in community aftercare

programs.

State haospital workers told us that there are few retraining programs
"except on paper", and that "there is little incentiyve for workers to enroll
in such retraining, because of the absence of state civil service designated
positions for community mental health workers". The State Ciyil Service tells
us that this is not true, and that they have coordinated with new developments

in mental health by creating such new positions. (Appendix G is a letter to

that effect from W. Barry Lorch, Director of Classification and Compensation,

New York State Department of Civil Service.) The Department itself has stated:

B . employees transferred from institutional
to community - based programs do not typically require special
training. They will require orientation and assistance, however,
to utilize their skills in a different setting. There are many
variables to consider and integrate into the development and im-
plementation of treatment approaches directed toward normalization
and the wide use of community resources to aid in the rehabilitation
- process. Employees who have worked in an institutional setting may
not be fully aware of these variables and existing resources and
how best to use them. Rather than special academic or structured
programs, transitional on-the-job training would be most useful in
adapting them for work with community-based programs. This would
be individualized to permit the development of individuals depend-
ing upon their backgrounds and particular needs.’

Federal law PL94-63 already requires that the State implement a plan to
protect state employees. - It specifically mandates that the plan include:

...fair and equitable arrangements to protect the interests

of employees affected by actions (relating to deinstitutionali-
zation) including arrangements designed to preserve employees
rights and benefits and to provide training and retraining of
such employees where necessary and arrangements under which maxi-
mum efforts will be made to gquarantee the employment of such

employees.

A copy of the state's plan was unavailable, but department officials indi-
cated that a "Continuity of Employment Committee" was established two years ago
as a result of labor-management negotiations. That committee consists of equal

representation from the Department and the CSEA, under the direction of the Dean

of Cornell University's School of Industrial Relations. T
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The DMH's Five-Year Mental Health Plan, Phase I, (Januarf 1978) forsesees
that a "plan for providing community support for appropriate placements pro-
vides an opportunity for continued employment to prasent state employees of
the affected facilities in work which will be peréonally rewarding and for
which many of them are uniquely prepared by ekperience." "It follows by stating
that "a major retraining program fgr service as case managers and staff in
community support programs has been planned" and that federal funds have been

applied for.

b. Community Education Programs

Communities have never been educated to understand mental disabilities,
ncr the new community mental health system. Decades of shutting away the
mentally disabled behind walls have left the public with outdated assumptions
and fears that need to be addressed and corrected. During the last decade,
while this profound change has taken place, very little effort has been made
to educate the public. This important aspect of the problem requires attention.
Consultation and education services should be provided to individual citizens,

churches, organizations and human service agencies in the community.

e - e - © e e - e JRNUDS - ———

A recent investigation by DMH's Long Island Research Institute sought to

determine whether suburban homeowners respond differentially to the concepts
of mildly ill, moderately ill, and severely ill ex-patientsl4 The groups
studied did not distinguish among individuals along a severity of illness
dimension. Under minimal informational conditions,‘they appeared to respond
solely to the label, "ex-mental patient”. The study went on to seek to deter-
mine whether. suburbanites' perceptions of the three patient groups are influ-
enced by providing information and descriptions of the three illness levels.
It was found that with such inforﬁaéion, significant differences in attitude

emerged. Mildly ill ex-mental patients were evaluated more positively (seen

T ) o
John Fracchia, Charles Sheppard, Dayid Canale, Eleanor Cambria, Elizabeth
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as better) than either moderately ill or severely ill ones. This is very en-

couraging, and it shows the importance of developing community educatién pro-
grams.

Finally, the study sought to determine whether a relationship exists
between the perceived unpredictability and perceived dangerousness of ex-
mental patients. Respondents who consider ex-mental patients to be unpredict-
able tended to perceive them as being more dangerous than did those who felt
ex-mental patients were predictable.

“This unpredictability - dangerous dyad may be responsible for the fear
many people have of persons labeled as mentally ill. Unpredictability of
behavior by itself is probably neither a necessary nor sufficient condition

for fear evocation and the threat perception. We laugh at a clown because

Ruest, and Sidney Merlis, "Publi¢ Perception of Ex-Mental Patients" in
American Journal of Psychiatric Hospitals (January 1976), Vol. 66, No. 1.
The description of patient types was as follows:

Mild - Fairly neat about self and presentably dressed for the =~ -
most part; may loiter in streets, parks and public places but
usually does not bother anyone; shows some interest in surround-
ing environment; may be reluctant to participate socially; shows
no obvious signs of auditory or visual hallucinations; emotions,
while at times out of step, are usually under control.

Moderate - Somewhat unkept in appearance and possibly in dress
as well: may wander about without any apparent destination ap~
proaching strangers randomly; displays little interest in im-
mediate environment; tends to avoid social participation; may
stare into space or appear distracted; emotions and moods may
fluctuate or seem out of phase.

Severe - Unclean about self and strangly or oddly dressed; may
wander about aimlessly and make irrelevant or verbally hostile
remarks to passerby; may appear disoriented as to time and place;
avoids or disrupts social situations; may actively hallucinate,
talking to self or to voices; emotions and moods fluctuate
rapidly and often seem inappropriate tc situnaticn.
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his behavior patterns are essentially unpredictable and inocuqus} We are afraid
of, and protect ourselves from, ex-mental patients because we perceive their
behavioral patterns to be unpredictable and dangerous”. These findings support
the notion that a fear-motivated threat-recoil cycle process is likely to be. __  
evoked by attempts to establish locaily-based treatment facilities in residential
cemmunities, but it also shows the need for more information and education about
types of mental illness. The Subcommittee is encouraged by newly appointed
Commissioner James A. Prevost's commitment to take major strides toward changing
public attitudes about the mentally ill by use of the mass media, educatiocnal

programs in communities and by being open and candid in discussing his work.

¢. General Hospitals' Psychiatric Wards

Federal funding for capital construction of general hospitals imposes new
requirements for inclusion of psychiatric beds for short-term stays. Chronic
patients aged between 21 -~ 64 and treated in such wards are supported through
funds which come largely from the federal level, while those in state hospitals
are supported only by state funds. Unfortunately, many general hospitals refuse
chronic mental patients and prefer to accept only milder cases for their psychiatric
wards. A history of having been at a state hospital often bars a persen fram
admission to such hospitals. Furthermore, few general hospitals make provyision
for follow-up or rehabilitative services for those they discharge. A recent
agreement between Brooklyn's municipal, state and veoluntary hospitals requires
all to take a more acfive, responsible interest in their mental patients. The
hospitals will be required for the first time to provide follow-up care and
rehabilitation after ;heir mental patients are discharged. Similar agreements
are being scught by state officials for local hospitals in Manhattan, Bronx

and Queens. It is a trend which is still tentative but offers hope for the
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mentally disabled. The state and federal goyernments should be urged to do

all possible to end discrimination against chronic mental patients by publicly
~ funding general hospitals. The American §§ychiatrié Association at its 1978
conyention in Washington adopted a resolution recommending just that to the
President's Commission on Mental Health. In New York State, there is much
criticism among mental health advocates of the fact that the Health Planning
Commission has little or no representation from perscons with a mental health

background.

d. Transition Programs

Prior to discharge, chronic mental patients who have resided for more than
six months in a state psychiatric center should pass through a transitional pro-
gram. Some of our state centers have such programs; others do not. Some are
very limited in the number of patients that can be accommodated within them.

In theory, the preparation of the patient for his return to the community
ought to begin on the day he is admitted to the hospital. But, in fact, that
is often not possible and runs contrary to the traditions of certain state
institutions which remain primarily custodial. Patients need transitional pro-
grams to enhance their chances of adjusting to community living after a prolonged,
often debilitating stay in the institution. A comprehensive range of services
should be included in such transitional programs, which are the bridge between
the last part of the in-patient's stay and the beginning of his new life in the

community. The subcommittee recommends legislation to mandate the establishment
or continuation in every state psychiatric center of transitional programs
to prepare long-term patients for the difficult adjustment to community life. It

is recommended that a substantial portion of each such institution's budget be

devoted to such programs.

e. Housing

The need for alternats livinc situations is well—-documented. One major

reason for the failure of the deinstitutionalization program to date has been
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the absence of appropriate and varied housing arrangements. The Legislature's
recent transfer of jurisdiction for licensing and inspecting private proprietary
homes for adults to the Department of Social Services was intended to address

one aspect of the housing problem. We need now to examine the situation in
unlicensed and uninspected boarding houses, hotels, and SRO's, where approximately
one-quarter of the discharged patients livé. These residences are neither licensed
nor inspected by any state agency nor in most cases even by county authorities.
Standard health and safety inspections are made by local health and fire officials.
It seems unreasonable that the State's Department of Mental Hygiene and the coun-
ties' departments of social services, who together place the discharged patients

in such residences, take no responsibility for assuring that the accommodations
are acceptable and the staffing appropriate to the level of care needed by those
placéd there. We recommend Legislation to establish such responsibility

and to prohibit placements in unlicensed facilities. Appropriations adegquate to
increase the number of state or county inspectors are also recommended.

In 1976, the Legislature established a new designatibn of state-licensed
"community residences" for the mentally ill with provisions for 50% state funding
for acquisition and construction costs and for total operating costs. More
recently, $300,000 in "seed money" was appropriated for the purpose of developing
such residenceﬁ. Community residences for the patients discharged from psychiatric
centers are still not a reality statewide. In Rochester, there are seven or
eight such residences, a good start. In New York City, a start has also been
made, but testimony from a representative of Catholic Charities indicated that
applying for approval had taken more thén>a_year and had coéE much in time and
dollars for her organization. She asked that procedures be streamlined. We
agree they should be, but not without providing for community involvement in
the decision-making process.

An interesting proposal is under study at Pilgrim State Psychiatric Canzar,

Unused buildings could be converted into multi~purpose facilities with a large
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range of services. For example, a nursing home or health related facility,
halfway houses and a chronic care facility all could be created on state grounds.
This year's Executive Budget proposes $2.7 million for 1,100 beds in OMH
community residences statewide, and $6.8 million for 1,350 new beds in ODD com-
munity residences. More help is needed particularly in developing community
residences. In the past, billions of federal dollars have been spent on developing
low-income housing and housing for the elderly. Nothing near that has been spent
for developing mental health community residences. The State should eéﬁablish a
plan for control over the distribution and allocation of HUD funds in New York

State to avoid continuing discrimination against the mentally disabled.

f. Counterbudget

On March 14-15, 1978, the Coalition of Voluntary Mental Health, Mental
Retardation and Alcoholism Agencies pressed for a budget which addresses more
effectively "the needs of the already Jdeinstitutionalized and the non-institutiona-
lized." The Executive Budget, they arque, "fails to respond to the need for
community-based direct care...(It) chooses to fund Discharge Planners and Case
Managers as the "key factor" in a community support system, rather than funding
expansion of direct community services, particularly under local assistance...

The State Budget must place top priority on mental hygiene care and rehabilitation
for clients." The Coalition notes with concern "that the proposed Case Management
and Community Placement positions may merely expand the State's planning bureau-
cracy, without creating the essential full range of appropriate direct services
(including day care, rehabilitation, socialization and vocaticnal programs) for
the deinstitutionalized and non~-institutionalized.”

The group's proposed "counterbudget" requests:

1. an additional $13.4 million for Local Assistance in 1978.
2. revision in Local Assistance funding formulas from 50%-50% to 90% State -
10% locality and an increase in the Local Assistance approprizzich.

3. community residences be funded at $4 million rather than the current $1.7

million with reasonable requlations.
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4. half the funds proposed for Case Managers and Planning Coordinators be

used to purchase services from voluntary agencies where such voluntary agencies
are providing aftercare services.

5. half the proposed research appropriation of $14.6 million be transferred

to Local Assistance.

6. proposed transportation item of $1.2 million be questioned as to specific
uses.

7. Chapter 620 funding of 100% be extended to all patients who have spent a

total of twelve consecutive months in a State institution during any time pericd.

The Coalition shows by its composition and'by its proposals a clear and
understandable bias for New York City needs. 1Its requests, however admirable,
are unrealistic and ignore the fact that the majority of the state's discharged
mental patients reside outside New York City. This Subcommittee's seven hearings
around the state revealed severe problems in parts of New York City but found also
that the city's aftercare programs are better developed currently that most
other areas of the state. In addition, the existence of a mass transit system
in the city causes city mental health advocates to be myopic about the urgent
transportation needs of the thousands of patients discharged into suburban and
rural areas where the automobile is the key to mobility. The absence of developed
mass transit systems in counties like Suffolk, Oneida, and Dutchess and West-
chester makes the Governor's transportation proposal a most urgently needed item,
if patients are to be able to reach the few existing aftercare or out-paﬁient
programs, most of which are at state hospitals or county clinics miles away
from their residences.

We support the Coalition's request in general, but we urge them to consider
statewide mental health needs as well as budgetary accountability and fiscal
reality. Most important of all is the need to "hang loose" and remain flexible
in the search for an improved responsible system of community mental health

care in New York State.
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VI. SUMMARY OF RECOMMENDATIONS - DEVELOPING COMMUNITY PROGRAMS :

THE SUBCOMMITTEE RECOMMENDS THAT THE NEW COMMISSIONER OF MENTAL HEALTH
GIVE INCREASED ATTENTION TO THE DEVELOPMENT OF REORIENTATION AND RETRAIN-
ING PROGRAMS FOR STATE HOSPITAL WORKERS WHO WISH TO SEEK EMPLOYMENT IN
OUT-PATIENT OR COMMUNITY AFTERCARE PROGRAMS.

THE SUBCOMMITTEE RECOMMENDS THAT INCREASED EFFORT BE MADE BY THE OFFICE
OF MENTAL HEALTH TO EDUCATE THE PUBLIC ABOUT TYPES AND DEGREES OF MENTAL
ILLNESS AS WELL AS ABOUT COMMUNITY AFTERCARE PROGRAMS.

THE SUBCOMMITTEE RECOMMENDS THAT THE STATE HEALTH DEPARTMENT USE ITS
RESOURCES TO ENCOURAGE THE DEVELOPMENT OF PSYCHIATRIC WARDS AT GENERAL
HOSPITALS AND TO INSIST UPON THEIR ACCEPTANCE OF ALL MENTALLY DISABLED
PERSONS IN NEED OF SHORT-TERM ACUTE CARE.

THE SUBCOMMITTEE RECOMMENDS THAT THE STATE'S DIVISION OF HOUSING AND
COMMUNITY RENEWAL AS WELL AS ITS MEDICAL CARE FACILITIES FINANCE AGENCY
GIVE INCREASED ATTENTION TO THE NEEDS OF THE STATES MENTALLY DISABLED
FOR ALTERNATIVE LIVING SITUATIONS IN THE COMMUNITY.

(OTHER RECOMMENDATIONS FROM PREVIOUS CHAPTERS, PARTICULARLY ON AFTER-
CARE PROGRAMS, ARE ALSO RELEVANT HERE.)
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Report and Recommendations to the President's Commission on
Mental Health, American Psychiatric Association, January 11, 1976

Letters from Assemblywoman Elizabeth Connelly, Chairman,and
Assemblyman Robert Wertz, Ranking Minority Member, Assembly
Mental Health Committee, DMH Commissioner Kolb, Comptroller
Arthur Levitt and the Reverend Thomas F. Cribbon of Catholic
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Chairman, New York State Assembly Ways and
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Supervisor -~ Town of Islip

Commissioner - Nassau County Department of
Mental Health Services

Nassau County Law Service Committee, Inc.

Civil sService Employees' Association

Suffolk County Legislatorx, 1llth District
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Nassau County Mental Health Association

Sayville Civic Association

Supervisor - Long Beach

Montauk - Broadway Civic Association

Medical Director - Catholic Charities
Community Life Center

Community Advocates of Nassau County

CSEA - Central Islip Psychiatric Center

Director - Social Services - Suffolk Develop-
mental Center

Concern - Central Islip Psychiatric Center

Concern -~ Central Islip Psychiatric Center

Transitional Services for New York, Inc.

Long Island Jewish Hillside Medical Center

Advisory Board - Nassau Medical Center

CSEA - King's Park Psychiatric Center

Community Aftercare Services Association

Dept. of Education & Training, Pilgrim Psychi~
atric Center

Jewish Association for Service for the 2Aged

Citizens Committee on Human Rights

Hoch/N.E. Nassau Psychiatric Center

Treatment Services - Pilgrim Psychiatric Center

Community Services Administration .

Coalition of Community Mental Health Agencies
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Coalition of Community Mental Health Agencies
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Director- Hoch/Northeast Nassau Psychiatric
Center
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Civil Service Employees Association
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Oswego County Mental Health Center
Coordinator of Rehabilitative Services
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Board of Visitors - Marcy Psychiatric
Center
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Oneida County Executive
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DMH
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Program and Policy - DSS
The DePaul Clinic
Rochester Mental Health Clinic
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Office of Human Development,

Diocese of Rochester
South West Ecumenical Mission, Food Depot
Parent
Monroe County Mental Health Services
Rochester Mental Health Association
Jewish Family Services of Rochester
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Western New York Regional Director - DMH
Central Region President - CSEA

Niagara Frontier Vocational Rehabilitation
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Center
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Civil Service Employees Association
Civil Service Employees Association
Director - Buffalo Psychiatric Center
Erie County - DMH
Buffalo Psychiatric Center
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Hannah A. Chen

Senator Manfred Ohrenstein

Dr. Wilmer
Carol P. Horn

Arlene Wolf
Doris D. Hurme

Karl Easton, M. D.
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Commissioner, NYC Department of Mental
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Alcoholism Services
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Retardation and Alcoholism Agencies

Minority Leader, New York State Senate

South Beach Psychiatric Center

Executive Director, Mental Health Association
of New York and Bronx Counties

Chief of Community Services -~ Queens Children's
Psychiatric Center

Suffolk County Task Force on Alternative
Residential Facilities

Boerum Hill Rehabilitation Residence

Director of Adult Home Program -

Creedmoor Psychiatric Center

National Council of Senior Citizens

Queens Federation for Mental Health, Mental
Retardation and Alcoholism Services

Geriatric Committee of the Brooklyn Federa-
tion of Mental Health, Mental Retardation
and Alcoholism Services

Post Graduate Center for Mental Health

Director of Bayview Manor Project - South
Beach Psychiatric Center

County Supervisor - City of Long Beach

Bayview Homes for Adults
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New York State Psychiatric Institute

Civil Service Employees Association
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New York State Assemblyman, 69th District

Men's Shelter Association
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New York State Assemblyman, 63rd District

Builder's for Family and Youth, Inc.

Catholic Charities, Diocese of Brooklyn

Ambulatory Mental Health Services,
Roosevelt Hospital

New York City Human Resources Administration,

Family and Adult Services

New York State Assemblyman, 86th District

Region 7 Chairman - Board of Visitors

Brookdale Hospital Community Mental Health
Center

U. S. Congressman, New York City

Patients Rights Committee

Honorable Alfred A. Delli Bovi New York State Assemblyman, 31lst District

Ruth Messinger
Enid Handler, M.A.
Samson Gordon

4th Council District
Tappan Zee Mental Health Center
President, "Search for Change"
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Robert Thompson

Director - Harlem Valley Psychiatric Center

Rehabilitation, Inc.

Civil Service Employee's Association

Putnam Association for Retarded Children

Supervisor - Town of Dover

Supervisor - Town of Pawling

Community Services - Passaic Developmental
Center

Commissioner - Dutchess County Department
of Mental Health

Pawling Resident

Social Work Services (Veterans)

Rhinebeck Resident

Crugers Resident

Parent

Parent

Dutchess County Legislator, 25th District

Dover Plains Resident

Crugers Resident

Civil Service Employees Association
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THE ASSEMBLY
STATE OF NEW YORK
ALBANY

PAUL E. HARENBERG

ASSEMBLYMAN ST DISTRICT
N.Y. S. OFFICE BUILDING

March 1, 1978

VETERAMNS MEMORIAL HIGHWAY
HAUPPAUGE, NEW YORK 11787

(5168) 979-515%

Honorable Arthur J. Xremer, Chairman
Assembly Ways and Means Committee
Albany, New York 11224

Dear Jerry:

The Budget proposals for the Office of Mental Health for 1978~79 need your

enlightened attention if that budget is not to be another disaster for an area
of great concern to both of us.

The following items in the budget are in great need of improvement:

Local Assistance

The Governor's recommendation for total operating funding assistance amounts
to a little over $88.5 million. The DMH requested roughly $106.1 million.
Adjusted appropriations for Fiscal Year 1977-78 amounted to over $77.7 mil-
lion. The roughly $10 million increase in this item is scheduled for use as
cash advance reimbursement to local services so as to alleviate budgeting
problems. This is an excellent innovation on the part of the state. How-
ever, the net result is that there is no effective increase in the total
operating local assistance budget. Allowing for inflation and annualization,
there is actually a decrease in the "buying" power of the budget proposal.
Thexre should be an upward revision in this budget item especially in the
light of the state's efforts to develop more appropriate community aftercare
for discharged patients.

Client Transportation

Funding is required to ensure that discharged clients participate in the pro-
gramming and services provided. The department requested $3 million, the
Governor requested $1,265,000; both figures are a "drop in the bucket® for a
vitally needed and virtually non-existent program in the state. This budget
item request should be upgraded to at least the department’'s request. In my
own county and in yours, mass transit is virtually unavailable to get the
people to the programs and services they need.

Family Care

Family Care appropriations are to be reduced by $1.2 million from 1977-78
levels. That is unconscionable, in viaew cf the fact that family care is at
present the most appropriate care available for large numbers of mentally
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1] .
Honorable Arthur J. Kremer, Chairman -~ 2 - March 1, 1978

disabled persons. We are asking these moderate income providers to accept
$7.29 pa=r day ($218.70 per month) for a full range of services. Enclosed
is a letter from a family care homeowner in my district who is seriously
considering leaving the program in April because we are exploiting her.
Also enclosed is a Newsday article which praises the quality of care she
is providing for her three clients. The proposed cuts will drive more
patients into unsupervised and unlicensed hotels and boarding houses.

We must not permit it.

-

D, Discharge Planning Coordinators

Discharge Planning Coordinators can do much to prevent the oversaturation
of communities like Long Beach, Sayville, and BayShore. The Executive .
Budget proposes 160 such persons be added, but the Department had asked
for 220. The difference in cost is not great, and in view of the vast
problem we both face in our respective communities, I believe this is not
a place to scrimp. - -

. .
PR

A
E. Cuts in Personal Service Items . ﬁ

Apparently 570 positions in certain institutions are to be cut and phased
in at other institutions six months later. Staff-patient ratios already
are dangerously inadequate. Having seen what some past staff cuts have
done to certain state hospitals (including Pilgrim which lost accreditation
and nearly lost $21 million in federal funds a few years ago, until we
put staff back to obtain re-accreditation), I am very wary of the impact
of such cuts on the quality of patient care. My hearings on abuse of
mental patients in the institutions indicate that all too often they were
attributable to staff cuts, so that the responsibility was as much our
own as anyone else's. I trust you and the staff will scrutinize very
carefully the nature of the cuts and changes and eliminate those which
will impact unfavorably on patient care.

FP. Out-Patient Care at state psychiatric centers

There is no funding increase for such care, which in an inflationery time
means realistically a cut. In a time when localities are demanding that
we end the dumping of mental patients, how on earth can we justify such
cuts, which deny appropriate out-patient aftercare services? We ought

to be increasing funds for this by substantial amounts,as we ought also
to be doing with the outreach effort to insure that previously discharged
patients are getting the services they need.

Thank you for considering these items of concern.
Very truly yours,

il

Paul Harenberg
Member of Assembly
PH/jaqg
Encs.



APPENDIX D

- Lawrence C. Xolb, M.D.
: Commissioner
State of New York
Department of Mental Hygicne
44 Holland Avenue _ =%
Albzny, MN.Y. 12229 )

February 14, 1875

DIVISION OF MENTAL HEALTH
MEMORANDUM NO, 75-6

TO: State Psychiatric Center Directors
Regional Directors : - ot

Central Office Distribution #3

SUBJECT: Patient Discharge Poli:y

Over the past year patients have had fewer problems when dis-
charged to the scrvice area of another psychiatric center. More
cooperative planning has taken place for these patients. One
would expect the problems resulting from this kind of transfer to
diminish even more with the implementation of 620-621 legislation.
Howeveyxy, some difficulties remain and I thiuk it is timely to
direct your attention to previous memoranda on the subject. (1)
-It should be clearly understood that no patient is to be placed
in the service area of anoihex psychiatric center without the
prior approval of the receciving director. In this context
placement means that the discharging center takes the initiative
. in the placement process as is so often necessary in the case
of many long-stay patients. No patients should be placed at the
center's initiative unless their treatment needs are better
served in the community than at the center. For those patients
who leave against advice or voluntarily elect to live in the
service area of another hospital, every effort should be made to
see that appropriate care is provided. The goal of this policy
is to help provide the best possible living arrangement and .
rehabilitation program for the patient. The policy is not meant
to restrict the free choice of individuals but rather to assure
appropriate and timely care after leaving the center..

When, on a temporary basis, it seems best for staff from the -
sending center to.render services in the area of the receiving )
cznter, such services should be coordinated ky the receiving center.
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At the time of the annual allocation of resources (in april),
adjustments are and will continue to take into account increased
or decreased workload and shifts &f patients frcom one area to
another. This method, howeaver, does not allow for the unplanned
and/or the unforeseen shifts which might take place during the
year. It therefore seems reasconable that when a significant
number of patients are to be placed out of the hospital's usual
catrchment area, a plan for this should be made during the ragulaws
planning cvcle. This plan should include the number of patients
involved, kinds of care required, the resources needed to care
for the patients and the resources available. It is reasonable
thut some of the clinical staff freed up by the release of these
patients follow them to the aresa where they are placed.

The Division of Mental Health will work with others in the Depart-
ment to determine guidelines for the shifting of staff when this
seems indicated. Any staniards adopted may have to be modified
when significant inequities already exist in staff-patient ratios
of the institutions involved. 1In any event, monitoring the new
disposition forms will show where patients are going at time of
discharge and will provide the »asis for mid-year inter-center
adjustments of staff.

™~ e

—

Robert A. McKinley, M.D.
Deputy Commissiconzr for
Mental Health

(1) 72233 dated May 19, 1972, addendum to 72-33 dated July 17,1372;
73-11 dated Feb. 27, 1973; an unnumbered memorandum dated
January 8, 1974; and another unnumbered memorandum dated
February 22, 1974. These memoranda outline the evolution
of Departmental thinking in the area of community care and
placement of the hospitalized patient.
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THE CONFERENCE ON THE CHRONIC MENTAL PATIENT .

REPORT_AND RECOMMENDATIONS TO THE
- PRESIDENT'S COMMISSION ON MENTAL HEALTH

INTRODUCTION

There is no more urgent concern than the needs of the chronic mental
patients who suffer from severe, persistent or recurrent mental illnesses
with residual social and vocational disabilities. As a result of the de-
institutionalization programs of the past decade and the continuing rapid ~
increase in the size of the high risk populations that generate the chronic
mental patients, the problems associated with the care of these patients
constitute a national crisis. The Conference on the Chronic Mental Patient,
sponsored by the American Psychiatric Association, in collaboration with the
President's Commission on Mental Health, was held in Washington, D.C.,
January 11-14, 1978 and addressed the striking inadequacy of care, treatment,
and rehabilitation of this group, estimated to number over one million

Americans.

Chronic mental patients are all ages. They may reside in community or
institutional settings. Chronic patients have a host of special and unique
problems including: high vulnerability to stress, difficulty coping with de-
mands of everyday living, extreme dependency needs, and difficulty securing
adequate income and holding down a job.

The term "chromnic mental patient' stigmatizes the people concerned and
obscures their diversity and potential for improvement. While these people
do have a chronic illness that requires medical and psychiatric attention
over a long period of time and are, therefore, appropriately called patients,
it is equally important to recognize them as persons with continuing disability.
The disability concept carries the positive implication that a psychosocial
rehabilitation approach should compliment their treatment.

Successful programs for helping the chronic patient offer a variety of
residential and non-~residential services on a continuum to insure that care
is tailored to meet individual needs, easy access and re-entry to services,
and responsiveness to crises. Such programs use the skills of persons with
an interest in and knowledge about chronic mental patients, balance and active
outreach with the encouragement of self-sufficiency and independence, provide
advocacy and thorough monitoring of patients, and encourage interagency coop-
eration and referral. Horizontal and vertical administrative structures,
sensitivity to incremental degrees of progress, economic stability, account-
ability, and responsibility are also essential features of effective programs.

Obstacles to effective delivery of servieces to the chronically mentally
111 are monumental and include: the attitudes of patients, families, commu-
nities, professionals, and community leaders; the lack of an integrated com~
munity support system; fragmentation of federal programs; the absence of
unified funding; the failure to designate responsibility for treatment, care,
and rehabilitation of the chronic patient; and widespread discrimination in
employment, ambulatory care funding, zoning, etc. amid conflicting and/or
limiting federal and state regulations.
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POLICY STATEMENT

To address the needs of the chronic mental patient, a national public
policy must be adopted. This policy must include:

1. Public sensitivity and financial commitment to a system of opportunities
and services. A systematic approach to caring for the chronic mental patient
must include at minimum: active outreach, medical and mental health care,
functional evaluation, subsistence, an array of special living arrangements,
crisis stabilization, assistance to families, socialization, meaningful and
feasible work opportunities, training in skills of daily living, monitoring,
and case management. The system should recognize that some patients, while
chronically disabled, are only partially disabled. They can function in
supportive situations. The system should be designed to promote growth and
sustain functioning to the maximum degree feasible for each individual in
the least restrictive and most appropriate setting for the individual.

2, Designation of clear responsibility for providing services at appropriate
levels of government. The assurance of care, treatment, and rehabilitation of
the chronically mentally i1l is a national public health responsibility. Thus,
every level of government bears some responsibility to assure adequate services
to this population.

. The federal government should have the responsibility for defining eligi-
bility; identifying and assuring levels of benefits; funding under national
health insurance or categorical programs; establishing regulations ensuring
access, quality and cost effectiveness; and monitoring program implementation.

The state government should assume responsibility for statewide planning,
approval of local plans consistent with that statewide plan; supplementary
levels of benefits and funds; standards and program monitoring within the state.

At the local level, appropriate organizational entities should be responsi~
ble for local planning and integration of services for the chronic mental patient;
administering and/or managing those services either directly or by contract; and

evaluating the programs.

3. Full civil rights for the mentally 111. There should be no discrimination
against the mentally 11l1. The right to adequate treatment in the community and
to confidentiality must be guaranteed. The mentally ill should have full access
to medical, legal, educational, vocational, occupational, housing services and
opportunities. These services and opportunities to the mentally ill should be
provided in settings that allow the maximum independence consistent with the

patient's needs.

4. Reform of funding mechanisms. These should be designed to remove incentives
toward more restrictive forms of care, to remove discrimination against the
chronically mentally 111, and to assure their access to health, human service,
rehabilitation and housing programs. Funding should alsq increase availability
of vitally needed services such as: active outreach, crisis stabilization in the
normal environment, diminution of symptomatic behavior, remediation of functional
skills, meaningful daytime activities, long-term supportive work opportunities,
and case management. ’
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S. The same policy and implementation requirements for classes of service,

levels of care, and accountability that are required of publie and private, E
state, and local health systems and facilities should apply to programs run

directly by the federal government (i.e., the VA and PHS systems).

6. Social and cultural factors. There should be equitable allocation of
resources in the community according to social class, economic, and racial
(ethnic) backgrounds and population density. Delivery of services must be
adapted to meet the cultural values and perceptions or needs of various

ethnic, minority, and subcultural groups.

RECOMMENDATIONS |
FINANCIAL ISSUES

1. Programmatic funds should, as a long-term goal, flow from the federal
to the state level and be earmarked for the chronic mental patient where
possible. This includes monies currently administered under HEW, HUD, Labor,
etc. These monies would only be allocated to local communities or agencies if
programs are accountable in relation to the chronic mental patients' needs for
service.

2. On the federal level, structures should be created to provide over-
sight, both by the Congress and by the Executive Branch, of legislation and
regulations which impact upon the needs of chronic mental patients. A com
parable structure should be established on the state and local level.

3. HEW should perform a national survey'of Medicare and Medicaid eligi-
bility requirements, benefit services, and reimbursement schedules. The sur-
vey will elucidate current inequities and will help establish national parity.

4, Chronic mental patients are entitled to full participation in the
health care system. Medicare, Medicaid, and future NHI should not single the
chronically mentally ill out as a class or discriminate against them in any

way.

5. Medicare, Medicaid, and future NHI benefits should include a full
range of inpatient, day treatment, and outpatient services encompassing periodic
medical and psychological evaluation and treatment, resocialization, and re- ]
habilitation.

6. Any future NHI should also include cost effective but positive financial
incentives to encourage professionals to care for the chronic mental patient, so
that the existing patterns of disincentive for long-term care are reversed.

7. TFinancing of mental health and human services should be modified to
assure fiscal incentives toward the least restrictive form of treatment.

8. All federally funded comprehensive community mental health centers
should be required to provide comprehensive services to the chronically ill
mental patient as one of the mandated essential services. »
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Vg, Rega"éi-xg Recomendation 13 in the Prelicinary Report of the oo
President’'s Cormission on Mental Health {advoczting establishment of 8 =~ -
» glass of Intermedizte Care Facilities for mental patients under Medicaid), - - - :
there was consensus in the conference on the need ro consider the following o=
points: R , - CTT

2) There is s current shortare of federzl and ctate funding for Lo 7T . -
.muni:y liv ng arraogesents for the mentally disabled; S - T

B) There is 3 need for a continuum of types of living arrangements, - =~
offering varving degrees of supervision and support; R

C) Funding policies s'hould promote a8 planned, accountable systemof ..

living arrangements withio each state and loczl planning area; -~ -
D) There is a critical ueed t’or improved methods to lirﬂr special 'living :
arrangements with aon-residential treatmenr.. rehabilitation and
support services; .

[ PREEE A

¥) It is vital to recognize that appropriate 1iving arrangements are e
necessary, but not sufflcien: in weering the needs of the mentally -“'-f.'-.'.?.f',.*: .
disabled. "~ . " .. - : - . Do

. . Based on these areas of agreement, it 4s recommended that additional - - -
resources for community living arrangements for the mentally disabled be made ~
available through earmarking of federal and state housing and social service
funds. . - -

With respect to the advisability of specific federal funds for dntermediate
care facilities for the mentally 111, there were two somewbat different poinmts = -
of view expressed. ; -

Viewpoint 1: Some conference participants support the establishment in Medicaid

of a2 class of Intermediate Care Facilities designed specifically to meet the o
conditions and peeds of mental patients, subject to the following provisos: .A) .
That there be strong requirements for maintenance of effort to prevent indiscrimi-
nate discharge of institutionalized patients into .a new type of facility; B)

That a mechanism be established to assure that ICFMI's would be developed ouly

in the context of & planned, integrated service system providing s full spectrum - -
of types of living arrangements and non-residenti3l gervices for the mentally
disabled. .

gpoint 2: Some conference participants, while supporting the intent of the
proposal to establish Intermediate Care Facilities for the mentally 111, - |
cavtioned against The proposal on the following grounds: A) That specific £ ederal
funding for a particuvlar class of facilities might result in overdevelopment of
one type of residential arrangement at the expense of other types; B) That it
might detract from availability of adequate resources for essential non-residential
rehabilitation and support services; C) That it might interfere with developing
flexible local systems based on community needs; D) That it might be more ex-
pensive than a policy that would limit use of medical funds to wore narrowly de-
fined wedical needs, and would support housing arrangements from non-medical
resources., ~—
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-

CIVIL RIGHTS
There should be federal legislation or regulations to:

1. Prohibit discrimination against chronic mental patients in employ-
ment and housing.

2. Endorse a right to adequate treatment in the community.

3. Endorse a right to treatment in the least restrictive setting con-
sistent with each patient's treatment needs.

4. Protect confidentiality while allowing access to relevant Information
for legitimate treatment, planning, and research needs.

5. Support the amendment of Title VII of the Civil Rights Act of 1964 to
prohibit discrirination in employment on the basis of handicap.

&. Create tax incentives to encourage hiring of the partially disabled.

7. Support the amendment of Title VIII, Fair Housing, of the Civil Rights
Act of 1968, to prohibit discrimination in housing on the basis of handicap.

8. Enable the Department of Housing and Urban Development: a) to encourage
states and localities to allocate additional Section 196 funds to develop more_
group care facilities, and b) to make additional Section 8 rental assistance
funds available to mentally disabled persons living in group homes.

9. Develop and fund an advocacy system independent of service providers
to help insure the implementation of patients' rights. This system should either
be part of the protection and advocacy system created by the Developmental
Disabilities Act or should be modeled on that system.

PSYCHIATRY'S ROLE IN THE CARE OF THE CHRONIC MENTAL PATIENT

Since care of the chronic mental patient is a public health responsibility,
4t 4s incumbent on psychiatrists and other physicians to take an active role in
attending to the needs of this population. Even though psychosocial problems
may predominate, the medical and psychiatric needs of the chronic mental patient
require vigilant monitoring. In addition, psychiatrists have a responsibility
in the development of comprehensive services for the chronically mentally 11l and
should be involved at all levels of program planning, public education efforts,
training, and research related to preventive care and rehabi{litative services.

-THE CONFERENCE ON THE CHRONIC MENTAL PATIENT
American Psychiatric Association

- . ] Washington, D.C.
: January 11-14, 1978




.APPENDIX E (continued)

- R | e
- . e

R " : .

- T : ADMINISTRATIVE 1SSUES

. As a 10 g-term goal, the federal governmment should take responsibility -
T ‘Ior leadership and advocacy of care for the chroaic mental patient; establish
policy and ensure consistence in zall relevant agency policies; and set basic
- programmatic guidelines and regulations.

. ‘State goveraments should carry out the leadership, patient advocacy, and
planning functions on a statewide basis for distribution of federal monies;
= .. supplement federal funds with state monies; and designate local authorities to
have program re.sponsxbility. -

Local au‘.horides should designac specific local entities to perform
'~ program activities; coordinate the planning and provision of services; hold
local entities accountable for these services; establish entitlement for
- .chronic mental patients to relevant support systems; ensure non-discrimination;
and provide local entities with the formal authority over support system re-
..sources such as welfare, rebabilitation, etc. applicable to this population.

As— for the immediate goalgﬁ o

S 1. As recommended there should be established oversight mechanisms at the

=" federal level, such as a select committee in Congress comparable to the Select
Committee on Aging, and an executive branch equivalent, which would oversee
“federal legislation and regulations vhich apply to chronzc wmental patients.

2. Each state mental health authority should designate a single person/office
" to assume primary responsibility for acting in behalf of, and planning and
supporting services for chronic mental patients.

: 3. -State mental health plans should fix responsibility within each local
Planning area with a single community agency that assumes the role of convenor,
catalyst, coordinater, community organizer and advocate for meeting the full
range of needs of chronic patients. The type of agency that can best assume
this role may vary from community to community, depending on what is available.
In all cases, it .:Ls essential that such responsibility be clearly assigned and
tecognized.

4. ‘Clinical integ’aticm should be done by the local area health or mental
health planning body independent of any care delivery system of its own which
. wmight represent 8 competitive interest. This also applies on the state level.

"S. Accountability is a <ritical element to assure that the services promised
<. are actually delivered. Evaluation of these services must be consistent and
- wequally applicable to all service providers. Efforts should be made to limit
the costs and bureaucracy of the evaluation process - possibly by utilizing the
.Health Systems Agency structure or an equivalent - and to encourage a positive
attitude in enforcing accountability, i.e. evaluators should be oriented toward
"helping recipients satisfy not only regulatory requirements but also to improve
- --services, in addition to identifying service deficiencies and threatening penalities.
~%. The emphasis on development of staff and facilities for the chronic mental
"patient should be upon makingz vse of existing functions and resources including
“the family whenever possible and restructuring and reordering such programs in
-ways that better meet the needs of the chronic mental patient rather than upon
Duilding 2 whole new network of programs and services. The development of new ‘
" ..-approaches and capacity should be encouraged at the local 2evel and technical |
- assistance should be provided to enable this. 1
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ADMINISTRATIVE 1SSUES

for leadership and advocacy of care for the chronic mental patient; establish
policy and ensure consistence 1n 2ll relevant agency policies; end set basic

- -=> programmatic guldelines and regulationms.

‘State governments should carry out the leadership, patient advocacy, and
p‘.lanning functicns on a statewide basis for distribution of federal wonies;
- supplement federal funds with state monies; and designate local autherities to

. }xave program responsibilicy. <

T ‘Local aut‘norities should designate specific local entities to perform

program activities; coordinate the planning and provision of services; hold

local entities accountable for these services; establish entitlement for ' .

- -chronic mental patients to relevant support systems; ensure non-discrimination;
_ and provide local entities with the formal authority over support system re=-

- ..sources such as welfare, rehabilitation, etc. applicable to this population.

As fo.r. thé immediar.e goals-: -

- s As recomended there should be established oversight mechanisms at the
federal level, such as a select committee in Congress comparable to the Select

Committee on Aging, and an executive branch equivalent, which would oversee »

- i federal legislation and regulations vhich apply to chronic mental patients.

2; Each state mental health authority should designate a single person/office

- to assume primary responsibility for acting in behalf of, and planning and

supporting services for chronic mental patients.

3. -State mental health plans should fix responsibility within each local
planning area with a single community agency that assumes the role of convenor,
catalyst, coordinator, community organizer and advocate for meeting the full
range of needs of chronic patieats. The type of agency that can best assume

* this role may vary from community to community, depending on what is available.

In all cases, it :is essential ‘that such responsibility be clearly assigned and
tecognized. A .

-lu ‘Cliniéal integration should be done by the local area health or mental
health planning body independent of any care delivery system of its own which
might represent & competitive interest. This also applies on the state level.

“5. Accountability 1is & critical element to assure that the services promised
are actually delivered. Evaluation of these services must be consistent and '
_equally applicable to all service providers. Efforts should be made to limit
the costs and bureaucracy of the evaluation process - possibly by utilizing the
Bealth Systems Agency structure or an equivalent - and to encourage a positive
‘attitude in enforcing accountability, i.e. evaluators should be oriented toward
belping recipients satisfy not only regulatory requirements but also to improve

. services, dn addition to identifying service deficiencies and threatening penalities.

‘6. The ewmphasis on development of staff and facilities for the chronic wental
patient should be upon making use of .existing functions and resources inciuding
‘the family whenever possible, and restructuring and reordering such programs in
-ways that better weet the needs of the chronic mental patient rather than upon
building a whole new network of programs and services. The developwent of new

.- approaches and capacity should be encouraged at the local level and technical !
c - assis:ance should be provided to enable this. ' ‘ ‘
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As a 10.‘b-ter= goal, the federal government should take responsibility
for leadership and advocacy of care for the chronic mental patient; establish
policy and ensure consistence in all relevant agency policies; and set basic

- programmatic guidelines and regulations.

. State governments should carry out the leadership, patient advocacy, and
ylanning functions on a statewide basis for distribution of federal monies;

~ supplement federal funds with state monies; and designate local authorities to

- have program responsibilicy. =

"3"."—&-; -

R Local authorities should designate specific local entities to perform

" program activities; coordinate the planning and provision of services; hold

local entities accountable for these services; establish entitlement for ' .

- -chronic mental patients to relevant support systems; ensure non-discrimination;

. and provide local entities with the formal authority over support system Tre-
. sources such as welfare, rehabilitation, etc. applicable to this populatiom.

e As fdr- the. immediate goalé: .

A L. As recomended there should be established oversight mechanisms at the

federal level, such as a select committee in Congress comparable to the Select
Committee .on Aging, and an executive branch equivalent, which would oversee

-

: }-“federal legislation and regulatlons which apply to chronic mental patients.

.-2. Each state mental bealth authority should designate a single person/office

- to assume primary responsibility for ascting in behalf of, and planning and
"supporting services for chronic mental patients.

~ ‘3. -State mental health plans should fix responsibility within each local
Plaonning area with a single comwunity agency that assumes the role of convenor,
catalyst, coordinator, community organizer and advocate for meeting the full
range of needs of chronic patients. The type of agency that can best assume
this role may vary from community to community, depending on what is available.
In all cases, it :is essential that such responsibility be clearly assigned and
tecognized. ' o .

4. ‘Cliniﬁal integra_tiofx should be done by the local area health or mental
health planning body independent of any care delivery system of its own which
aight represen: a competitive Interest. This also applies on the state level.

"S. Accountability is 8 <ritical element to assure that the services promised
are actually delivered. Evaluation of these services must be consistent and
equally applicable to all service providers. Efforts should be made to limit
tha costs and bureaucracy of the evaluation process - possibly by utilizing the
Bealth Systems Agency structure or an equivalent - and to encourage a positive

.attitude in enforcing accountability, i.e. evaluators should be oriented toward

helping recipients satisfy not only regulatory requirements but also to improve
services, dn addition to identifying service deficiencies and threatening penalities.

‘6. The empbasis on development of staff and fac f1ities for the chronic mental
patient should be upon making use of existing functions and resources including

‘the family whenever possible and restructuring and reordering such programs in
‘ways that better weet the needs of the chronic mental patient rather than upon

bduilding a whole new network of programs and services. The developmwent of new

- approaches and capacity should be encouraged at the local tevel and technical
: aasistance should be provided to enable this.
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As 8 long-term goal, the federal government should take responsibilirty
for leadership and advocacy ©f care for the chronic mental patient; establish
policy and ensure consistence in all relevant agency policies; and set basic
- programmatic guidelines and regulationms.

. State govercments should carry out the leadership, patient advocacy, and
planning functlons on a statewide basis for distribution of federal monies;
supplement federal funds with state monies; and designate local authorities to

have progran Tesponsibiliry. - .

Local authorities should designate specific local entities te perform

" program activities; coordinate the planning and provision of services; hold
local entities accountable for these services; establish entitlement for
chronic mentz] patients to relevant support systems; ensure non-discrimination;
and provide local entities with the formal authority over support system re-

. sources such as welfare, rehabllication, etc. applicable to this populatiom.

As" for the immediate goals_': o

1. As recommended there should be established oversight mechanisms at the
federal level, such as a select committee in Congress comparable to the Select
Committee on Aging, and an executive branch equivalent, which would oversee
- "¥federal legislation and regulations which apply to chronic mental patients.

2. Each state mental health authority should designate a single person/ofiice
to assume primary responsibility for acting in behalf of, and planning and
supporting services for chronic mental patients.

: 3. "State mental health plans should fix responsibility within each loezl
planning area with a single community agency that assumes the role of cenvener,
catalyst, coordinator, community organizer and advocate for meeting the full
range of needs of chronic patients. The type of agency that can best assume
this role may vary from community to community, depending on what is available.
In all cases, it is essential that such responsibility be clearly assigned and

Trecognized.

4. "Clinical integrarion should be done by the local area health or mental
health planning body independent of any care delivery system of its own which
might represent 4 competitive interest. This also applies on the state level.

"S. Accountability is a critical element to assure that the services promised
are actually delivered. Evaluation of these services must be consistent and
equally applicable to all service providers. Efforts should be made to limit
tha costs and bureaucracy of the evaluation process - possibly by utilizing the
Health Systems Agency structutre Or an equivalent - and to encourage a positive
attitude in enforcing accountability, i.e. evaluators should be oriented toward
helping recipients satisfy not only regulatory requirements but also to improve
. services, dn addition to identifying service deficiencies and threatening penalities.

6. The emphasis on development of staff and facilities for the chronic mental
patient should be upon making use of existing functions and resocurces dincluding

"the family whenever poesible, and restructuring and reordering such programs in
ways that better meet the needs of the chronic mental patient rather than upon
duilding a whole new network of programs and services. The development of new

- approaches and capacity should be encouraged at the local 2evel and techniecal
assistance should be provided to emable this. v
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7. The state should be discouraged froz developing new state-owned and .
operated facilities for chronic mental patients and should phase out present
facilities over time. White states must assure an adequacy of facilities to
meet the needs of chronic mental patients, these should not be state—owned
and operated.

CONTINUITY AND PROVISION OF SERVICES

.31, Barriers should be removed to assure access of chronic mental patients
to & full range of health, mental health, rehabilitation, income maintenance,
social, employment and related opportunities and services appropriate to their
needs in the least restrictive setting.

2. The system of care should be continuous between institutions and
local programs and there should be well developed systems for interservice pro-
gram referral.

3. It is necessary to establish and support case management to enable the
chronic patient to use and benefit from community resources and programs. Such
management should be based on a comprehensive treatment and management plan with
the patient, and if possible the family, involved inm the planning and delimeation
of responsibilities. -

COMMUNITY EDUCATION

-

1. A1l involved consumer, professional, para-professional, and governmental
bodies should mount a coordinated education and lobbying program, using pro-
fessional communication expertise, to inform the public about the needs of the

chronic mental patient and how to meet them.

2. Community education must be oriented towards increasing the visibility
and status of programs directed to chronic mental patients.

T " TRAINING

1. Expand or establish training programs for persons in the skills appro-
priate to the needs of the chronic mental patients.

2. Modify and re-orient current professional training programs toward an
interdisciplinary focus to enhance professional capacity to treat and care for
the chronic mental patient. This should include: retraining persons from a
chronic care setting to a community/rehabilitation model; training persons work-
ing ip nursing homes; training for leadership in geratrics; training emphasis
on strength-assessment; and training persons to help patients acquire skills of

everyday living. B

3. Provide funding to implement the above re-training provisions and
provide incentives for state governments to carry out this statutory responsi-
bility where necessary. :

—

RESEARCH

There must be a continuing emphasié on tesearch in the area of chronic
mental 1llness, including: etiological, therapeutic, outcome, and effective

service delivery issues. -
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THE ASSEMBLY
STATE OF NEW YORK

S Cmrai ‘ -~ ALBANY

Reverend Thomas F. Cribbin

Director

Catholic Charities .

Diocese of Brocklyn ' Co
Office for the Handicapped :
191 Joral=smon Street

Brooklyn, Hew York 11201

Dear Father Cribbin:

As you may be aware, Assembly bill 8474 was vetoed by
the Governor. This bill would have made the language mors
permissive rzgarding types ol services eligible for reimburse-
ment under a progran development grant. The Assembly Mentzl
Health Committee will work closely with the Department of
HMental Hv~‘en5 and the Govarnor's office ©o resolve the

problems wnich caused this bill fto be vetoed.

Further research regarding the contractual and vouchsr
procedures has teen undertaken. 3Based upon this analysis, it
appears that the consolicdaticn of these two rrocedures may
result in some time sav ings for receipt of moneys.

However, the significant delay in this procedure

appears to be the amount of time Audit and Control takes in

reviewing and apvroving contracts Cn the average it takes
£

P e

Audit and Control zpproximately ve and one haif weeks to
perform these functions. As of August 8 of this year, Audit
and Control had tazken from four weeks tc as nucn 2as 10 weeks

to review, aporovs and assizn a number to the contcracts.
We will be asking Audit and Control tq review this procedure
vith the Department of lental Hygliene and maie "ecommendatlons

to us on how this process can be expedited.

The need and demand to increase the number of

community residences 1is great. The Department of Mental Hygiene's

five year plan for ICF-MR facilities has as a2 goal the

.establishment of 100 new comnmunity residences in 1977 and 125
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Page 2
Reverend Thomas F. Cribbin

September 27, 1977

more in '1978. 1In order to reach these goals, it 1s critical
that barriers such as these be examined, and solutions
found. -

We will keep you informed of the responses by the
Department of Mental Hyglene and the Department of Audit and
Control. VWe hope that these efforts will lead to constructive
changes needed to facilitate the development of community
resldences. .

Sincerely,

- Elizabeth A. Connelly

Chairperson .
Standing Committee on Mental Health

Robert C. Vlertz
Ranking Minority lMember
Standing Committee on Mental Health

lse . : N
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THE ASSEMELY
STATE OF NEW YORK

ALBANY
Scptember 27, 1377

Hon. lawrence C. Kolb, M.D.

Commissioner

Department of Mental Hygiene .
Albany, lew York : .

Dear Ccmmissioner Kolb: ;

A major goal of the Department of Mental Hygilene has been the establishment
of community residences for the mentally disabled. We have received correspondence
from Father Cribbin outlining several legislative and administrative barriers
to the expansion of these residences. We have also obrained information which
points out that a major impediment has been the a=ount of time it tzkes the
Department of Audit and Control to review and approve contracts for comrunity

-resldences.

Enclosed is a copy of the letter that we have sent to Comptroller Levitt
urging him to review the contractual and voucher procedures in an effort to
expedite this process. We have requested that the Department of Audit and Control
undertake a joint study in cooperation with the Department of Mental Hygiene, the
purpose of which would be to resolve these administrative problems encountered by
service providers who are attempting to establish and operate community residences.

We urge you to undertake this joint study as soon as possible, and hope
that this effort will help resolve an important barrier to the establishment of
comunity residences. Please keep us informed of the Department's actions in
this area.

Thank you for your cooperation.

Sincerely yours,

Elizabeth A. Connelly
Chairperson
Standing Committee on Mental Health

Robert C. Wertz

Ranking Minority Member

Standing Ccamittee on Mental Health
1sc

~
amiate @
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THE ASSEMBLY ' ,

1 STATE OF NEW YORK <7
T -’ ALBANY

September 27, 1977

Arthur Levitt

Comptroller

Department of Audit and Control
Albany, New York

Dear Mr. Levitt:

A major gocal of the Department of Mental Hygiene is to expand the number
of community residences for the mentally disabled. We have become aware of
several problems which impede the much needed expansion of this program. One of
the obstacles in achieving this goal is the excessive time Audit and Control tzkes
to review, approve and assign numbers to contracts for these residences. :

Analysis of the contractual procedure for community residences indicates that
this process takes your Department on the average of five and one-half weeks to
counplete., We also wish to point out that it has taken Audit and Control from a
low of four weeks to a high of ten weeks to perform this function. This delay has .
caused many service providers tec borrow money to pay for short-term costs while
waiting for approval from Audit and Control.

In order for the State to meet its goals of establishing community
residences and complying with the Willowbrook Consent Decree, it is imperative
that barriers be speedily removed. We request that your Department, in cooperation
with the Department of Mental Hygiene, review the entira contractual and voucher
procedures for community residences. We urge you to submit a report as soon as
possible to the Hew York State Assembly Standing Committee on Mental Health
regarding administrative, legislative and budgetary changes needed to properly
expedite these processes.

Thank you for your assistance in this matter.

Sincerely,

Elizabeth A. Connelly
Chairperson,
Standing Committee on Mental Health

Robert C. "/art:z
Ranking Minority Member,
Standing Ccmmittee on Mental Health
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STATE OoF NeEw YORK

DEPARTMENT OF AuDIT AND CONTROL

ALBANY

L3 N - ————
ARTHUR LaviTs

Starg COoMPTROLLER

September 28, 1977

Hon. Elizabeth A, Connelly

Hon. Robert C. Wertz

Standing Committee on Mental Health
The Assembly of the State of New York
Legislative Office Building

Albany, New York

Dear Ms, Connelly and Mr, Wertz:

I acknowledge receipt of your letter of the 27th,
requesting the review of the contractual and voucher
procedures for community residences. I have asked
Deputy Comptroller Joseph L. Mahran to give his
attention to this project without delay, He will be in

touch with you shortly.

Sincerely,

form b

Comptroller
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STATE CF NEW YORK
DEPARTMENT OF MENTAL HYGIENE

LAWRENCE C. KOLB, M.D. ALBANY
COMMISSIONER

October 11, 1977

Hon. Elizabeth A. Connelly, Chairperson

Hon. Robert C. Wertz, Ranking Minority Member
Standing Committee on Mental Health

The Assembly '

Albany, New York

Dear Assemblywoman Connelly and Assemblyman Wertz:

We would be most happy to cooperate with the Department of Audit and
Control in undertaking a joint study of the procedures for processing
contracts and vouchers for community residences. We, as well as the
Comptroller's Office, have been concerned with this process, and have had
several discussions about reducing the time span. Delays occur at several
points throughout the process. N

As a result of our discussions through the summer, we have been told
that the Department of Audit and Control has obtained budget approval to
add several staff to the Contract Processing Unit. Deputy Commissioner
Gerald Dunn is meeting with Deputy Comptroller Mahran shortly on severazl
problems regarding contracts, and he will discuss with Mr. Mahran how a
joint study can be undertaken.

You mention that your concerm arose from correspoadence you have
received from Father Cribbim. If it is appropriate, I would appreciate
it if you could forward to Mr. Dinn a ccpy of Father Cribbin's letters
te insure that we address all of his concerns.

Sincerel ours,
s s
Ui A

Lawrende C. Kolb, M.D.
Commissioner
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October 19, 1977

Reverand Thomas P. Cribbin, Director
Catholic Charities

Diocese of Brooklyn

Office for the Handicapped

191 Joralamon Street

Brooklyn, New Yerk 11201

Dear Father Cribbin:

As a follow-up to mv letter of September 27, I am en—
closing copies of responses received from Comptroller
Levitt and Commissioner Xolb concerning procedures for
processing contracts and wvouchers for commumity residences.

In the last paragraph of his letter, Commissioner Kalb
has rewuested copies of your letters regarding this
subject. %When I receive your d.k., I'll forward copiles
of pertinent correspondence to Dr. XKolb or you may do
so directly.

Looking forward to hearing from you.
Sincerely,

Elizabeth A. Comnelly = .

BEAC:ave
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c@z'ocese of .;((’3;'-00/4/1/2 —

October 28, 1977

Ms. Elizabeth A. Connelly
Legislative Office Building
Room 828

Albany, New York 12224

Dear Ms. Connelly:

Thank you for your letter of October 19th. You certainly have my
permission to forward copy of my letters to Commissioner Kolb,

I sincerely hope that something very meaningful and practical will
come out of not only Commissioner Kolb's activity but also the
indication in his letter that there have been some movement towards
facilitating the situation with the Department of Audit and Control,

Thank you for your ongoing interest. Be assured of a continued
remembrance in my prayers.

Sincerely in Christ,

"Dt . C .

Reverend Thomas F. Cribbin
Director

TFC/aa

OFFICE FOR THE HaNDICAPPED 191 Joralemon Street, Brooklyn, N.Y. 11201 596-3500
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Please reply to Room 823, LOB
Albanv, lew York

Movembar 7, 1977

Mr. Gerald ©. Dunn

Peputy Commissioner .
Mew York State Department of Mantal Hvaolsne
Division of Administration

44 Zolland Avenue

Albany, Mew York 12229

Dear Mr. Diunn:

As requested by Cormmissioner Xolb, I am sending copies of
correspondence received from Father Cribbin of the Diocese
of Brookxlyn Catholic Charities which, I believe, detail his
scecific concerns.

If thera is anything further you reguire from my ofifice, please
let us know.

Sincerely,

Blizabath A. Connelly -

EAC:ave et
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GERALD E. DUNN

LAWRENCE C. KOLB, M.D.
COMMISSIONER DEPUTY COMMISSIONER .

ROBERT A. McKINLEY, M.D. STATE OF NEW YORK

FIRST DEFUTY CoMmissioneER DEPARTMENT OF MENTAL HYGIENE

DIVISION OF ADMINISTRATION
44 HOLLAND AVENUE
ALBANY, N. Y. 12229

November 15, 1977

Hon. Elizabeth A. Connelly
The Assembly

Legislative Office Building
Room 828

Albany, New York

Dear Assemblywoman Connelly:

Thank you for forwarding the correspondence from
Father Cribbin regarding community residences. Father Cribbin's
comments, as you indicated previously, cover many points in
addition to the processing of contracts and vouchers.

With regard to the latter, we have met several times
with the Department of Audit and Control and are attempting to
accelerate the processing of all contracts and vouchers. Availability
of staff is a factor, but I think Audit and Control and we have a
better appreciation of the problems of each other than we had
previously. I hope that this will be reflected in an acceleration
of the first payment to vendors after a contract has been approved.

erald E. Dunn
Deputy Commissioner |

GED:jah - i
cc: Dr. Kolb
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New York State Department of Civil Service

THE STATE OFFICE BUILDING CAMPUS « ALBANY, NEW YORK 12239

Commission John J. Mooney

. Administrative Director
Victor S. Bahou

President

Mrs. Josephine L. Gambino
December 21, 1977

Hon. Paul Harenberg

Chairman, Subcommittee on Aftercare
Standirng Committee on Mental Health
New York State Assembly

Ie2gislative Office Building
Albany, llew York 12248

Dear Assemblyman Harenberg: _
A\

After review of oral and written testimony presented to your Subcon-
mitt=2e on November 15, 1977, we wWwish to correct misinformation that was presented
to your Subccmmittee about the activities and responsiveness of the Division of
Classification and Compensation to the staffing needs of the Department of Mental
Hygiene.

Representatives from hoth the Civil Service Employees' Association and
tha Capital District Psychiatric Center testified that we have not been responsive
to setting up specialized positions and titles for community service activities.
This is not true. We have approvad several specialized titles to be utilized ex-
élusively in community service settings. Examples of these specialized titles are
Community Mental Health lNurse, Community Education Specialist, Chief of Developmental
Center Community Service, Community Placement Specialist I and II and Mental Hygiene
Halfway House Aide I and II. In addition, we have classified hundreds of positions
under standard titles such as Psychiatric Social Worker and Psychologist for assign-
ment to Community Service treatment programs. Since we are concerned that Community
‘Service responsibilities assigned to these positions may vary significantly from one
cormmmnity program setting to another, as early as May of 1976, we formally requested
that the Department identify those positions assigned to community service settings
and the functions that they are performing so that we could work together to make
apprepriete and nutually agreeable changes to existing staffing patterns, titles and
minimum qualifications. Since we received no response to this request, in lMarch of
1977 the Division of the Budget and tnis Division jointly requested the Department
of iental Hygiene to identify =211 positions engaged in community service activities
throughout the State and to begin formulating proposals for community service staff-
ing patterns and work load meesures. After receipt of this information we planned
“to conduct afleld review of these positions so that we could develop cormunity service
titles and identify appropriate grade levels. To date, the Department of Mental
Hyziene has not provided us with the information requested.
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