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November 14, 1984

Honorable Mario M. Cuomo
Governor, State of New York
Executive Chamber

The State Capitol

Albany, New York 12224

Dear Governor Cuomo,

On behalf of the Governor’s Select Commission on the Future of the State-Local Mental Health
System, I am pleased to submit our final report. It represents the product of an intense 14-month
effort and integrates the comments received in testimony at several statewide public hearings. Of
particular note is the fact that the opinions shared at the public hearings were overwhelmingly
favorable, although we did encounter significant disagreement on some of the creative elements
of the report. The points of disagreement deserve to be further debated during the process
of implementation.

The Select Commission conducted an objective investigation of the fundamental problems facing
the public mental health system in New York State. As part of this investigation, we chose to rely
heavily on the research conducted by several previous groups which have reviewed and reported on
this topic. Our basis for using this information was the recognition of a remarkable sense of
agreement throughout these reports on the identification of systemwide problems and issues.

Our process was an open one involving substantial input from public and private sector providers,
constituent groups, state and local government, and mental health officials from other states. The
document outlines the historic context in which the public mental health system developed in New
York and identifies the barriers to service delivery. It is divided into five key areas: services, finance,
management, planning, and research and evaluation. In each area, the Select Commission set forth
a number of guiding principles and developed a series of practical recommendations to help remove
the barriers to service delivery and establish an accountable system of care.

We hope our agenda for change fulfills your expectation of this Commission’s work. We believe
your directive to seek mechanisms to restructure mental health delivery to better meet the needs of
New York’s mentally ill has been met. The report will, we trust, assist you in setting a dramatic and
progressive future course for the system. It provides a transitional framework for change that will
enable you to implement the recommendations in a manner that is both affordable and practical.
Full implementation of the report will, in present dollars, result in a 15 percent growth of New York’s
present $2.3 billion public mental health system over an eight-year period.

The Select Commission is honored to have participated in this historic undertaking. We stand
ready to take part in the implementation process.

Sincerely,

Jerome M. Goldsmith, Ed.D.
Chairman
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ecutive Summary

. INTRODUCTION

IN SEPTEMBER 1983, Governor Cuomo established a

19-member Select Commission on the Future of the .

State-Local Mental Health System, and directed it to
“advance solutions . . . that will produce a total over-
haul of the system.” Specifically, the Commission was
given a threefold charge:

¢ To recommend a restructuring of mental health ser-
vices to better meet the needs of the mentally ill and
those at risk of mental disability;

¢ To develop improved mechanisms of financing men-
tal health services; and,

¢ To redefine the functions of the state and local gov-
ernments to improve the types of services provided,
and their delivery and coordination.

To meet the challenge of this broad and ambitious
charge, the Select Commission, chaired by Jerome M.
Goldsmith, Ed.D., sought the views of a wide range of
experts and advocates from New York and other states.
It met 13 times between September, 1983 and October,
1984, and also organized nine roundtable discussions
throughout the state to obtain views and recommenda-
tions of county and city officials, and providers and
consumers of mental health services. Eight public hear-
ings were held across the state in September, 1984, at
which more than 200 individuals testified.

This prolonged, open and at times controversial ex-
change of views confirmed the scope and severity of the
problems confronting the state’s public mental health sys-
tem. It also revealed the existence of many worthwhile
programs in both public and private sectors, and many
dedicated professionals whose efforts merit recognition.

The Commission’s report, however, is not a compen-
dium of the specific strengths or weaknesses of individ-
ual programs or providers. Nor is it simply another
treatise on the historical development of mental health
care in New York. Rather, it is an analytic document
that proposes reconstruction of the state’s public men-
tal health system—its services, finance and govern-
ance—so that individual patients may receive better care.

From the outset, the Commission focused on the initi-
ation of short-term actions designed to start the system
moving immediately, if by stages, in the direction of the
Commission’s major long-range recommendations. Con-
sequently, the report not only details problems and
offers recommendations, but also presents a plan for
early implementation.

From its inception, the Select Commission recognized
that the fundamental problems of New York State’s pub-
lic mental health system were well known and well
analyzed. It also recognized that a vision of an ideal
community mental health system has been articulated
with reasonable clarity and great frequency. What was
and is still missing is a specific plan of how to get from
the problem-ridden public mental health system of to-
day to a future system which will provide the essence of
the vision of community mental health.

II. KEY PROBLEMS AND ISSUES

THE FUNDAMENTAL PROBLEMS of the current
mental health system, it is generally agreed, are not
flaws in the vision of community mental health but
outgrowths of the faulty strategy that was chosen to
implement this vision. They are results of a policy of
deinstitutionalization which was implemented badly.

What went wrong? And what are the problems we
must overcome so that New York can begin to move in
the right direction?

The problems are incredibly complex. This fact was
made clear repeatedly during the process of the Select
Commission’s work. But it is still possible to highlight
the major thematic concerns which have been repeated
so frequently since the results of deinstitutionalization
became clear.

A. There has been insufficient funding in the commu-
nity to meet the needs of patients no longer cared
for in state psychiatric facilities. To use the common
slogan, the funds did not follow the patients from
the institution to the community.

Of course, this is a simplistic analysis of the cur-
rent system; and as often as it has been voiced by
the advocates of mental health services in the
community, other advocates have argued that if the
funds followed the patients, the capacity of New
York to provide decent, humane, long-term inpatient
care would be dangerously eroded. Until now, mech-
anisms for moving funds to the community while
preserving the system’s capacity to provide long-
term residential care have proved utterly elusive.

B. Prior to deinstitutionalization, there was a division
of responsibility between the state and local govern-
ments which had worked for over a century. The
failure to restructure this division of labor resulted
in extensive fragmentation:



of priorities and goals

of planning and management
of funding

of accountability

of service systems.

In addition, continued adherence to traditional roles
after deinstitutionalization resulted in what is per-
ceived by many as an institutional bias in the Office
of Mental Health (OMH). OMH has been called
upon to oversee, fund, and regulate the total mental
health system and to operate the state psychiatric
centers. At the very least, this creates a powerful
tension between different kinds and degrees of pro-
foundly important public responsibilities.

C. The strategy of deinstitutionalization in New York
also failed to provide for a significant period of tran-
sition from the old institution-based system to the
new community mental health system or to anticipate
the need for transitional funding which would have
enabled services to be ready for patients arriving in
the community. But, in addition, there was a failure
to anticipate the time needed to overcome fragmen-
tation of perception, of priorities, of vested interests.

The Select Commission report reflects an effort to ad-
dress the fundamental problems highlighted above. Our
recommendations turn on several key notions, namely:

e The achievement of integration of priorities, of

. planning, of management, of funding, of account-
ability, and of services through a regionalized public
mental health system.

¢ The provision of a significant period of transition
during which processes of regional reconciliation will
be required to establish each region’s new integrated
structure and during which the relationship between
the local service system and the state psychiatric cen-
ters will be recast.

e The movement of funds along with patients while, at
the same time, preserving a capacity for decent,
humane, long-term residential care.

® The protection of New York’s communities, families
and citizens from the economic dislocation that would
be created by unemployment of mental health workers.

e The separation of system planning and oversight
responsibilities from the responsibility to provide
service through the state psychiatric centers.

o Preservation of the diversity and pluralism of New
York’s public mental health system within an inte-
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grated framework. There would be state, municipal
and voluntary providers and a variety of regional man-
agement models to fit the variety which is New York.

e Targeting the most needy mentally ill—those who are
chronically dependent on the system for services—
with an initial major infusion of funding which will
lead to an incremental growth of services while also
assuring a maintenance of effort with regard to the
non-chronically mentally ill population. Ongoing
funding for services for both populations would keep
pace with inflation.

¢ The achievement of an integration of mental health
and general health planning through an expansion
of the role and responsibilities of the health sys-
tems agencies.

The Commission’s discussions with literally hundreds
of mental health professionals, providers and families
of consumers, as well as the experience and expertise of
Commission members themselves, led to the inevitable
conclusion that significant changes in the system are
essential. New York, historically an exemplar in mental
health with the first state hospital and the first commu-
nity mental health services legislation, no longer holds
a clear position of leadership and excellence. Its institu-
tions and programs have not kept pace with the innova-
tion and developments that the 1980s require. Indeed,
New York’s web of finance, service systems and govern-
mental relationships, burdened with 30 years of incre-
mental changes, often prevents, not encourages, care
for those in need. This is not a consequence of neglect
in caring or even resources, but rather a persistent fail-
ure to effectively coordinate the state and local sectors.

In the first half of the century, New York’s commit-
ment to the mentally ill led to construction of a state
hospital network that housed over 90,000 inpatients in
1955. Despite the existence of this massive institutional
system, the state welcomed the breakthroughs of the
1950s and 1960s— psychotropic drugs, patients’ rights
and community treatment— and enacted legislation cre-
ating and funding a complex network of community-
based public mental health services that support over
2,500 providers today. However, the legacy of the institu-
tional movement continued, although at a reduced scale.

As a result, New York has the nation’s largest state
hospital system and its largest publicly and privately-
sponsored community services system. The former is
represented in Figure 1, which compares the number of
state-operated inpatient beds in New York with five ma-
jor industrial states.




FIGURE 1: Number of State Psychiatric Center
Patients per 10,000 State Population
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Source: Draft Mental Health Report of State Mental Health Indicators by National
Association of State Mental Health Program Directors, 1982.

The existence of two massive systems with conflicting
viewpoints and operating methods poses serious issues
affecting patient care. State psychiatric centers provide
care at no cost to local government. This encourages
inpatient care, even though community services are rec-
ognized as the more effective and less costly form of
treatment. Recent OMH studies document that 9,000 of
the 21,000 inpatients in state psychiatric centers would
be better served in the community. Unfortunately,
funding shortages and local reluctance to accept and
care for mentally ill persons lead to costly, inappropri-
ate care in large institutions.

Figure 2 represents the level of care required by New
York State psychiatric center patients in 1983.

Over $2.3 billion is spent annually on New York’s
public mental health services, with more than 90 per-
cent coming from state and federal sources. These funds
are not allocated objectively according to patient needs,
but rather too often are a product of restrictive eligibil-
ity criteria, the patients’ age and financial resources.
Some are allocated by local government (local share of
state aid), others are based on net deficit contracts

30 years, individual financing mechanisms were added
to meet legitimate needs or solve specific problems;
taken together, however, they have tended to fragment
care and diffuse responsibility, resulting in a complex,
often counterproductive financing system. These fund-
ing conflicts have been exacerbated by the development
of entangled relationships involving local government,
voluntary providers and state institutions. Growth of the
local and voluntary sectors has been dramatic, but clarifi-
cation of each sector’s responsibilities has not occurred.

The consequence of this failure to clarify accounta-
bility and rationalize services falls directly on the men-
tally ill. The lack of residential alternatives in the
community and disjointed and often ineffective treat-
ment are the symptoms. Even now, mental illness is
poorly understood, and while treatment is very often
effective, there are no real cures for the serious psy-
chotic disabilities—such as schizophrenia. Those directly
affected must rely on their families and professionals
for care of a disease that can be frighteningly disruptive
and often require treatment for many years—for some,
a lifetime.

Mental illness is often a chronic disability requiring

FIGURE 2: Level of Care Analysis - New York
State Adult Psychiatric Center Population - 1983
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sustained, responsive and appropriate care. Yet there is
seldom any effective mechanism to monitor and coordi-
nate the many necessary components of such care for
the client. Frustrated by a fragmented financing system,
providers and governments too often shift patients within
an already strained delivery system to follow the flow of
dollars—not to address real patient needs.
Government has a basic responsibility to protect those
who cannot help themselves. Annually, almost 500,000
New Yorkers receive some degree of care in the public
mental health system, of which more than 80,000 have a
long-term serious mental iliness. Variations across the
state in amounts and types of services available raise a
basic concern for equity. A closer examination of the
appropriateness of services actually used suggests signifi-
cant gaps on one hand, and inefficient use of mental

FIGURE 3: Services Variations by Region in New
York State
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SOURCE: Alternative Futures for Mental Health Services In New York: 2000 and
Beyond, Governor's Health Advisory Council, (1984).
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“health personnel and over-long institutional treatment

on the other.

Figure 3 documents the wide variability of inpatient
and outpatient services throughout the state.

The system has too many discrete elements. Too often,
responsibility for a patient may be interpreted as end-
ing with a single service offered by a provider, although
the patient’s chronic but changing needs may demand
supportive and coordinated long-term care.

Planning requires a clear vision of what is needed;
yet, to date, planning in New York’s public mental health
system has been generally limited to short-term budget
planning. Standards to define the essential elements of
any effective service system are not in place, nor is an
effective mechanism for involving the community in
defining its unique service needs. The critical relation-
ships between mental health and other human service
agencies (e.g., health, housing, mental hygiene, aging,
education and social services) have not been suffi-
ciently developed.

New York’s public mental health services vary widely
in availability, cost and quality. This state has more
psychiatric hospital beds per capita than any other in
the country and spends more than any state, yet most
experts agree that many critical service needs are still
unmet. These gaps are most noticeable in supportive
residential alternatives for both adults and children, tar-
geted preventive services, crisis care, and services to
minorities. But even were these important programs
adequately supplied, the service system would still
urgently require a means to coordinate care and link
patients with the services they require.

[lI. PRINCIPLES

CONFRONTED WITH THESE compelling problems,
the Commission developed a set of operating principles
to guide its choice of recommendations. Briefly stated,
these principles call for:

e Development of a continuum of services.

e Effective linkages among all public mental health sys-
tems to foster continuity of care.

¢ Consolidation of funding and management through
local managements to ensure a single focal point
of fiscal, programmatic and administrative control
and accountability.

e Formula-based funding consistent with patient needs.




¢ Planning for local participation under overall state
policy.
¢ A process to ensure that only those programs that

meet real needs, provide quality care, and can demon-
strate their effectiveness be supported by public funds.

e Integration of public mental health services with
health, mental hygiene, education, aging, housing and
social services programs.

IV. RECOMMENDATIONS

IN ACCORDANCE WITH its principles, and its under-
standing of the populations to be served, the Select Com-

mission sought recommendations that would be practical -

but would address the fundamental needs of the state’s
residents. Obviously there is need to retain the existing
strengths of New York’s system, while allowing flexibil-
ity to respond to changing population characteristics.

These recommendations have two fundamental pur-
poses—to prevent, reduce, ameliorate or cure mental
illness found among the people of New York and to
provide the most effective treatment possible to those
afflicted with mental disabilities. The Select Commis-
sion recognizes the need for three distinct programs:
long-term institutional and community-based services
to those with chronic disabilities; intensive, accessible
but often temporary services to the mentally impaired;
and targeted prevention services to those at high risk of
mental illness. Each program is an essential component
of an effective system of mental health care. The suc-
cessful fulfillment of these functions requires suitable
resources and significant change in New York’s present
public mental health system.

It is evident that no single course of action, whether
in financing, management or services, will solve present
problems. What is needed is a comprehensive restruc-
turing that will bring about intensive, long-term changes
in all the key elements of public mental health care:
services delivery, finance, management, planning, and
research and evaluation.

The Commission’s recommendations for each of these
key elements follow.

A. Services Delivery

1. The Office of Mental Health should provide for the
local delivery of all basic services, including case
management, to the mentally ill.

2. The Office of Mental Health should develop stan-
dards to assure appropriate local service configura-
tions, minimum program requirements and effective
service outcomes.

A complete spectrum of basic services should be read-
ily available throughout the state, including; crisis
services to include mobile crisis outreach; acute, inter-
mediate and long-term hospital care; special needs hous-
ing; non-residential alternatives (day and continuing
treatment, psychosocial clubs, etc.); clinic services; pre-
vention and education programs; and case management.

Consistent with a regional service plan, new services
should be developed to meet critical needs. In many
areas, the initial focus would be on crisis intervention
services and additional community residential settings
to lessen the need for inpatient care. At the local level,
patient-specific treatment plans which must be system-
atically monitored and evaluated will be critical com-
ponents of such care. A strong and effective multi-level
case management system is proposed to insure coordi-
nation of services and the provision of necessary care
to the mentally ill of the state. A major component of
case management will be a client tracking and monitor-
ing system that will provide reliable and updated infor-
mation on the progress of all patients throughout the
service system.

New staff recruitment and training policies should be
implemented to more effectively reach minority clients.

The Office of Mental Health should establish popula-
tion and program standards based on sound needs
assessment methodologies to determine the kinds and
quantities of services required locally. While maximum
local flexibility would be given to develop the appropri-
ate array and configuration of services, they would be
firmly based on criteria reflecting population character-
istics and would be deployed to assure equity through-
out the state.

B. Finance

3. For finance purposes, the population using the pub-
lic mental health system should be divided into three
separate groups, with appropriate definitions and eli-
gibility criteria for each.

4. Funding of services provided in the public mental
health system should be simplified and allocated lo-
cally to effectively address the needs of the mentally
ill population.



5. The state should provide necessary fiscal incentives
and establish a capitalization assistance program for
the acquisition, renovation and construction of facili-
ties to expand special needs housing and community-
based services for the mentally ill.

6. The Office of Mental Health, with the State Depart-
ments of Health and Insurance, should promote the ex-
pansion of private mental health insurance coverage.

To more rationally target the expenditure of over two
billion dollars currently spent in the public mental health
system in this state, the population utilizing services has
been divided into three separate groups, with appropri-
ate definitions and eligibility criteria for each. These
categories are not meant to restrict any patient’s access
to the level of care required nor should any stigma
result from these funding categories.

The first population group, the current long-term
population, will consist of patients requiring the ser-
vices and environment found in either a state psychiatric
center or a licensed family care home.* All individuals
who have continuously resided in either setting for a
defined period of years, to be determined by a special
panel of clinical experts, will be considered part of this
population I and will continue to be financially sup-
ported by the present combination of state, Medicaid
and Medicare funding. For purposes of financing only,
this population will be established as a discrete group
on a fixed date to be determined by legislation, and its
numbers will not be.increased with new patients after
that date. This does not imply, however, that new
patients, not initially eligible for population I, will not
be admitted to state psychiatric centers or family care
programs. Rather, it sets up a new funding arrangement
in which such patients’ care will be financed through
the mechanisms described in populations II and III.
Population I patients can also be moved into the popula-
tion II group as they become capable of living outside
of inpatient institutional settings.

The system dependent mentally ill— population I1—is
comprised of those individuals who are seriously and
persistently mentally ill, requiring long-term supportive
mental health care. These individuals may presently be
in a state psychiatric center, although it is more likely
that they will reside in the community. This population

*Note: A licensed family care home is the combination of a private
residence and a family certified by the Commissioner of the
Office of Mental Health to provide care to no more than 10
mentally disabled persons.
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will consist of individuals who, by clinical assessment,
meet criteria in each of the following three areas:
diagnosis, disability and duration of illness. Individuals
of all ages will be eligible for admission to this popula-
tion. The Commission intends for the local manage-
ment established in each new region of the state to be
held strictly accountable for each individual in this
population. The finance recommendations are intended
to provide local managements with a means of carrying
out this new and critical responsibility.

The recommendations are meant to expand the scope
of services available, finance them at 100 percent state
cost {less federal and third-party reimbursement), im-
prove the mental health services available to persons
residing in nursing homes and health related facilities,
and move patients to the most appropriate settings in
which they may receive proper care. In addition, they
will help us realize more fully the goal of the dollar
following the patient.

As a first step, several of the multiple fundmg streams
should be consolidated, including Medicaid, State
Purpose, Community Support Services and 620 and 621.
Following this consolidation, and based upon the suc-
cess of demonstration efforts, the Office of Mental
Health should move to a system of prospective financ-
ing (capitation). The aggregate dollar amount budgeted
in advance for each region in the state will be calcu-
lated principally on the numbers and characteristics of
those individuals in population II. The key advantage
of this approach is that it determines in advance an
allocation to each local management of the total public
resources to insure a comprehensive range of services.
This initial aggregate amount should be at least equal
to the current funding now available from the present
multiple funding sources. The critical difference in this
proposal is the linkage between the fixed areawide
funding levels and the service responsibilities of the
new local managements. This will reinforce account-
ability, meeting all of the service needs of the patient.
The local managements will utilize these funds to assure
that appropriate services are provided to population 11
clients. Contracts between the local managements and
community-based and state psychiatric center provid-
ers will be the mechanism for distribution of dollars. For
example, the local managements will reimburse state
psychiatric centers on a per diem basis for care rendered
to patients in this population. Funding will also be made
available to augment the mental health services avail-
able to residents of skilled nursing facilities and health
related facilities.



Population III, the periodically served, will consist of
those individuals who intermittently use the public men-
tal health system of care or are at risk of becoming
mentally ill. There will be ample flexibility to allow for
the movement of individuals in population I1I, who ulti-
mately meet the eligibility requirements, to population
11. The provision of necessary mental health services to
population III, including but not limited to crisis care,
clinic, day treatment, partial hospitalization, education,
prevention services and targeted case management
services, should be financed through formula-based per
capita grants to each local management. The per capita
grants should be based on a total area population ad-
justed for key factors such as income, population density,
race, age, transportation problems, etc. The various
forms of funding for this population group would be
superseded by this method. The per capita grant for-
mula approach should be established by state law to
assure that funding levels change with inflation and
changing population dynamics. The local match require-
ment will be essentially continued. The wide range in
current state aid per capita will require several years to
modify to attain reasonable statewide equity.

Recognizing that one of the major impediments to
the expansion of the community-based care system is
securing financing for the acquisition, renovation or
new construction of necessary facilities, a capitaliza-
tion assistance program is proposed that will consist of
several different funding mechanisms. Included are bond
issues, a mortgage guarantee pool, a revolving loan fund
and direct grants. It is hoped that this finite pool of
state capitalization monies will leverage the greatest
private financial participation.

Lastly, the Commission agrees that the present state
statute which excludes mental health care as a required
component of full private health insurance benefit pack-
ages should be examined for possible revision. This
examination should be conducted by the State Depart-

ments of Health and Insurance, the Office of Mental

Health and an interdisciplinary panel representing local
government, the voluntary sector, patient advocates and
the health insurance industry.

C. Management

7. The Office of Mental Health should be reorganized
and assigned responsibility for direction of the state-
wide public mental health system.

8. The mental health system should be administered in
each region by a local management, which may be

sponsored and operated by the state, by a local
government, or by a not-for-profit organization.

9. The public and private employee work force should
be guaranteed job continuity and employment op-
portunities in the expanded community-based sys-
tem of mental health care.

Restructuring of the public mental health system for
more efficient care and treatment must begin at the
state level through reorganization of the Office of
Mental Health. OMH’s functions as services provider,
regulator and community services manager must be
separated. The OMH role as the principal source of
direction to local systems must be reinforced with a
strengthened capacity to plan, set and monitor stan-
dards and evaluate the performance of the community
mental health system.

Even greater systemic changes must be made locally.
In each local mental health region—a county or combi-
nation of counties—a single accountable local manage-
ment is essential. This local management may be a state
government sub-unit, a county, or a quasi-public author-
ity composed of state, county or city officials, and vol-
untary sector representatives.

The process of identifying the appropriate sponsor
for a local management will begin with the develop-
ment of a request for proposal by the Office of Mental
Health. Proposals will be solicited from local govern-
ments and other qualified bodies, and reviewed by OMH
against a variety of objective criteria developed jointly
by OMH and a broad range of public and private sector
representatives. If local proposals are deemed accept-
able, a local management designation will be made.
Should a proposal be unacceptable, or in the absence
of a local proposal, the state would be designated as the
local management. The Mental Health Services Coun-
cil will play a major role in providing OMH with advice
during this selection process. It is expected that local
managements will be phased-in on a statewide basis
within five years.

Local managements must assume responsibility and
be accountable for assuring the delivery of effective
mental health care to defined populations within prede-
termined resource limits. The local management can-
not be a direct service provider, but must be accountable
solely for system management. The intent of the Select
Commission is not to exclude state and/or county gov-
ernments from becoming local managements, as both
are service providers. Rather, it is envisioned that the
local management function can be organizationally sepa-
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rated from that of direct service delivery. Waivers should
be granted by OMH where this separation is impossible.
The local managements would contract with local and
state providers to deliver services which they determine
are needed, and would coordinate such services through
careful case management—assessing client needs, de-
veloping service plans and ensuring and monitoring de-
livery of care. The relationship of local managements
with OMH and its psychiatric hospitals is a critically
important element. This relationship, detailed thor-
oughly in the body of this report, should be fully articu-
lated in a formal bilateral contract, with the roles
and responsibilities of local management and the state
clearly described.

Providers—including state psychiatric centers, volun-
tary hospitals, freestanding clinics and residential pro-
grams—would relate to a local management which is
not a competing provider, but is responsible for assess-
ment and movement of patients through the local pub-
lic mental health service network. The essence of this
approach is to firmly establish patient accountability
with a local management. '

It is imperative that throughout this process of change,
the Governor’s Office and the Office of Mental Health
take all necessary actions to insure job continuity for
employees of state psychiatric centers, as well as local
government and voluntary provider employees who may
be moved from one auspice to another or from institu-
tional care to community-based care. The state should
weigh the broader implications of its proposed system-
wide changes on all mental health employees and
consider several pilot programs that would ease the
deployment of certain workers by providing appropri-
ate training.

D. Planning

10. Mental health services planning should be restruc-
tured as a population-based planning process closely
coordinated by OMH and each local management.

The Office of Mental Health will, with local input,
have the responsibility for defining the service system
and determining the minimum and maximum accept-
able quantity of services necessary to treat a defined
population. Within this framework, local managements
will identify service needs and gaps, and develop an
annual areawide services plan. This plan will be subject
to approval by the Office of Mental Health and will be
utilized at the local level to determine the appropriate
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services configuration within the total resources avail-
able. At the state level, plans from all local manage-
ments will be merged and used to develop budget
requests and set department priorities. The plan will
also include a personnel redeployment plan to insure
continuity of employment for all mental health employ-
ees in the affected area. The Office of Mental Health
will continue to plan for personnel and capital needs at
each of its psychiatric centers.

E. Research and Evaluation

11. OMH should be responsible for promoting research
and evaluation through its renowned research insti-
tutes and other resources.

Basic and applied research into the causes and treat-
ment of mental illness is essential to open new approaches
to the future care and treatment of mental illness. Sys-
tematic evaluation of community mental health pro-
grams is also critically important to establish reliable
and attainable performance standards, and to assure
appropriate quality standards and regulations.

The heart of these recommendations focuses on de-
fining the financing and management roles for the three
populations. Rough statewide estimates are diagram-
matically described in Figure 4:

In summary, the Select Commission’s recommenda-
tions call for changes at both state and local levels.
Essentially, they require that OMH provide overall lead-
ership and establish a framework in which local ser-
vices can be provided with assurance of appropriate
quality, access and continuity of care. The local man-
agements would be responsible for guaranteeing availa-
bility of an adequate array of services within boundaries
established by OMH. The key elements of this pro-
posed system include:

¢ An area network of providers accountable to local
managements under performance standards that
assure access and continuity of quality services.

¢ Financing that fosters accountability by mandating
responsibility for all mental health care required.

¢ A well-defined, accountable local management with
responsibility for serving groups at need in its area. Local
management is the key to systemwide accountability.

¢ A well-articulated, budgeted plan specifying who is
to be served with what services, and having linkages




Figure 4

The Select Commission’s Proposals
Populations, Funding and Key Services

POPULATION GROUPS FUNDING

KEY SERVICES

System Dependent
80,000-100,000*

*Statewide estimates
**1983 estimated aggregate expenditures

SOURCE: New York State Office of Mental Health

(includes Medicaid, Medicare)
$1.1 billion** annually

Population Il Per capita grants supplemented
Periodically Served with insurance, Medicaid,
400,000*

Inpatient care

Populatibn | State Purposes,
Current Long Medicaid and Medicare
Term Care $500 million** annually
8-12,000*
Population |l Capitation

Residential alternatives
Continuing clinic care
Case management

Crisis care
Targeted prevention programs

Medicare, local government funds
$400 million annually

to generic health, social services, mental hygiene, ed-
ucation services and housing providers.

¢ Research and evaluation to improve systems oper-
ations.

V. IMPLEMENTATION STRATEGY

THE SELECT COMMISSION is critically concerned
that the initial actions taken toward implementation
establish a clear and decisive agenda for reform. An
implementation strategy containing several specific steps
to be undertaken without delay is recommended for the
purpose of assuring that the necessary momentum be
developed. The timeliness and success of these actions
will enhance the potential for full systemwide reform.
Below is a brief listing of some of these activities:

A. Draft and seek enaction of major legislation, a
“Comprehensive Care Act for the Mentally IlI,”
which permits a five-year period for the designation
of areas and selection of the local managements
across the state and enables the broad range of fi-
nance and service changes to become a reality.

B. Substantially increase funding for critically needed

services, particularly supportive residential and
day treatment services for both adults and children,
case management, and initial resources for local
managements.

C. Establish at least three -capitation demonstration

programs.

D. Develop state-operated, local government-operated
and quasi-public local managements without delay.

E. Initiate a major reorganization of the Office of Men-
tal Health and develop the tools, plans and services
necessary to begin implementing this report’s major
recommendations.

F. Establish a review panel or use the Mental Health
Services Council to evaluate the implementation of
the Select Commission’s recommendations.

CONCLUSION

THE SELECT COMMISSION recognizes that over 30
years have elapsed since the last major impetus for
change in the basic structure of New York’s public men-
tal health system. The development of community
services, taken as a whole, has fallen tragically short of
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promoting equal availability and access to the full range
of services necessary for humane care. The state, local
government and voluntary provider sectors have as-
sumed, more by accident than by design, different re-
sponsibilities, resulting in a serious lack of accountability,
which has become rather lost and diffused among thou-
sands of different care providers. Our sincere hope is
that by finally addressing these structural conflicts
honestly and pragmatically, a coherent, accountable sys-
tem of local management will emerge, enhancing the
chances for achieving a richer, more humane service
system. New York’s mental health services clearly dem-
onstrate that more than resources, compassion and dedi-
cation in helping the mentally ill are necessary.

We are impressed by the widespread recognition of
these fundamental systemic problems and the broad
consensus on the urgent need for reform. While few
may agree now on the specific solutions to be pursued,
we are convinced that with the support and efforts of
both the executive and legislative branches of state
government, the larger mental health community is pre-
pared to tackle the necessary agenda for change and to
overcome its fear of moving away from the fragile and
inadequate status quo. As the state moves into the ini-
tial period of implementation of these recommendations,
we must never lose sight of the overriding mission that
guides our work—the achievement of a more humane
and effective service system for those most in need.




Introduction

NEW YORK STATE HAS PIONEERED many of our
nation’s historic innovations in mental health care. The
state led the nation at two critical junctures in mental
health care development: the 1890 State Care Act, which
was the first state law to establish a centralized state-
wide humane hospital care system, and the 1954 Com-
munity Mental Health Services Act, which was the
vanguard of community care. Both laws set the model
which the nation followed.

New York State has also been in the forefront of
research and has provided treatment breakthroughs in
many areas, including the development of psychotropic
medication. This medication made it possible for many
people formerly confined to lifelong institutions to func-
tion in the community.

New York State’s innovative history in mental health
care provides a legacy for its future. While past major
innovations in mental health care involved assigning
major responsibility to either the state (in 1890) or local
sector (in 1954), the next major breakthrough, as pro-
posed in this report, involves the cooperative efforts of
both the state and local sectors.

The metaphor—*“The Family of New York”—often
employed by Governor Cuomo must be applied to the
public mental health system. The state and local systems
must be brought together as a family to provide care.

We must begin by acknowledging the following:

e For approximately 80,000 chronically mentally ill
individuals, there is presently no known cure for their
disability. Progress can only be made in controlling
and stabilizing their illness. In accepting the likeli-
hood of lifetime care, we need not abandon them
exclusively to institutions. There are many interven-
tions that allow a disabled person to make the transi-
tion to community life, if not forever, then at least for
protracted periods of time. By identifying those func-
tional ‘deficits’ or ‘pieces of behavior,” if you will, that
make it impossible for a patient to live in the commun-
ity, specialized treatment plans and supportive services
can be applied that enhance the person’s potential
for living outside of institutions and even for learning
to adapt to independent or semi-independent living.

e The care needed for a chronically ill person includes:

—clinical treatment which works in partnership with
the family and friends of the patient;

—case management services;
—an appropriate residence;
—rehabilitative services and supportive work activities.

¢ These four elements of comprehensive care—clinical
treatment, case management, residence, and rehabili-
tation—are all the business of the public mental
health system.*

¢ Continued enhanced research provides the best possi-
bility for a breakthrough in the treatment of mental
illness.

In Governor Cuomo’s first address to the State Legis-
lature on January 5, 1983, he stated: “Over two decades
of deinstitutionalization have dramatically decreased the
census of psychiatric centers . . . But the price of this
effort has been a confused array of conflicting and costly
programs. To chart a course for the 1980s and to achieve
a balance between state and local government responsi-
bilities, I shall establish a Select Commission on the
Future of the State-Local Mental Health System—a
Commission . . . that will advance solutions . . . that will
produce a total overhaul of the system.”

The Governor signed Executive Order No. 24 on Sep-
tember 20, 1983, which established the Select Commis-
sion on the Future of the State-Local Mental Health
System. Its charge was to systematically review the tra-
ditional roles and responsibilites of the state, local gov-
ernment and other service providers, to develop policy
options to improve coordination of various programs
and to evaluate alternative fiscal mechanisms to facili-
tate a comprehensive restructuring of service delivery
and relationships.

As part of the mission, the Governor directed that a
subcommittee develop immediate recommendations to
ease the overcrowding of New York City acute inpa-
tient psychiatric beds. In December 1983, the Subcom-
mittee on the New York City Psychiatric Bed Crisis
submitted to the Governor 16 short-range, concrete pro-
posals for easing the problem by specific actions in-
tended to increase the availability of acute beds where
needed the most, facilitate the transfer of patients to
more appropriate settings, expedite the opening of com-
munity residences and day treatment programs, more
adequately address the specialized needs of the home-
less mentally ill, and promote the integration of provid-
ers and clinicians into a more coherent system of care

*Throughout this report, the term ‘public mental health system’ re-
fers to the wide range of government, voluntary and proprietary
organizations which are licensed, certified and/or funded by the
Office of Mental Health to provide mental health services. The term
public mental health system does not include private practitioners,
the Veterans Administration or other programs not subject to super-
vision by the Office of Mental Health.
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(see Appendix F). Many of these recommendations were
incorporated in the Governor’s subsequent State of the
State Message and the 1984-85 Executive Budget and
have already begun to be implemented.

The Select Commission, composed of 19 members
representing a broad range of public and private sector
interests, followed a very intensive schedule of meet-
ings since September 1983. The Select Commission
also conducted a very open and inclusive process for
involving and considering the many aspects of the pub-
lic interest. .

Seeking guidance from the broader human service
field, the Select Commission was addressed by two for-
mer Commissioners of the Office of Mental Health, the
New York State Health Planning Commission, the Con-
sortium of New York State Health Systems Agencies,
the New York State Departments of Social Services and
Health, the Office of Mental Retardation and Develop-
mental Disabilities, and the Commission on Quality of
Care for the Mentally Disabled. Speakers from the
Monroe/Livingston Demonstration Project, the Confer-
ence of Local Mental Hygiene Directors and various
city and county programs provided a valuable commu-
nity perspective to the issues at hand.

The experiences of several other states, especially
California, Missouri, Pennsylvania and New Jersey, were
also explored. Presentations by key state and local gov-
ernment policymakers from each of these states were
given to the Select Commission. A full list of individu-
als and organizations from which information was sought
by the Select Commission appears as Appendix D.

To provide a forum for open public dialogue on is-
sues and problems, the Select Commission sponsored a
series of nine roundtable discussions—in New York City
(3), Long Island, Eastern New York, Central/Western
New York, the North Country, and the Southern Tier
(2). These discussions, attended by representatives from
the Select Commission, local mental health agencies,
community providers, state psychiatric centers, mental
health advocacy organizations and community organiza-
tions, provided the Select Commission with valuable
insights into local concerns.

To address specific problem areas and work toward
developing recommendations, the Select Commission
organized itself into three subgroups or panels—services,
finance and governance—which met and deliberated
between full Select Commission meetings. Each panel
membership included individuals with special expertise
in its subject area. The work of these panels led to the
preparation of preliminary reports and ultimately to the
principles articulated in chapter IV of this report.

Throughout the exploratory and developmental pro-
cess of its work, the Select Commission has enjoyed the
encouragement and support of the Commissioner of
the New York State Office of Mental Health, Dr. Steven
E. Katz, and his staff.

This report of the Select Commission is organized
into six major chapters. Following this introductory

chapter, chapter II provides an historical context for
our deliberations. chapter III explores the barriers and
deficiencies of the present public mental health system
in New York State. There follows in chapter IV an
articulation of the principles of the Select Commission
which act as a framework for the development of the
specific recommendations contained in chapter V. This
chapter, organized into two subsections, presents the
constraints viewed by the Select Commission as the
parameters within which realistic limits for developing
recommendations were set, and a listing of specific
recommendations. chapter VI is an implementation
strategy identifying specific actions to be taken over a
course of time. This strategy is designed to set forth the
precise steps needed to implement the recommendations.

Prior to the presentation of this report to the Gover-
nor, the Select Commission worked with the Office of
Mental Health, the Division of the Budget and legisla-
tive staff to design the strategic plan for implementing
recommendations for change. During September, 1984,
eight public hearings were conducted throughout the
state to solicit input from the public on the final draft of
this report. Subsequent to these public hearings, the
report was reviewed, revised as deemed appropriate
and approved by the full Select Commission. Appendix
C identifies several aspects of the report that were re-
vised as a result of the public hearing process. A
Governor’s Conference on Mental Health held in
November, 1984, began the long process of reaching
consensus on the major recommendations among all
interested parties. It is anticipated that a timetable for
implementation, including new legislation, will be set in
motion following the conference.

Among the important subjects to be discussed at the
conference, with legislative leaders present, will be the
Select Commission’s proposed enactment of a “Com-
prehensive Care Act for the Mentally IlI” which ad-
vances and pioneers care in the tradition of the 1890
and 1954 legislation mentioned earlier. The act would
incorporate the four points made on pages 2 and 3 -and
include incremental funding increases for required
services. This act, to be developed using the recommen-
dations contained in this report, also assures clear and
definitive accountability for the provision of care. The
state must redesign the methods for organizing and
funding mental health care. First and foremost, the
redefined system of care proposed will insure treatment
and fiscal accountability for the individual mentally
ill patient. Those most in need of care, whatever their
age or disability, should no longer be shunted aside
or overlooked.

Effective care will be provided on a long-term basis
and will be organized so as to allow maximum flexibil-
ity and creativity at the local level. That flexibility will
occur within the parameters set by state regulations but
will acknowledge the diversity required in a state as
large and complex as New York. To these ends, the
“Comprehensive Care Act for the Mentally I11” will set
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in motion the following management, governance and
fiscal innovations:

» Full participation of providers from the state, local
government and voluntary agenices, including short
stay acute hospitals, in local management, in develop-
ment of local regional plans and in direct provision
of care;

¢ Full participation of consumers, their families, advo-
cates, citizen leaders and local government in the
planning and monitoring of care;

e Opportunity for alternative approaches in the or-
ganization of services to respond to unique local
‘characteristics;

¢ Introduction of simplified, patient-oriented funding
mechanisms that will provide incentives for cost-
savings in the delivery of care and will reach all those
who need such care;

¢ Clarification of the many needs of the mentally ill
and of the expectations for service providers in meet-
ing those needs; and

¢ Commitment to capitalize on the state’s leadership in
research and evaluation by enhanced support for those
programs and full integration of those activities into
the daily care provided for the mentally disabled.

The standards and proposals contained in this report
are bold, but pragmatic. They are designed to reflect
realistically the complexity of the needs of the mentally
disabled and to retain the strengths of the present
system, while at the same time redressing the deficien-
cies. Itis a plan which can begin immediately even though
bringing it to fruition will require a sustained effort
over time. If successful, it will be as precedent-setting
as were the New York State Acts of 1890 and 1954.



2 Historical Context

ANY ATTEMPT TO IMPROVE the public mental
health services system must include an understanding of
the historic context of the provision of service and the
evolving philosophies of mental illness and its treatment.

With the passage in 1865 of the Willard Act, New
York assumed the cost and administration of care for
the mentally ill and began to establish institutions for
the insane, relieving local communities of the burden of
caring for this dependent population.! The State Care
Act of 1890, which remained extant until supplanted by
a philosophy of community care in the 1950s, was the
first law in the nation based on the assumption that a
centralized state system could provide a safe environ-
ment for mentally ill persons to receive humane care.’
The advocates of the 1800s envisioned small, rural ther-
apeutic retreats where, through moral treatment or plain
talk, mentally ill people would be cured and would be-
come productive members of society instead of drains
on the public purse. Actually state hospitals “fulfilled a
function for society by keeping the mentally ill out of
sight and, thus, out of mind. Moreover, the controls and
structure provided by the state hospitals, as well as the
granting of asylum, may have been necessary for many
of the long-term mentally ill before the advent of mod-
ern medications.”

As new asylums were built, demand always exceeded
capacity. The state hospital population grew steadily
until 1955, when over 559,000 patients nationwide re-
sided in state-controlled facilities. The New York State
inpatient census peaked in 1955 with 93,000 patients.!
Most hospitals were badly overcrowded and conditions
were often inhumane. Treatment, whether curative or
palliative, was limited by available medical technology
and the shortage of staff.

In the 1950s and 1960s, mental health professionals
began to redefine the purpose of state psychiatric
hospitals. Changing attitudes in the therapeutic commu-
nity championed the cause of community-based mental
health care. New York pioneered the trend toward com-
munity mental health with the passage of the Commu-
nity Mental Health Services Act of 1954. The act
established community mental health boards in each
county and in New York City to, among other things,
coordinate delivery of mental health services at the lo-
cal level. It represented the first involvement of locali-
ties in the care of the mentally ill in the state since the
1800s. As an incentive for localities, the state reimbursed
community mental health boards for 50 percent of their
expenditures, with a cap of $1 per capita of the general

population.? However, the act did not provide for inte-
gration of local services with the state hospital system,
and did not establish a policy of community-based alter-
natives to state hospitals. Instead, care was oriented to
early intervention and acute treatment at short stay
acute hospitals, the philosophy being that if early and
intense treatment could be delivered in a community
setting, future admissions could be reduced.

The philosophy, in fact, was sound. Unfortunately,
the outcome had little relationship to the intent of its
initial design. As a result of this legislation, enormous
pressures were placed on a community-based system
that was incapable of rendering care to large numbers of
patients. More specifically, much of the burden fell upon
the short stay acute hospital system. Over time, this
burden developed into crisis proportions, especially in

- New York City, and perhaps, can best be illustrated by

the following excerpt taken from the Select Commission’s
December 1983 publication entitled, Report of the Sub-
committee on the New York City Psychiatric Bed Crisis:

e high (short stay) hospital occupancy rates, especially
in adult (psychiatric) units (in New York City) com-
monly exceeded 100 percent;

e (there is) evidence that a significant number of patients
are daily waiting admission in emergency rooms; and,

* (there is) inappropriate use of (short stay) hospital
beds, due to a lack of access to non-inpatient care— 20
percent of all (New York City) municipal hospital
psychiatric patients in 1981.

A concomitant development which profoundly influ-
enced mental health treatment at this time was the in-
troduction of psychotropic drugs. The introduction of
drug therapy in 1954-55 allowed the control of symp-
toms so that many patients could be released from insti-
tutions. This breakthrough in pharmacology changed
the treatment of mental illness and led to an optimistic
perception that mental illness could be cured. Because
of this mistaken belief, the needs of some patients for
lifelong care were not fully acknowledged.

In the early 1960s, other economic, legal and political
factors altered the focus of community mental health
care. Originally conceived as auxiliary to large institu-
tions, community-based care became a primary care
alternative as a result of changing federal policies and a
new clinical perspective which was expressed through
the deinstitutionalization movement.




A. The Role of the Federal Government

The experiences of World War II demonstrated the
success of psychiatric treatment in combat emergen-
cies and led to the first federal involvement in the prom-
ulgation of mental health policy.' Congressional passage
of the Mental Health Act of 1946 and the creation of
the National Institute of Mental Health established men-
tal health as a major public health concern. Early fed-
eral research and evaluation activities studied the mental
health problems, but did not involve funding for the
direct provision of services.?

In 1955, Congress established the Joint Commission
on Mental Illness and Health. The Commission’s final
report, entitled “Action for Mental Health” (1961), rec-
ommended improving institutional care and promoting
community-based services. The federal government
chose to place full emphasis on funding for community-
based care."

In a State of the Union message, President John F.
Kennedy criticized “abandonment of the mentally ill
and the mentally retarded to the grim mercy of custo-
dial institutions.”! In 1963, two significant federal devel-
opments accelerated the community mental health
movement and the process of deinstitutionalization.
First, passage of the Community Mental Health Act of
1963 was part of the general expansion of the federal
government’s role in social welfare programs. It pro-
vided for funding a national network of community men-
tal health centers to deliver inpatient and outpatient
services, transitional care, emergency care and consul-
tation/education programs. The act projected creation
of 2,000 community mental health centers. No more
than a third of this goal was ever achieved due in part to
inadequate funding and naive expectations. The com-
munity mental health center legislation provided incen-
tives for the development of community programs, but
it was permeated with notions of the efficacy of commu-
nity care to cure mental illness.* This early view of the
institution as a curative environment was succeeded by
an assumption that community care was curative.

Second, at the same time the federal government was
fostering community mental health centers, it was
enacting sweeping changes in funding for social welfare
programs. Under the “Aid to the Disabled Program,”
now called Social Security Income (SSI), the perma-
nently disabled became eligible for federal financial sup-
port in the community.? SSI supplements enabled states
to place patients, whose primary support was 50 per-
cent federally funded, in the community where costs
were much lower. Title XVIII (Medicare) and Title
XIX (Medicaid) of the Social Security Act in the
mid-1960s provided aid for medical care for the aged
and poor, and created alternative means of supporting
the medical needs of the mentally ill in the community.
However, Medicaid did not pay for adults 22 to 64 resid-
ing in an “IMD” (Institution for Mental Disease), which
had a double impact on state institutions:

e It barred federal support for most patients in state
mental hospitals, thereby limiting a possible source

of funds that could improve hospital care, and contin-
ued to place the financial burden for long-term care
for the adult mentally ill on the states;

e It created a fiscal incentive for states to move pa-
tients 22 to 64 to other forms of care eligible for
Medicaid, such as nursing homes, community settings
with outpatient services, and general hospitals.?

Without these federal entitlement programs, deinsti-
tutionalization would not have happened as quickly,
nor in the same magnitude.

B. Deinstitutionalization

Deinstitutionalizatidn, occurring largely between 1955
and 1978, had three ambitious goals:

1. To prevent inappropriate mental hospital admissions
through provision of community alternatives for
treatment;

2. To release to the community all institutional patients
who had been adequately prepared for release; and

3. To establish and maintain community support sys-
tems for persons receiving mental health services in
the community.’

In addition to the development of psychotropic
medications, the philosophy that community treatment
is better, and available federal funding, other factors
also contributed to deinstitutionalization. In the social
reform era of the 1960s, a more activist judiciary began
listening sympathetically to patient rights advocates who
challenged the manner in which states dealt with men-
tally disabled citizens. A number of major legal princi- -
ples evolved that accelerated the deinstitutionalization
process including:

1. Establishment of “dangerousness” as a criterion for
involuntary commitment (Donaldson v. O’Connor,
1972);

2. Right to treatment in the least restrictive environ-
ment for those accepted into treatment (Lake v.
Cameron, 1966); and

3. Right to fair and reasonable conditions in institutions,
which contributed to rising institutional costs and
provided yet another incentive to states to release
patients to the community. Landmark cases include
those relating to the right to treatment (Wyatt v.
Stickney, 1971) and the right to freedom from harm
(New York State Association of Retarded Children v.
Rockefeller-Willowbrook, 1973).6

Several states, including New York, had begun dis-
charging their inpatients prior to these legal decisions.
New York’s inpatient population fell from the 1955 high
of 93,000 to 76,000 in 1968—an 18 percent reduction.
During 1964-68, legislative and policy changes further
affecting the census of mental hospitals included:

® Reform of the admission laws in 1965 abolished court
certification and provided for admission based on
medical judgment; provided for court hearings on
request and at stated intervals; required notification
of parents and next-of-kin of patient rights; and estab-




lished the Mental Health Information Service to pro-
tect and advocate for the rights of patients;

e Administrative reorganization of state hospitals based
on geographic areas with the goal of linking them to
local service systems; and,

¢ Promulgation of a new admission policy in 1968 where
prospective patients were rejected for admission “if
care and treatment would more appropriately be given
in another facility. Patients should not be admitted
when their problems are primarily social, medical or
financial or for the convenience of some other
facility”! The intent was to direct inpatient facilities
to serve only patients who required mental health care.

The new admissions policy signaled the full-scale
deinstitutionalization of New York State mental hos-
pitals, which continued until 1978. The inpatient census
was further reduced from 76,000 in 1968 to 35,000 in
1975—a 54 percent decline.? This refocused function
for state hospitals occurred without full consideration
of the multiple needs of institutionalized patients, and
assumed that communities were adequately prepared
to care for seriously mentally disabled persons previ-
ously institutionalized. In the early years, it was thought
that most patients would immediately be welcomed into
and respond positively to community life. However, com-
munity services for the chronically mentally ill were not
adequately developed, guidelines for discharge were
unclear, and state/local coordination was lacking.

In addition, many mentally ill persons who were to-
tally unprepared for community living were released
into various kinds of low-income housing including sin-
gle room occupancy (SRO) hotels and rooming houses.
Although often in substandard physical condition, such
housing afforded some semblance of a support network,
however inadequate.

During the 1970s and early 1980s, many former pa-
tients became homeless, as the substandard dwellings
that had formerly provided them with asylum fell prey
to gentrification pressures and were converted to higher
income co-ops. A local property tax abatement and
exemption program in New York City and illegal and
grossly inhumane eviction practices contributed to the
wholesale dumping of previously discharged patients.
The Reagan Administration’s discontinuance of low-
income housing programs and the city’s late response
to pressures for illegal displacement hastened the devel-
opment of the homeless crisis. Neither the state nor
federal governments provided alternate housing. Many
former mental patients were forced to seek housing on
their own, and some were placed in nursing homes,
even though nursing homes are reluctant to accept men-
tally ill persons.’

More recently, federal denials of SSI and SSD disabil-
ity determination reviews have reduced the number of
eligible recipients. Dramatic reductions in federal disa-
bility benefit rolls have forced many mentally disabled
individuals either to attempt to substitute home relief
income assistance at lower rates than the SSI they
had been living on, or to fall completely out of touch
with relief and service systems and join the ranks of
the homeless.®

Not until the mid and late 1970s did mental health
leadership demonstrate recognition that comprehensive
and coordinated supports were required to maintain
persons with long-term disabilities in community settings.
In New York, funding programs such as chapter 620,
(providing state aid for services to individuals who have
a length of stay of five years or longer in a state psychiat-
ric center), community support services (providing
100 percent state aid for services to previously hospital-
ized seriously mentally ill individuals), and community
residences (providing 50 percent of total operating
costs for community residences) were enacted during
this period.

C. Influences on the Treatment of the
Mentally Il

The mental health system must be viewed in the con-
text of broader social and economic forces that may
unexpectedly change and affect the course of service de-
livery. As noted earlier, emphasis on institutional reform,
civil rights and community care was reflected in deinsti-
tutionalization and establishment of community mental
health centers. More recently, public criticism of deinsti-
tutionalization has led to legislation and policy that give
more attention to public protection and greater scrutiny
on placement of psychiatric patients in community set-
tings. This trend is evident in citizen concern over loca-
tion of community residences in their neighborhoods.

Economic forces profoundly affect mental health
treatment. Poor economic conditions and high unemploy-
ment create additional stress for persons at risk of mental
illness, and place significant burdens on their families.
Suicide, psychiatric inpatient admissions and the de-
mand for outpatient services increase proportionately
to rising unemployment rates and economic recession.

Also, the availability of funding affects the system’s
ability to provide quality care and meet emerging needs.
The recent economic recession resulted in federal pol-
icy that curtailed welfare expenditures. Not only has
direct financial support in the Alcohol, Drug Abuse
and Mental Health Block Grant appropriations been
sharply cut, but in its SSI/SSD and housing policy, the
Reagan Administration has withdrawn fiscal support
from the states and localities.

The federal government has placed the burden of
care for the long-term mentally ill on the states. The
pressure on the states has been enormous. The state
mental health care system, with large aging physical
plants requiring large capital outlays and with demands
for improved staffing to meet quality care and accredit-
ation standards, now costs New York approximately $1.2
billion annually.?

The nation’s social and economic policy is clear. Men-
tal health care is the responsibility of state and local
governments. The state is a prime payor and the single
locus for balancing shifting economic realities and so-
cial and political pressures. State, local governments
and voluntary providers are all responsible agents for
the local management and direct delivery of care. Their
integrated effort is essential to future success.




As the characteristics of patients and outside influ-

ences have changed, so too have the roles of the state
and local mental health systems. The success of new
treatment modalities has demonstrated that the seri-
ously mentally ill may require supportive services for
life. The challenge now is to move the institution’s posi-
tive functions—shelter, food, clothing, work experiences
and good medical care—to the community in an inte-
grated, comprehensive way.

A comprehensive, integrated system must guarantee

that:

1.

The patient is the focal point; therefore, the organi-
zation of services, the funding flows and the system of
accountability must all revolve around the individual;

. A broad range of care is available on an intermittent

and long-term basis for life, if necessary;

. Care for a chronically mentally ill person is provided

that includes: clinical treatment in partnership with

family and friends of the patient; case management
services; an appropriate residence; and provision for
rehabilitative and supportive work activities;

. Provision of appropriate residence and supportive

work activities is advocated and in many cases pro-
vided directly by the mental health system;

. Direct mental health care is part of an integrated

range of health, social service, housing, and legal
services necessary to sustain the mentally disabled;

. The system integrates state and local government

and voluntary, institutional and non-institutional
providers;

. Organization and funding of services, while struc-

tured, are flexible to reflect the changing manner in
which needs of the mentally ill are manifested, and
the fact that social, political, and economic influ-
ences themselves constantly change and influence
the mental health care system.



@2 Key Problems and Issues

tj/ in New York State’s Public Mental Health System

IN ITS EXTENSIVE STUDY of New York State’s
mental health system, the Select Commission identified
several major problems with serious policy implica-
tions—problems that have been repeatedly singled out
in previous studies. Mindful of the historic failure to
resolve these issues, the Select Commission decided to
pursue a realistic course, one that would set in motion a
process of improvement which could begin to be
implemented during the present administration.

Since the passage of its Community Mental Health
Services Act in 1954 (the first in the nation), the state
has witnessed a steady movement toward care in the
community. The development of new psychotropic
medications, judicial decisions establishing the right to
treatment in the least restrictive setting and fiscal incen-
tives to reduce the census of state psychiatric centers
have led to a dramatically expanded role for local gov-
ernment and the voluntary sector in the provision,
funding and management of mental health care. What
was essentially a state-operated mental health system,
financed almost entirely by state funds, now involves
approximately 2,500 programs, under diverse auspices,
driven by a complex array of state, federal and local
funding streams. These include 891 licensed outpatient
units, 126 licensed inpatient units, 210 licensed commu-
nity residences, 846 licensed family care homes, and
419 community-based non-residential programs, such
as psycho-social clubs, which do not require licensure.
Of the 1,646 non-family care programs, approximately
70 percent are operated under local and private aus-
pices while 30 percent are operated directly by the Of-
fice of Mental Health.

It is now clear that mass deinstitutionalization is virtu-
ally over—no longer will tens of thousands of patients
be discharged from state psychiatric centers. Data na-
tionally indicate that the 20-year trend of census de-
cline in psychiatric hospitals tapered off markedly during
the past five years. While the average yearly decline in
New York State had been as high as 14 percent during
the late 1960s and 1970s, this decline is currently at two
percent, with most of the reduction being accounted
for by the deaths of elderly patients.” The overall census*
in state psychiatric centers has leveled somewhat and
the development of an integrated service system on the

*Although the total census has leveled off in recent years, particular
demographic groups (eg., young chronics, the elderly) could exert
increased pressure on the need for more beds at times.

community level should become the pre-eminent policy
concern of the state.

The result of 30 years of incremental change—in
services, financing and auspices—has left New York’s
public mental health system confused and fragmented.
A commonly held perception is that a coordinated pub-
lic mental health system is nonexistent in this state.
Where public mental health services are provided effi-
ciently and effectively, they have been accomplished in
spite of the present structure, not because of it.

Perhaps what is most remarkable is how well New
York’s public mental health system does serve the men-
tally ill. The public and voluntary systems treat an esti-
mated 500,000 or 2.8 percent of the state’s population
annually in spite of the underlying structural problems.
Many individual programs under state, as well as local
and voluntary auspices, continue to provide excellent
services; some are nationally acclaimed models.

The following discussion focuses on who is served
and where services are received. There is a fairly broad
consensus of opinion on the barriers to effective service
delivery, financing and management. These problems
and issues are discussed below in the context of their
impact on the public mental health service delivery sys-
tem in New York.

A. Understanding
the Public Mentally
Il Population

Two therapy aides watch anxiously as Roland, a
strong, aging-out patient, becomes irritated and
ready to “blow” for the third time this month.
Roland has been discharged before and each time
comes back more hostile. Roland knows all the
“ropes.” He knows his rights—including leaving
and not taking his medication. He has access to
drugs when he’s “out.” The therapy aides feel futil-
ity when they think about helping or managing
Roland and they know when Roland leaves, he
will not have the community services and pro-
grams which might prevent his readmission next
time. He is one of many for whom the system
offers only a revolving door.

In 1978, the President’s Commission on Mental Health
estimated that 15 percent of the population may need
mental health services at any one time (approximately
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2.5 million people in New York State)." The National
Institute of Mental Health, based on its own studies,
agrees with this 15 percent annual prevalence rate.
However, a relatively small percentage of that popula-
tion seeks treatment and an even smaller percentage is
actually treated by the public mental health system,
although many are treated by private practicing psy-
chiatrists, psychologists, social workers, etc., and in the
general health sector.

Currently across the nation, 1.7 to 2.4 million persons
are considered chronically mentally ill. Included in this
population are 150,000 persons who have received inpa-
tient care for over a year; 750,000 who live in nursing
homes; and 800,000 to 1.5 million who live at home, in
community residential programs or independently, or
are homeless.

National trends indicate that mental health services
are in greater demand than ever before. With inpatient
admissions stabilizing, the number of patients seen in
outpatient settings throughout the country doubled be-
tween 1970 and 1980. The characteristics of patients
seeking mental health services have also changed:

¢ The young adult population between 18 and 45 (the
age range in which the onset of many chronic mental
disorders, including schizophrenia, occurs) comprises
a higher proportion of admissions than any other age
group.'' In New York State, this younger population
represents over 50 percent of inpatient census.

¢ Patients with schizophrenia comprised nearly half of
all resident patients in both 1969 and 1979, but the
patients diagnosed with alcohol and drug disorders
comprised a higher proportion of total admissions in
1979.2

» Patients are sicker and more difficult to treat with
traditional modalities, necessitating development of
new innovative approaches:"

—Major advances have been made in the research
and development of new psychotropic medications
which stabilize mood and behavior and control
symptoms. National statistics indicate that 73 per-
cent of all mental patients were treated with drugs
in 1980 as compared with 56 percent in 1975.12

—Treatment approaches based on the psycho-social
model have demonstrated considerable success.
Based on the idea that functional disabilities can
be reduced through planned environmental inter-
vention, this approach provides patients with the
opportunity to participate in social and vocational
activities. The Fountain House program in New
York City, which has an international reputation
for helping patients with long-term disorders to live
productively in the community, stresses that the
mentally ill require a sense of belonging, participa-
tion and responsibility, and an opportunity to work.’

—Other treatment approaches include the balanced
service system, designed to strengthen individual
functioning through reintegration of the individual
into a normal lifestyle, and the community support
system, (CSS), which designates a core service

agency in a locality that is responsible for identify-
ing and securing needed treatment, rehabilitation
and support services for eligible persons. The CSS
program focuses on the chronically mentally ill per-
son who does not require long-term institutional
treatment. Case management, a vital part of both
of these approaches, assures access to services and
promotes continuity of care and accountability.”

¢ Residential programs have been a major focus for
children and youth. However, statistics indicate that
children with psychiatric problems are more fre-
quently served while living at home, or by other state
service agencies, and are more likely to attend public
school programs.'* Comprehensive community ser-
vices are not widely available for them. The failure of
the mental health system to be mobile and accessible
is a major impediment to quality care. The impor-
tance of reaching this population is further under-
scored by statistical findings which reveal that 50 to
80 percent of mentally ill children retain their disabil-
ity as adults.’

e Over the past few years, increasing attention has been
paid to those mentally disabled youth who have been
served by the child caring systems but who are no
longer eligible for child care because they have “aged
out” and must now be served by the adult care
systems. In New York, most seriously disabled chil-
dren are served by the educational and/or social ser-
vice systems, in which special education or child care
eligibility expires at 21. For those aging-out youth
who are mentally ill and require ongoing and some-
times life-long care, responsibility must be shifted from
educational and social service programs to the mental
health system. Over the past three years, several laws
have been enacted which establish transitional planning
and referral mechanisms for the aging-out population.

¢ According to national population projections, the per-
centage of elderly in the total population is increasing.
Correspondingly, the number of mentally ill elderly is
also on the rise. The rate of individuals over 65 being
served by the mental health system is growing. Al-
most 1,000 individuals per 100,000 elderly persons
within the general population are served as compared
to an average of 720 per 100,000 for all age groups.
New York statistics show that in 1982, for the first
time since 1968, there was an increase in admissions
to state inpatient psychiatric centers among individu-
als older than 65.°

e Mentally ill homeless persons are a major and grow-
ing population that requires the attention of the men-
tal health system. While new supportive housing,
outreach and mobile treatment services have been
developed in the past few years, they are insufficient
in number and require further development. New and
innovative treatment models must be designed, imple-
mented and evaluated if the mental health system is
to serve this population.®

The Office of Mental Health conducted surveys of
patient characteristics in 1981 and 1982. These one-week




point prevalence surveys covered the entire New York
State public mental health system and obtained data
from 99 percent of the provider network. Data derived
from these surveys have been very helpful in describing
patterns of mental health service utilization in New York.

During a given year, approximately 500,000 people
are provided mental health services by New York’s pub-
lic mental health system. The services provided range
from hospital inpatient days to sheltered workshop visits.
Table A summarizes the scope of mental health ser-
vices during 1982 and the relative utilization of state
and local services.

TABLE A

Distribution of Services by State
and Local Providers
New York State—1982

Service State  Local
Residential Days % %
Inpatient 10,200,000 82.8 17.2
Family Care 900,000 100.0
Community Residence! 700,000 10.1 89.9
Other? 100,000 79.2 20.8
TOTAL 11,900,000 78.9 21.1
Non-Residential Visits % %
Clinic Treatment?® 4,900,000 22.3 77.7
Day Treatment 900,000 30.9 69.1
Continuing Treatment* 1,500,000 50.7 493
Certified Work Activity 600,000 33.7 66.3
Other® 800,000 38.1 61.9
TOTAL 8,700,000 30.9 69.1
1 includes crisis residence
2 includes emergency holding beds, forensic dormitory and forensic

observation

3 includes emergency unit clinic
4 includes on-site rehabilitation and day training
5 includes classroom education, psychosocial club and special proce-

dures (pre-admission screening and case management) which are
not part of a specific program

Source: New York State Office of Mental Health, 1982

A number of conclusions can be reached from this
information:

¢ Inpatient days are the predominant modality of resi-
dential service.

¢ State-operated inpatient programs are the major pro-
vider of inpatient days (82.8 percent), although local
general hospitals provide the majority of acute (less
than 90 days) psychiatric inpatient care.

e Clinic treatment is the largest non-residential (out-
patient) program provided in New York State (56.3
percent of all visits)— three times the size of the next
largest category.

» Local agencies are the major non-residential service
providers (69.1 percent).

¢ Local agencies provide 89.9 percent of all community
residence days, while virtually all state community
residence days are in family care.

The following selected characteristics of New York
State’s public mental health system drawn from Office
of Mental Health survey data, highlight some of its
features.'®

¢ Adults are the predominant population receiving both
residential (58.3 percent) and non-residential services
(71.9 percent).

e The majority of people are served by local non-
residential services, approximately 57 percent.

Children and youth (0-18) are primarily served in non-
residential (outpatient) services, while the elderly (65
and over) are primarily served in residential services.
Adults (18-64) predominate in both residential and
non-residential services, accounting for 58.3 percent
of residential and 71.9 percent of non-residential
services.

Children had the lowest rate of residential days per
100,000 population, followed by adults, with the eld-
erly having the highest rate.

¢ For non-residential visits, children had the lowest rate
per 100,000 population followed by the elderly and
the adult population.

¢ Of all individuals seen, 72.8 percent were White,
17.6 percent were Black, 8.6 percent were Hispanic
and 0.9 percent were Asian, native American or
other ethnicity.

¢ Blacks were more likely to receive services than
other groups.

¢ Over 54 percent of those seen had major psychiat-
ric disorders—affective disorders, schizophrenia or
other psychoses.

¢ Frequently referred to as the mentally disabled or
mentally handicapped, a large number (24.9 percent)
of those served in the mental health system are multi-
ply disabled or multiply handicapped. The multiply
handicapped are individuals who have two or more
disabling conditions that lead to functional or life
skills impairment (e.g., mental illness, mental retarda-
tion or other developmental disability, alcohol abuse,
substance abuse or physical handicap). A particular
problem related to serving the multiply handicapped
is the determination of the primary handicapping
condition, and, ultimately, which agency or system
should assume primary responsibility for services.

e The amount and types of service per 100,000 general
population vary considerably across regions of the
state. For example, New York City is high in inpatient
days and visits per 100,000, but relatively low in com-
munity residence and family care days. The upstate
regions are much higher than New York City and
Long Island in family care days. The Hudson River
region exceeded other regions in community days
per 100,000. New York City was highest in clinical
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treatment; Hudson River was highest in day and con-
tinuing treatment and crisis services; Long Island
was highest in day training, sheltered work and class-
room education; and Central New York was highest
in case management.

TABLE B
Major Age Groups of Population Receiving

Mental Health Services
in New York State— 1982

Children

& Youth Adult Elderly
Residential Days % % %
Inpatient 3.8 56.7 39.5
Family Care 0.9 49.1 50.1
Community Residence! 4.0 86.6 9.4
Other? 4.0 90.8 5.2
TOTAL 3.6 58.3 38.1
Non-Residential Visits
Clinic Treatment® 21.0 73.0 6.1
Day Treatment 30.7 61.3 8.0
Continuing Treatment* 2.6 74.1 23.3
Certified Work Activity 0.8 90.3 8.9
Other® 23.5 64.8 11.7
TOTAL 17.8 1.9 10.4

1 includes crisis residence

2 includes emergency holding beds, forensic dormitory and forensic
observation

3 includes emergency unit clinics

4 includes on-site rehabilitation and day training

5 includes classroom education, psychosocial club and special proce-
dures (pre-admission screening and case management) which are
not part of a specific program.

Source: New York State Office of Mental Health, 1984

The Office of Mental Health patient characteristic
survey also helped the Select Commission to describe
the following three categories of mentally ill persons in
terms of the frequency with which they came in contact
with the provider network.

1. Long-Term Care Population

The first group is composed of a large number of
persons who have continuously lived in state psychiat-
ric centers or in family care residences for an extended
period of time. In 1982, 59.4 percent or more than 13,400
patients had been in residence more than five years.
Among state psychiatric centers, this varies from 40 to
70 percent of the total census. Some of these long stay
patients no longer require intensive psychiatric care,
although they do require asylum care, and could be
maintained in community residential facilities with ap-
propriate support services. Until community alterna-
tives are developed, most of these persons will remain
in one of the 33 state psychiatric facilities, of which 23
are for adults and six are for children. In addition, there
are two forensic hospitals and two research institutes.
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State psychiatric centers provide a wide range of
services, including the primary provision of intermedi-
ate and long-term patient care, as well as the provision
of acute inpatient care. Their principal role is to pro-
vide specialized psychiatric care to aggressive, violent
adults and children, multi-disabled individuals, sen-
tenced and non-sentenced forensic patients, and the
aged, including the very infirm and frail elderly. Lastly,
they provide a substantial amount of community-based
care through shared staffing and other community resi-
dential programs.

State facilities have become multi-purpose service
campuses housing programs to meet a wide spectrum
of community needs beyond those of the mentally ill.
There are over 100 different public and voluntary agen-
cies utilizing the state psychiatric center campuses. Ma-
jor programs include six centers for the mentally
retarded, 13 alcoholism treatment programs, two major
shelters for the homeless, four prisons and a major
college. Presently over 90 percent of all buildings that
are in usable condition are occupied by the Office of
Mental Health and other providers. New York State
facilities provide mental health services to people
throughout the state and in some communities repre-
sent the only psychiatric resource.

2. The System Dependent Population

In addition to those patients requiring virtually life-
time care at a state psychiatric center, there are others
who, though severely and chronically mentally ill, are
capable of functioning in the community. These individ-
uals require a highly structured level of support, prefer-
ably coordinated by a single caregiver. This is a very
difficult population group to quantify. Eighty-seven per-
cent of inpatient days provided by the local mental
health inpatient service sector and 42 percent of outpa-
tient visits in the state and local outpatient service sec-
tors are used to render care to mentally ill persons with
functional psychoses.

The issue of where people should receive treatment
is particularly important for this group of persons who
will have frequent contact with the mental health system.
There is reason to believe that there is excessive de-
pendence on hospital treatment. In a 1982 article pub-
lished in American Psychologist, Kiesler reviewed 10
studies in which serious psychiatric patients were
randomly assigned to either inpatient care or some al-
ternative mode of outpatient care (noninstitutionaliza-
tion). In no case were the outcomes of hospitalization
more positive than alternative treatment. Typically, the
alternative care was more effective, as measured by such
outcome variables as psychiatric evaluation, probability
of subsequent employment, independent living arrange-
ments, and staying in school. It was also decidedly less
expensive. The studies provide clear evidence of the
self-perpetuation of hospitalization, as hospitalized pa-
tients were more likely to be readmitted to the hospital.®

3. Periodically Served Population

A third population group is composed of those indi-
viduals who use the public mental health system epi-
sodically. The vast majority of these persons do not




require frequent or continuous contact with the mental
health system. Episodic and new users of services often
first enter the general health care sector for mental
health services; e.g., private physician or short-stay hos-
pital emergency room. The latter is often the entry
point as a result of Section 9.39 of the Mental Hygiene
Law mandating emergency admission if the patient is
felt to have mental illness for which immediate inpa-
tient care and treatment in a hospital is appropriate and
which is likely to result in serious harm to himself or
others. In fact, the National Institute of Mental Health
estimates that a majority of those receiving mental health
services receive them in the general health care sector.
Many individuals, especially children, may receive ser-
vices in the educational and social services sectors, as
well. In addition, about 20 percent of persons receiving
mental health care use the services of private psychia-
trists, private psychologists and private mental hospitals.

B. Impediments
To Quality
Mental Health Services

The Honorable Benjamin J. faces a dilemma in
dealing with 17-year-old Johnny S., who came
before him on the charge of car theft. Johnny has
a history of fighting, truancy and being uncooper-
ative. His behavior stems from long-standing prob-
lems at home. Johnny’s father is an alcoholic, his
mother abused, and neither can deal with Johnny’s
needs. The appropriate response to this situation
would be immediate intervention services, tempo-
rary removal from the home, and family counsel-
ing. However, these options are not available in
Johnny’s community. The judge must choose be-
tween jail and a distant psychiatric center. So
Johnny will enter adulthood, labeled either as men-
tally ill or criminal because of a lack of a contin-
uum of mental health and supportive services in
his community.

New York’s public mental health system is as com-
plex as any state system in the nation. Over 2,500 pro-
viders are licensed, funded or regulated by the Office of
Mental Health. They serve over half a million people
each year. Perhaps the key descriptive term is diver-
sity —in availability, in who is served, in program design,
in duration of service, and in intensity.

This diversity is both the system’s greatest strength
and its most serious weakness. Innovative and creative
providers have developed programs that have become
models for the country—the 1983 Gold Achievement
Awards of the American Psychiatric Association were
given to South Beach Psychiatric Center on Staten
Island, the Compeer Program of Rochester and the
Rockland County Unified Services Program. On the
other hand, many programs are of uncertain efficacy,
and the system’s very complexity has made the assurance
of appropriate care and treatment uncertain.

In the Select Commission’s review of service system

issues, four principal problems emerged:

e Lack of a comprehensive continuum of services in
many areas of the state;

® Problems in access to care;

e Serious barriers to continuity of care; and,

e Lack of standards to assure the quality and appropri-
ateness of care.

1. Need for additional services and better distribution—
There are serious problems in ensuring a full range of
services from intensive acute inpatient care to support-
ive residential and outpatient services. The system tends
to respond to critical episodic needs without adequate
follow-up and preventive services. One result of this
response is the “revolving door” phenomenon.

Patients who cannot be discharged due to a lack of
alternative services or housing in the community fill
costly general hospital and psychiatric center beds.
Underemphasis on preventive programs and family sup-
port services exacerbates the need for a more intensive
level of services. More specifically, deficiencies in spe-
cial needs housing* and effective community-based cri-
sis care programs are critical failings.

2. Access to services—Children, minorities and the
elderly are among those population groups that are most
inadequately served. Programs are not sufficiently rele-
vant or staffed to respond to the ethnic and cultural mix
of the community. Those with multiple disabilities, par-
ticularly drug or alcoho! involvement, find too few pro-
grams available, while the medically indigent face
financial barriers. Often only the most severely ill are
admitted to treatment because the service system is
overloaded. Early intervention, treatment and stabiliza-
tion are delayed and often later increase the degree of
disability and costs. The emergence of a growing young
chronically mentally ill population (18-45) is posing par-
ticularly difficult questions regarding treatment and
outreach. There are few incentives, fiscal or other, to
stimulate providers to develop comprehensive rather
than episodic response programs.

3. Need for structured care delivery — With the multi-
ple levels of care available, a patient could move from a
hospital to a day treatment program, live in a commu-
nity residence, receive medication maintenance from a
number of providers, and later move to a domiciliary
care setting and be served by a rehabilitation program.
This complex care plan should be a common occur-
rence for the seriously ill, yet movement among care ~
settings is often thwarted by differing provider stan-
dards and admission criteria.

The public mental health system has problems ensur-
ing that appropriate care exists and linking it to other
human services. The vast numbers and diversity of pro-
viders within the system have made matching a client’s
needs to appropriate services a complex, difficult and
often impossible task. Each provider, beyond fulfilling
state minimum standards, may define very different pro-

*Supportive and supervised community residences, crisis residences,
domiciliary care facilities, residential care centers for adults, residen-
tial treatment facilities and other congregate care housing.
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gram design and admission criteria, which in turn can
create serious barriers to appropriate care. Too often
there is no one to refer, monitor or advocate for a
patient with multiple needs, such as health care, housing,
employment and income support. The entire range of
human service agencies may be involved. The lack of
coordination and effective access to these human ser-
vices is a profound problem with few mechanisms ex-
tant to assure coordinated care. This is an especially
severe problem for children and the young chronically
mentally ill.

4. Is success measured?—Great strides have been
made in the development of program standards which
define staffing requirements, cost limitations and treat-
ment protocols. There is a critical lack of population-
based planning standards and outcome standards which
measure efficacy. The tremendous variations in mental
health resources across the state, and the availability
and use of services, reflect a lack of need methodologies
which should determine the quantity and type of ser-
vice necessary for a given geographic area. Both the
literature and anecdotal evidence suggest that there are
distinct differences in program effectiveness; some re-
duce hospital care or return patients to sheltered or full
employment better than others. Further evaluation of
the quality of services should focus on these outcomes
so the system can foster what works and change what
does not. Finally, it is essential that workable service
models be well defined and employed.

C. The Dilemma
Of Mental Health
Financing

°

Barry C., a young adult schizophrenic, lives with
his parents. He attends the local mental health
clinic, and medication controls his tendency to
violent outbursts. Barry lacks social and vocational
skills, but the local government has not planned
or budgeted for services beyond the core Medicaid-
eligible services and CSS program, primarily pro-
vided through shared staff. Barry would benefit
from a vocational training/placement program and
a social club environment. Unfortunately, he is
not CSS ‘eligible and will probably become a regu-
lar at the clinic. Without skill development, as his
parents become older, Barry will become increas-
ingly dependent on the mental health system. He
is one of a large population for which community
services are not planned or funded.

Mental health program development efforts are heav-
ily influenced by available funding mechanisms. Too
often, programs are developed in response to funding
streams rather than to patients’ defined needs. Recent
funding mechanisms have tended to be categorical in
nature, that is, they have particular client eligibility
criteria. As a result, persons not qualifying may go
unserved. In addition, some funding may be available
only if services are provided by a particular type of
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provider. For example, Medicaid brought hundreds of
millions of federal dollars into New York and increased
the availability of mental health services. Unfortunately,
the program also led to over-reliance on expensive, of-
ten inappropriate, inpatient services.

Providers of mental health services must deal with
several different sources of public funding, all with sepa-
rate accountability and incentives. This complexity con-
founds both providers and clients. The administrative
burden of dealing with detailed, perhaps conflicting,
rules, regulations and procedures often obscures the
basic responsibility of providing effective care. A -
patient’s clinical need for appropriate services and not
financing considerations should dictate entrance into
the mental health system.

Table C describes public funding sources available to
finance mental health services in New York. The table
is not exhaustive, although it does provide a vivid illus-
tration of the multiplicity of funding sources for mental
health care.

“A review of the funding sources reveals that their
administration is dispersed among several different
federal, state and local government agencies. Mental
health funding also is subject to diverse formulas, meth-
ods and eligibility requirements for reimbursing costs.
Some funding processes are categorical (Medicaid),
some purchase units of services (Community Support
Services), some are deficit financing (State Aid), some
require matching local funds (State Aid), and some re-
quire no local match (Chapter 620). Mental health fi-
nancing is currently made up of a diverse and complex
maze of funding sources with accountability widely dis-
persed among many government agencies.

“The range of county per capita local mental health
expenditures varies as much as the methods of dis-
tributing funds. Analysis of 1981 preliminary county
budgets indicates:

* Gross per capita local expenditures ranged from $2.04
to $130.00.

¢ Local government funds per capita ranged from 49¢
to $15.70.

¢ State aid funding to counties on a per capita basis
ranged from 92¢ to $27.93.¢

“In summary, the diverse methods of financing have
led to a complex system that thwarts accountability
and, in addition, appears to have affected the distribu-
tion of mental health funds across counties.”

Medicaid and state government funding account for
more than two-thirds of New York’s aggregate funding
for mental health services. Private health insurance,
foundation support and philanthropic contributions are
less than 10 percent. In the future, if the federally man-
dated D.R.G. reimbursement system is implemented in
New York State, additional financial pressure would be
placed on short-stay acute hospitals.

Except for Unified Services, most funding mecha-
nisms were developed to meet a specific need, solve a
crisis, or provide services to a particular group, rather
than to help build an effective mental health network.
Although recent funding sources and mechanisms have

_ Digiizedbythe New York State Library flom the Library's collections.




TABLE C

Sources of Public Mental Health Services Financing in New York State—1984

Source

Federal
Medicare

Medicaid

Supplemental Security Income (SSI)

Community Mental Health Centers Act

Alcohol, Drug Abuse and Mental
Health Block Grant (ADM)

STATE/LOCAL

- State Purposes

State Aid to Localities

Unified Services Plan Financing

Chapter 620 of the Mental Hygiene Law

Community Support Services

Direct Sheltered Workshop

Program Development Grants

Demonstration Grants

Subcontract Funding—Local Assistance,
Chapter 620 Community Support
Services, ADM Block Grant

Community Residence Funds

Community Residence Rental Costs

Family Care Adult and Children
Group Homes

OTHER
State Facility Fee for Service Contracts

Description

Limited inpatient and outpatient coverage for the treatment of mental illness
for persons 65 and over and some disabled persons (introduced in 1965).

50 percent federal reimbursement for a wide range of inpatient and outpatient
services for those who meet income eligibility standards (introduced in 1965).

Basic monthly income to the aged, blind or disabled based on income eligibility
standards. State has an option to supplement these federal dollar amounts
(introduced in 1974).

Federal fiinds for construction and staffing of multi-purpose centers
(introduced 1963-65).

100 percent of the net operating expenses incurred by contractors in support of
the Community Mental Health program as defined under the federal omnibus
legislation.

100 percent New York State dollars to support state mental hospitals, hospital-
based outpatient services and the family care program.

Local governments are granted state aid for approved net operating costs,
pursuant to an approved local service plan, at the rate of 50 percent of the
amount incurred during the local fiscal year by local governments and voluntary
agencies under a contract (introduced 1954).

The net deficit incurred by a county pursuant to an approved unified services
plan is funded by the state (introduced 1973).

Local governments or voluntary agencies having a contract to provide services
to persons who were patients in a state facility for a period of five or more years
following January 1, 1969, are granted state aid at the rate of 100 percent of
approved net operating expenses (introduced 1974).

A mechanism for building comprehensive and integrated mental health services
for a chronically mentally ill population, the program is intended to forge

a partnership among service agencies whose common goal is meeting the
community living needs of the target clientele. Funding is provided at the rate
of 100 percent of net costs (introduced 1977).

Voluntary not-for-profit agencies which receive income through the operation
of a sheltered workshop or industrial contract may have that income matched
dollar for dollar through direct contract.

Local governmental units and voluntary nonprofit agencies may receive state
funding in an amount not to exceed 80 percent of the development costs for
community residential facilities, including but not limited to group apartments
and other transitional living arrangements for the mentally disabled.

Local governments and voluntary provider agencies are granted state aid of 100
percent of the net operating costs pursuant to contract with such local govern-
ments and voluntary agencies for approved demonstration projects.

Agencies which subcontract with a core service agency of a Community Mental
Health Center receive 100 percent of their local assistance funding through the
core service agency of the CMHC which in turn receives its funding from the state.
State aid is available to local governments and voluntary agencies, not to exceed
50 percent, for acquisition or construction of community residences for the
mentally disabled and for operating costs.

Funding is provided for all rental costs incurred for community residence pro-
grams at 100 percent of net cost.

State aid is provided to cover 100 percent of net cost.

A funding mechanism used by the Office of Mental Health (OMH) to supplement
the State Department of Social Services rate in the amount of $5,000 per bed
per year. OMH will fund 100 percent of the net as long as the net does not
exceed the cost per bed rate.

The Commissioner (OMH) establishes fee schedules annually for inpatient and
noninpatient services.

Source: New York State Office of Mental Health, 1984,
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fostered development of new community-based pro-
grams, they have also created problems. For example,
each funding mechanism established its own eligibility
criteria, reimbursement levels and matching require-
ments; specified the types of programs and services
that were reimbursable; and required the development
of discrete information and reporting procedures. Such
mechanisms led to program development based on
funding criteria and availability rather than on patient
needs. In addition, they shifted costs from local govern-
ment to the state and from the state to the federal
government and set eligibility criteria which created
barriers to many functionally disabled persons receiv-
ing services. They also offered no fiscal incentives to
reward efficient performance or to provide treatment
in the least restrictive therapeutic settings.'

Funds directed to provider agencies sometimes fail
to provide the most needed services or to reach pa-
tients in greatest need because the agencies must re-
spond to multiple economic incentives. In many cases,
the design of eligibility criteria and covered services
does not encourage the most appropriate or cost-
effective care. For example, Medicaid provides com-
plete coverage for inpatient and nursing home costs,
but only partial coverage for outpatient costs. This cov-
erage does not extend to several of the most important
outpatient services required by the chronically men-
tally ill.

Reliance on the Medicaid program as a principal
source of funding has resulted in cost shifting among
levels of government and in a highly medicalized men-
tal health network. The Medicaid formula in New York
is based on 50-25-25 percent federal/state/local cost
sharing. Although federal regulations prohibit Medicaid
reimbursement for persons 22 to 64 in state mental
hospitals, it is available in general hospitals. Since the
state pays 100 percent of the costs of care in state
mental hospitals for this age group, there is a fiscal
incentive for the state to promote inpatient psychiatric
care in general hospitals. Conversely, local governments
have a fiscal incentive to promote inpatient care in
state mental hospitals since the state pays 100 percent
of such costs. Consequently, state and local mental
health authorities may operate at cross purposes, with
financial considerations taking precedence over patient
needs. The Medicaid program’s incentives for use of
general hospitals as a primary site of treatment conflict
with the basic tenets of sound community mental health
care which emphasize alternatives to hospitalization.

D. Management Barriers —
Who'’s in Charge?

Beth is 42 years old and has been in and out of
state mental hospitals for 25 years. Between
hospitalizations, she has lived with a grandmother,
in boarding homes, in welfare hotels and on the
streets. Her current address, according to psychi-
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atric center records, is a vacant lot. No one seems
to know where or how she lives. Despite miles of
computer tape and voluminous records from at
least five health and human service agencies, Beth
is lost to the system.

“When state mental hospitals constituted the primary
treatment site for the mentally ill, the provision of men-
tal health care and treatment was a simple process—
patients entered the system, were treated and discharged
all at one site. Since the state was the major provider,
state responsibility, especially for the severely and
chronically mentally ill, was a reasonable and generally
accepted concept. As policies changed and new provid-
ers emerged, an explosive growth of community-based
programs occurred. Today, inpatient, outpatient and resi-
dential services in New York State are rendered in
hospital-based and freestanding facilities by federal,
state, local, voluntary and proprietary providers. State
hospitals are now only one component in an expanded
network.”® Yet these hospitals continue to receive the
major share of state funds contributed to the total system.

The size and complexity of the public mental health
system, and the need to work toward a truly integrated
system, require that well-defined roles and responsibili-
ties be assigned to the most appropriate providers and
government agencies. On a management level, it is nec-
essary to ensure that policies are developed, articulated
and implemented uniformly and that the system pro-
gresses toward its goals. At present, this is not the case.
On a services level, mentally ill persons often do not
enter the system in a logical manner, fail to receive
needed services, and leave the system with no appropri-
ate follow-up plan of care.

In New York State, management of the public mental
health system is largely uncoordinated, often crisis
oriented and without consistent direction. The multiple
levels of government involved, and the independence
of many provider systems, have diffused and confused
roles and responsibilities, making it difficult to assure
that mental health services are coordinated.

In the 30 years since passage of the Community Men-
tal Health Services Act, no clear delineation of manage-
ment and service delivery roles and responsibilities has
occurred. There is no formal process to govern a
patient’s entry into, movement through and exit from
the system. The system is the result not of rational
design but of chance availability of services and the
willingness and ability of providers to serve.

The state’s public mental health system lacks the clar-
ity and direction necessary to function optimally in a
purposeful and structured manner. What has developed,
unintentionally, is a mental health network operated
primarily by the exigencies facing providers, rather than
exclusively by the needs of the persons served. Indeed,
it is a system motivated by outdated organizational
functions, practices and behaviors, and unable to redi-
rect its mission and goals to complete development of a
community-based mental health system.




During these three decades, voluntary and local gov-
ernment sectors have indeed assumed major roles in
the delivery and management of mental health services—
roles that differ dramatically and are spread unevenly
across the state. But the development of effective mech-
anisms to link the three major sectors—state govern-
ment, local government and voluntary providers—has
not occurred.”

The 1981 Tripwire Agreement in New York City illus-
trates the absence of coordinated mechanisms and ef-
fective communications. It reflects an accord between
the state and city that responds to overcrowding of
psychiatric patients in New York City Health and Hospi-
tals Corporation facilities in Manhattan and the Bronx.
It is a stop-gap measure which does not address the
underlying problem of treatment for the mentally ill or
the basic relationships between state and city hospital
care. “Clearly the quality of patient care suffers under
this arrangement and accountability is weakened while
state hospitals are overburdened.”” The agreement is
mentioned only as an example of the weakness inherent
in the management of the mental health system serving
New York City which would require such an agreement
at all. The lack of clarity regarding roles and responsi-
bilities of the state and the city, each with competing
and often conflicting objectives, is the focal problem of
system management. This problem is endemic through-
out the state although its impact on quality services to
clients varies considerably from one locality to another.

In addition to problems of intra-system coordination,
there are significant difficulties with coordination be-
tween the state-local mental health system and generic
human services. For example, decisions which may per-
tain to housing for the mentally ill are often made unilat-
erally by state and local government agencies in an
administrative environment with little or no input from
mental health agencies. One clear example of this prob-
lem is the establishment and certification of private
proprietary homes for adults (PPHAs). PPHAs are con-
gregate residences certified by the State Department of
Social Services. Initially targeted for a generally frail
elderly population, PPHAs in some areas have become
a significant resource in housing persons with chronic
mental illness. The evolution of a significant subset of
PPHAs for the chronically mentally ill has been, in
essence, a marketplace phenomenon rather than one
shaped by state policy. The resulting mix of populations
poses serious problems for the State Department of
Social Services in regulating these facilities, and has led
to less than desirable mental health services for thou-
sands of persons in need. What is needed is a re-
examination of State Department of Social Services and
Office of Mental Health roles in regulating the quality
of living environments for chronically mentally ill per-
sons residing in Department of Social Services congre-
gate care facilities.

The question, “Who is in charge?” is not simply a
rhetorical device, but a fundamental unresolved issue.
The diminution of the state’s role as a provider, the

concomitant growth of the local public and voluntary
provider sectors, and the multiplicity of funding streams
continue to make the question unanswerable. Article 7
of the Mental Hygiene Law declares that “the State of
New York and its local governments have a responsibil-
ity for the prevention and early detection of mental
illness and for the comprehensively planned care, treat-
ment and rehabilitation of their mentally ill citizens.”
The law further states that the Office of Mental Health
is responsible to see that all mentally ill persons receive
care, and that their personal and civil rights are pro-
tected. It further directs the Office of Mental Health to
train personnel, to regulate and control quality care, to
develop comprehensive plans and to conduct research.
At times, this law has been interpreted as charging only
the state and not other levels of government with respon-
sibility to assure appropriate care for the mentally ill.
However, Article 41.13 of the Mental Hygiene Law
charges local governments with many of the same
responsibilities. As a result, definitions of state and lo-
cal government responsibility have become ambiguous
and subject to different interpretations.

E. Planning —
The Missing Essential

Mary Jane B. is 60 years old. She has spent virtu-
ally all her adult life in a psychiatric center. She
was well adjusted to institutional life. As part of
deinstitutionalization, Mary Jane was discharged
to an adult home but she didn’t like her roommate
and didn’t believe the home fed her adequately.
She left and started roaming the streets, eating
irregularly and sleeping where and when she could.
She wandered into a church where concerned per-
sons called the psychiatric center which suggested
they call the outpatient clinic. The clinic, in turn,
refused to send a health worker. Mary Jane left
and wandered on, her inner voices becoming
louder. Her case demonstrates the need for link-
ages among mental health services and other hu-
man services.

New York State government, through the Office of
Mental Health, is responsible for the establishment of a
comprehensive system of mental health care for all its
residents. The blueprint for such a system does not now
exist, and responsibility for such a plan is not within the
historic understanding of the Office of Mental Health’s
mission. During the early 1980s, successive five-year
comprehensive plans were written, but had little rela-
tion to those which preceded them and offered little
promise of achieving the level of coordination, integra-
tion and accountability necessary to succeed.

The mental health plan development process has not
done justice to the multiple organizational roles and
responsibilities of the Office of Mental Health. Plans
have not addressed in detail an overall strategy for mov-
ing the public mental health system in a particular
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direction. Among the missing planning elements are:
population-based service need estimates; a model of
basic and complementary services; an accepted defini-
tion of public and private agency roles, and statewide
standards for availability and accessibility of services.
Consequently, the Office of Mental Health’s 5.07 Plan
(Section 5.07 of the Mental Hygiene Law) has focused
on short-term government activities and budgetary con-
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cerns (less than two years duration) with overemphasis
on the allocation of state funds and neglect of strategic
planning that might achieve a truly rational and inte-
grated system. The Office of Mental Health has made
significant progress in tying annual administrative plan-
ning and budgeting together in its annual planning pro-
cess but the broader context in which the document fits
has not yet been delineated.




Principles

/A

GOVERNOR CUOMO’S CHARGE to the Select Com-
mission was to propose concrete recommendations to
improve the delivery of care, establish a more effective
working relationship among the state and local govern-
ments and to restructure the financing mechanisms that
drive the public mental health system. The previous
section of this report described many of the obstacies
and dilemmas inherent in the current system. In order
to address these problems, the Select Commission first
agreed upon several guiding principles that provide a con-
text from which specific recommendations may emerge.

The 15 principles are organized into five categories,
namely: services and program development, finance,
management, planning, and research and evaluation.
The following section of this report—that which con-
tains the recommendations—is similarly organized.

One of the basic underlying assumptions which gov-
erns these principles is the recognition that the public
mental health system is not capable of providing a full
range of services to everyone who might benefit from
them. Although significant additional public funding
will be necessary, realistic fiscal constraints do not al-
low for the design of a system that may ultimately cost
considerably more than the $2.3 billion currently ex-
pended by the public system. Hard choices are neces-
sary and we strove throughout our deliberative process
not to avoid them. We endeavored to fashion a new,
integrated system of quality care for those in our “family
of New York” who need these services the most and
have the fewest alternatives to receive them outside the
public sector.

A. Services
and Program Development
Principles

PRINCIPLE ONE

It is incumbent upon the public mental health
system to provide a comprehensive array and a
full continuum of services necessary to meet
the needs of persons who are mentally il or are
vulnerable to the development of mental iliness.
Linkages among all components of the public
mental health system are also necessary to
assure continuity of services. (See recommen-
dation one)

The public mental health system should make avail-
able and accessible a comprehensive array of mental
health programs and insure that these programs meet
the mental health needs of a geographic area. Further-
more, there should be a gradation of inpatient and non-
inpatient services which are appropriate to meet the
varying levels of patient disability resulting from mental
illness. This continuum of service should result in a
system of care that provides for continuous levels of
care between institutions and community programs, as
well as within service programs, e.g., different levels
of community residence programs, ranging from those
that are highly supervised to those that provide for
greater independence.

The system of care must provide for continuity of
services and patient care. In addition to the structural
components of the system —comprehensiveness, acces-
sibility, availability and effectiveness of services—it is
essential to have a system of care that provides for
orderly, uninterrupted movement of patients among the
different elements of the mental health and human ser-
vice systems. Incorporating those dimensions of a ser-
vice system that support the movement of patients into
service elements that will meet their changing needs
and levels of functioning is the fundamental principle
underlying continuity of care.

The mentally ill, especially those with serious and
chronic illnesses, should be provided with a well-
coordinated and effective array of services. Case man-
agement, which links patients to generic and mental
health services, as well as adequate housing, income
maintenance and vocational training, should be the cor-
nerstone of accountability in the system. The intent is
to fix responsibility to a single agency that will refer,
monitor and advocate for the individual patient and
his/her multiple needs.

PRINCIPLE TWO

It is essential that public mental health services
be available and accessible to individuals of all
cultures and be responsive to their special
needs. (See recommendation one)

Mental health services should be available and acces-
sible to mentally ill persons of all ages, ethnicity, socio-
economic and cultural backgrounds and disabilities.
Mental health services should be designed and staffed
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to respond effectively to the needs of special popula-
tions, particularly children, minorities, young chronics,
the physically disabled, the elderly, the multiply dis-
abled and the medically indigent.

PRINCIPLE THREE

Public mental health services must be equitably
distributed to address population need and re-
flect geographic variations (See recommenda-
tion one) :

A system of mental health care should be provided to
insure that resources and services are equitably distri-
buted to populations and geographic areas. Inherent in
the concept of equity is assuring that not only are suffi-
cient resources available to meet the needs of the men-
tally ill, but these resources are also available in a

“consistent manner. Guidelines for use of resources which
are flexible to meet geographic needs and can be
deployed in a manner to meet population priorities are
also necessary.

PRINCIPLE FOUR

Only those programs that are based upon need
and effectively provide a minimum level of qual-
ity care will be supported with public funds. (See
recommendations one and two)

Population-based program, process and outcome stan-
dards to determine the type, quantity, quality and
effectiveness of services used by the population of a
given geographic area should be developed. When
available, these standards should guide the planning
and resource allocation process. A mechanism to moni-
tor the quality of patient care is also needed to en-
courage effective treatment modalities and appropriate
use of limited financial resources. A needs assessment
process should be developed by the Office of Mental
Health as a first step in moving toward a realistic moni-
toring system.

PRINCIPLE FIVE

It is essential that there be integration between
the public mental health system and necessary
generic health, housing and social service sys-
tems to link the various providers into a total hu-
man service system. (See recommendation one)

This principle insures that all essential support for
daily life is brokered from other human service and
housing agencies and is fully integrated into a single
treatment plan. In addition, to ensure that the unique
needs of special population groups such as children and
youth and the elderly are addressed in a comprehensive
manner, public mental health services and facilities
should be integrated with the educational, juvenile
justice, health, welfare, social service, mental hygiene,
housing and aging systems.
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PRINCIPLE SIX

The public mental health system must empha-
size the importance of prevention and early
intervention services and coordinate the admin-
istration and delivery of these services with
those of other service delivery systems. (See
recommendation one)

Prevention services are an essential component of a
comprehensive mental health service system. Attention
should be focused not only on those who are currently
patients in the system, but also on those who, with effec-
tive prevention services, can avoid the necessity for
long-term intervention. Therefore, funds should be
clearly designated for the purposes of prevention and
early intervention. Special population groups such as
children and youth, minorities, and the elderly will par-
ticularly benefit from prevention services.

PRINCIPLE SEVEN

Formal and informal supports to families must
be encouraged by the public mental health
system. (See recommendation one) .

There is growing evidence that families are under
significant stress in their attempt to care for mentally
disabled family members. This principle addresses the
important role of the mental health system in providing
support to families which would reduce these stresses,
enhance their parenting and coping abilities, and re-
duce the need for out-of-home placement.

PRINCIPLE EIGHT

The public mental health system should provide
sufficient training and incentives to insure suc-
cessful recruitment of personnel sensitive to cui-
tural and ethnic differences among its clients.
(See recommendation one)

There should be an effective recruitment and train-
ing effort for professional and nonprofessional person-
nel that insures the deployment of staff sensitive to the
different ethnic, cultural and social characteristics of
the population served. It is likely that such training and
initiatives will vary from region to region and be tar-
geted to the specific needs of each mental health region.

B. Finance Principles

PRINCIPLE NINE

Financing of mental heaith services must be
based on the principle of consolidating multiple
sources of funding. (See recommendations
three and four)

This principle stresses the importance of minimizing
the complexity of the present “patchwork” approach to
funding services. This approach too often confounds
providers and clients alike. The administrative burden




of dealing with detailed, sometimes conflicting, rules,
regulations and procedures diverts effort from the cen-
tral responsibility of assuring effective patient care. The
numerous categorical funding sources available often
act as impediments to care rather than as incentives.

PRINCIPLE TEN

Funding a full range of services is necessary,
based on a formula approach which takes into
account functional needs of patients, geogra-
phy served, demographic variables (including
poverty, ethnicity/culture) and price differentials.
(See recommendations four, five and six)

This principle addresses two separate issues; the ag-
gregate level at which funding is set by state policy and
the mechanism by which funds are distributed to
localities. The former implies a legislative choice with
respect to fixing the level of annual systemwide expendi-
tures or to providing for entitlements for the care and
treatment of the mentally ill. The latter implies modifi-
cation of the present approach, which allocates state
funding based on historical patterns and the limitations
imposed by a myriad of categorical programs.

The Select Commission emphatically wishes to guar-
antee and protect the aggregate level of state mental
health funding from annual political intrusions. In
addition, it wishes to establish a more equitable ap-
proach to the distribution of available funds throughout
the state. To assure such equity, a legally protected
formula-based funding system is deemed essential.

C. Management Principles

PRINCIPLE ELEVEN

Consolidation of funding must be accompanied
by consolidation of control through local man-
agements. Every mental health region must have
a single focal point of fiscal, programmatic and
administrative control and accountability. Local
management must also be responsible for insur-
ing patient-specific case management. (See
recommendations seven and eight)

This principle addresses the concept of decentralized
management and authority of the local mental health
system. The state might better be divided into a num-
ber of county-specific or multi-county regions. A local
mental health management would become the opera-
tional manager and/or contractor for all mental health
services in the geographic area served by the local
management. Local managements would govern the ser-
vice system for those at risk of or with a mental disability.

PRINCIPLE TWELVE

The Office of Mental Health must stimulate the
development of an effective community-based
care system; regulate, plan for and guide the
entire public mental health system; and provide

for the operation of state psychiatric centers
and their programs. The Office of Mental Health
should be so organized as to separate these
functions. (See recommendation eight)

The Office of Mental Health should have three princi-
pal functions: (1) the regulation, certification, funding
and direction of New York’s public mental health system;
(2) the stimulation of a comprehensive and properly
balanced system of care, and (3) the direct provision of
services through state psychiatric centers. This last func-
tion has historically received a disproportionate amount
of staff energy and resources and must be segregated
administratively in order to assure that the first two
functions are carried out properly.

PRINCIPLE THIRTEEN

It is appropriate and necessary to utilize the
state psychiatric center work force in the com-
munity care system while utilizing the local gov-
ernment and private sector mental health work
force efficiently and effectively. (See recommen-
dation nine)

This principle underlines the importance of utilizing
state psychiatric center employees in the growing
community-based care system regardless of the auspices
under which services are to be delivered—state and
local governments or voluntary agency contractors. The
state psychiatric center work force possesses the neces-
sary expertise to deliver quality care to the seriously
mentally ill. Their invaluable experience and special-
ized skills can readily be transferred to smaller or more
decentralized programs in the community. In addition,
the local government and private sector mental health
work force should be allowed access to state employ-
ment as the need arises.

D. Planning Principle

PRINCIPLE FOURTEEN

It is necessary to have a strategic planning pro-
cess that encompasses both state policy direc-
tion and active local participation. This process
must be closely related to consolidated financ-
ing and management. (See recommendation ten)

An effective long-range planning process for mental
health system design does not exist in New York. There
is an elaborate array of councils and planning bodies at
the state and local levels, but they do not function as
part of an effective and integrated planning process. In
addition, there is insufficient staff within the Office of
Mental Health assigned to this vital activity.

The only planning now carried out is “de facto” ad-
ministrative planning and is, at best, a component of
the annual state budgeting process. Administrative plan-
ning is no substitute for a population-based planning
process which specifies, in quantifiable terms and by
region, the minimum necessary levels of service for tar-
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geted populations. Strategic system planning should
drive the budgeting process and be fully integrated with
local managements.

The planning process for the delivery of public men-
tal health services should be coordinated with the plan-
ning processes of the other health and human service
systems. The development of a coordinated interagency
planning process within the overall service delivery sys-
tem is essential in order to maximize resources, use
existing funds cost-effectively, meet the specific needs
of the population within a given area, and avoid gaps or
duplication in services across systems.
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E. Research and
Evaluation Principle

PRINCIPLE FIFTEEN

An active research and evaluation program is
an essential component of a public mental health
system. (See recommendation eleven)

The Office of Mental Health should promote research
efforts that identify factors contributing to mental illness,
assess the relative value of different therapeutic inter-
ventions which may alter the course of an illness, and
insure the dissemination of new knowledge throughout
the mental health system. Uniform data collection and"
dissemination regarding the size, characteristics, ser-
vice utilization and cost of services to the mentally ill
are also necessary and could be useful to researchers.




= System Design

t& and Reform Characteristics

THIS CHAPTER IS DIVIDED into two components.
The first is a brief discussion of four assumptions that
have compelled the Select Commission to limit its rede-
sign of New York’s mental health system. These assump-
tions, identified at the onset of the Select Commission’s
activities, are viewed as parameters for the decisions
we hope will lead to the recommended changes.

The second component is a thorough discussion of

the Select Commission’s recommendations. These rec-
ommendations emanate from and reflect the intent of
the 15 principles discussed in chapter IV. As in chapter
IV, a system design framework is used to organize the
presentation of individual recommendations as follows:
services and program development, finance, manage-
ment, planning, and research and evaluation.

A. Assumptions

The recommendations of the Select Commission re-
flect a sense of pragmatism or realism tempering
idealism. In constructing the design of a modified pub-
lic mental health system, it was necessary to accept
basic assumptions about the nature of the environment
within which the current system operates. The assump-
tions highlighted below are statements of the realities
which must be taken into account in making systemic
changes in New York’s public mental health system.

Multiple Auspices

New York’s public mental health system is diverse.
The historical evolution of three strong auspices for
programs— the state, local governments and the volun-
tary sector—has resulted in a unique configuration com-
pared to most other states we examined. The level of
diversity is varied throughout the state. In some areas
the voluntary sector or county government is predomi-
nant, in others the state; but all three sectors partici-
pate strongly when viewed from a statewide perspective.
By acknowledging this as a potential strength, although
to date it has posed serious problems for systemwide
coordination, we have chosen to incorporate this histori-
cal legacy in arriving at our recommendations—thereby
insuring a continuing role for providers from each sector.

Fiscal Limits

Fiscal constraints dictate that the public mental health
system cannot address the total mental health needs of
all of the state’s citizens. New York’s budget for mental

health care is the largest in the country, on a per capita
basis and in the aggregate. It is unrealistic to expect an
immediate, dramatic increase in public spending for
mental health, although a substantial augmentation of
state funding will be necessary over the next decade to
allow the system to develop into one that is capable of
properly caring for the state’s most seriously ill citizens.
An initial and significant sum of state financing will be
necessary to “front-end” the development of an effec-
tive and viable system of community-based mental health
care. Significant “front-end” funding will have the long-
term impact of changing the locus of care from the
hospital to the community, where care is less expensive
and often more appropriate for many of New York’s
mentally ill. The availability of adequate community-
based resources will ultimately relieve many of the pres-
sures to hospitalize mentally ill individuals.

Security of the Work Force

The Select Commission recognizes the need for a
continuing commitment to the maintenance and promo-
tion of a professional public mental health work force
for both inpatient and community-based services.

New York has historically had a large fiscal and man-
power commitment in the provision of public mental
health services. The first state hospital, Utica Insane
Asylum, opened its doors in 1843. As demands for inpa-
tient care increased, the state built more and larger
hospitals. Today, 23 adult facilities, six children’s psychi-
atric centers and two forensic facilities employ more
than 37,000 individuals in health, mental health, social
work, nutrition, business administration, engineering and
allied fields.

The state employee work force represents a compe-
tent and highly trained resource committed to the care
and treatment of the mentally ill. Most of these employ-
ees are represented by public employee unions. Since
more than 80 percent of the state psychiatric center
operational costs are spent on personnel, the impact of
any decision that may affect the status of these employ-
ees is very significant. Therefore, in recognition of the
importance of the mental health work force, the Select
Commission’s recommendations call for no layoffs of
state staff and advocate the fullest possible continuity
of employment for all employees (state, local and
voluntary), even though part of the state work force
may need to be gradually transferred to a community-
based system of care. The impact of proposed changes
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on county, city, state and voluntary sector employees
must be carefully assessed to minimize pain and disrup-
tion to the families of these workers.

Timing

The external expectations for the Select Commiission’s
recommendations to change the public system of men-
tal health services in the state vary considerably. Some
would ask for overnight change. As described in chap-
ter 111, the scope and intensity of the service delivery,
finance and systems management problems are dramatic
and very complex—even overwhelming. The Select
Commission, therefore, acknowledges that many years
will be necessary for recommendations to have a signifi-
cant impact on changing the system. Implementation of
the recommendations will be introduced according to a
strategic plan of action (see chapter VI) that will,
hopefully, result in a minimum of disruption. [t is also
necessary, as we proceed, to change behavioral pat-
terns and beliefs throughout the system. In so|doing, it
will be necessary to insure that the new directions
charted will be sustained over the many years required
to achieve profound systemwide change. The public
must be educated to the realities of mental illness,
the herculean efforts that many dedicated professionals
and families must make to treat or even stabilize the
conditions of some seriously ill patients, and finally,
the realities of the expenditures necessary to care for
them humanely.

B. Recommendations

The following recommendations have been divided
into five categories, namely: services and program
development, finance, management, planning, and re-
search and evaluation. The recommendations require
that new resources be provided from the state to both
augment the community-based system of care and en-
hance the quality of care rendered at state psychiatric
centers. The recommended course of action is additive
rather than one of substituting community-based care
for long term inpatient care.

In lieu of dividing a budget presentation among each
of the recommendations, Appendix E provides a central-
ized reference depicting the major cost requirements
associated with the report. These are proposed re-
quirements that should be used as a basis for under-
standing the overall financial implications of the report.

1. SERVICES AND
PROGRAM DEVELOPMENT

RECOMMENDATION ONE

The state should provide for the local delivery of a
complete spectrum of basic services, including case
management, to the mentally ill of all ages.
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(a) The Office of Mental Health should ensure that a
complete spectrum of basic services is both available
and accessible throughout the state. Such services should
include crisis services (as well as mobile crisis services)
with the capacity to care for the patient throughout the
crisis episode; acute hospital care; intermediate and
long-term hospital care; residential programs; non-
residential alternatives (day and continuing treatment,
psycho-social services, etc.); clinic services; prevention
and education programs, and case management.

The Select Commission wishes to note that problems of
accessibility are greater in some population groups, such
as ethnic minorities, who often encounter language and
cultural barriers. In addition, patients presenting diffi-
cult diagnostic and treatment options such as the foren-
sic population, the dually diagnosed, young chronics
and the homeless also meet with significant barriers.

Mentally ill persons can be classified in a number of
different ways. The most useful manner, in terms of
service need, is to classify them by age and severity of
mental illness. It is important to point out that mental
health service needs are affected by a number of factors,
including, age, degree of illness and demographic,
geographic, ethnic and racial characteristics of the state.
The combined effect of these factors may result in vari-
ations in the configuration of basic services from area
to area. The work necessary to describe the unique
service needs of a given geographic area requires the
development of needs assessment methodologies de-
scribed in another section of this report.

Recommendations regarding required statewide services
for the children and youth, adult and elderly popula-
tions are as follows:

Children and Youth

¢ Inpatient services (including residential treatment
facilities), day treatment, outpatient clinics, services
to support families caring for mentally ill children and
youth, diagnostic and evaluation services, and preven-
tion and early intervention services for high-risk chil-
dren and youth should be available and accessible.

¢ Agreements should be developed between the men-
tal health system and other children and youth—serv-
ing providers within each mental health region so
that children and youth ready for discharge from
OMH-operated or certified residential programs, but
not ready to return home, can have access to residen-
tial services provided through the social service or
education systems. The public mental health system
should, in turn, provide consultation, evaluation, and
crisis back-up services for providers serving mentally
ill children and youth.

e Agreements should be developed between the public
mental health system and other children and youth
service systems for the provision of mental health
diagnosis and evaluation services at the point of in-
take into these systems. This, as a minimum, should
include agreements between the mental health system
and the family courts, the local social service dis-
tricts, and the local school districts within the region.




¢ The public mental health system must focus atten-
tion on childhood as a period of continuing and rapid
developmental change and on the need for interven-
tion strategies that support youth in family settings.
The programmatic emphasis should consistently be
on developing and fostering family support services.

¢ A two-year state task force should be established to
focus on interdepartmental issues impeding the deliv-
ery of mental health services to children and youth.

e The April, 1984 Office of Mental Health “Multi-Year
Plan for Children and Youth Mental Health Services”
is an excellent first step toward a more comprehensive
and intelligent approach to the provision of mental
health services for those under 18. The recommenda-
tions contained in this plan should be given full con-
sideration by state government. Appendix A expresses
a number of goals and objectives from this plan which
the Select Commission supports.

Adults

e A comprehensive range of services, especially for
chronically mentally ill adults, including: community
residences, crisis residences and intervention, case
management and day programs (day and continuing
treatment, day training, psycho-social clubs and shel-
tered workshops) are the primary building blocks of a
community-based service system. In some areas of
the state these services will need to be newly created,
in others, simply expanded and made more accessible.

e Programs that will increase the likelihood of mentally
ill patients entering the employment market should
be supported and expanded. Fountain House in New
York City has experienced a high degree of success in
this regard. Other initiatives undertaken by the State
Offices of Vocational Rehabilitation and Mental
Health also justify future support.

¢ Adequate long-term and acute care inpatient beds,
outpatient clinic care and transportation are among
the programs most in need.

¢ Where appropriate, the emphasis of programs should
shift from individual treatment toward individual re-
habilitation which would assist clients to behave ap-
propriately in group living situations and community
settings, and to re-learn skills lost during hospitaliza-
tion or street life. All services should be rendered in a
safe and supportive atmosphere, with the goal of pro-
viding those residents who are capable of living inde-
pendently with job skills and other independent living
skills. Those residents who will always need the sup-
portive environment of a group living situation, such
as an adult home, must continue to be provided with
programs appropriately tailored to their individual-
ized needs.

¢ Existing levels of service must also be maintained for
non-chronically mentally ill adults.

¢ One sub-group of the adult population that presents
major demands upon the mental health system is the
young chronics. Due to their condition they are likely
to be rehospitalized periodically or to suffer isolation
and deprivation in the community. Needed services

for this group include: social, recreational and sup-
portive work programs coupled with special outreach
and follow-up efforts to engage them over a sus-
tained period of time. Psycho-social “clubs,” evening/
weekend recreational activities, and supportive work
experiences are particularly valuable for this group.
Unstructured activities to at least engage these diffi-
cult-to-serve persons in minimal levels of service
should, when combined later with more assertive case
management, lead to a better chance of re-socializa-
tion and eventually enhance the prospects for semi-
independent living.

Elderly

¢ Qutreach services—Too often professionals expect

clients to voluntarily seek help and arrange services.
But the elderly person facing, in many cases, limited
mobility, lack of transportation, fear or limited knowl-
edge of available mental health services cannot fulfill
this expectation.

Inclusive screening procedures— An overall evaluation
of the aged client can provide more accurate inter-
vention into health problems, both physical and
psychological. The elderly mentally impaired usually
require mental health and other generic human
services. The delivery of one can offset a more exten-
sive need for the other.

Comprehensive case management—There is a need
for better follow-up and linkage with supportive ge-
neric services to ensure that available resources are
utilized to their fullest potential. Care, once initiated
for the mentally impaired elderly, must be carried
through to an acceptable conclusion in all areas of
service needs.

The provision of day care, outpatient treatment and
respite care is essential to assist families and encour-
age family support groups.

Expansion of mobile geriatric teams (MGT)—The ini-
tial evaluation and referral services of MGTs has
proven effective with the mentally impaired elderly.
However, the availability of MGTs is not uniform,
nor are the standards of service provision under which
they operate. Development of more MGTs for both
evaluation and home treatment of the homebound
elderly client is necessary.

Greater attentien to high risk cases within the geriat-
ric population—This would include services directed
specifically at groups such as those recently widowed,
those persons with a previous history of mental illness,
and those facing an unexpected loss or crisis situation,
with a preventive focus on treatment.

It is essential to target community residence programs
and continuing treatment programs to the mentally
impaired elderly who will be impacting on the mental
health system dramatically. These mentally impaired
elderly are not able to live independently, although
they are likely to be physically healthy. Supervised
living arrangements in the community should be made
available in order to offset the purposeful denial of
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access to long-term psychiatric center inpatient care
for the elderly.

Rejection of the myths and stereotypes of aging—1It is
necessary to educate and train treatment staff and
mental health planners as to the symptoms of aging
(both physical and psychological). Viable treatment

strategies and available resources can help providers.

erase the kind of therapeutic pessimism that results
from the lack of noticeable or immediate treat-
ment effects.

State psychiatric centers should become better organ-
ized and equipped to handle short-term admissions of
elderly patients for whom return to the community,
though difficult, must be managed expeditiously and
with special expertise in aftercare planning. This ap-
plies particularly to the estimated 10 percent of the
state’s elderly population suffering from depression.
These persons are often isolated, rejected or misdiag-
nosed when, in fact, they have a reversible illness.
Brief hospitalization stays are frequently indicated.

The Office of Mental Health and local managements
should assure that appropriate levels of funding are avail-
able to address the service needs of the above popula-
tions to remove financial barriers to care.

In addition to the three age populations, the service
needs of several additional subgroups must be addressed
as follows:
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The Homeless: The Select Commission was aware
that the Governor’s Task Force on the Homeless, as
well as a special Interagency Task Force convened by
the State Department of Social Services, were simul-
taneously issuing special reports during the same time
frame as the Select Commission’s own deliberations.
It was also aware of the significant and important
recently issued findings of the American Psychiatric
Association with respect to the homeless. Its emphasis,
in contrast to the vital work of these bodies, was to
devise concrete systemic reforms that will impact
significantly on the plight of the homeless mentally ill
in particular, including the runaway and homeless
youth. The recommendations of the Select Commis-
sion will, hopefully, greatly improve their opportuni-
ties for gaining access to crisis intervention, outreach,
case management, and generic health and human
services, and most importantly —supportive housing.

Several key recommendations of the report, when
fully actualized, should dramatically enhance the pros-
pects for engaging homeless mentally ill persons. The
services they desperately require will be established
and expanded as would the pool of supportive hous-
ing options.

First and foremost, the establishment of 100 percent
state-funding for all system dependent or population
I1 patients should enhance the potential for a large
percentage of homeless mentally ill persons to gain
access to care. It will provide a major incentive for
local managements to seek them out regardless of
their current habitat. In essence, unlike the fault-

passing that has tragically characterized the history
of public policy between the state and local govern-
ments until very recently, the proposed system would
encourage a local management to actively find and
engage in a full spectrum of services for the homeless
mentally ill. An annual capitated dollar amount would
become available to local managements for each
homeless person meeting the eligibility criteria de-
scribed for population II. (See recommendation
three). Such a positive incentive to reach out and
engage previously unserved individuals has simply not
existed to date. Once identified and qualified under
such a funding scheme, it would be incumbent on the
Office of Mental Health to carefully monitor the ser-
vice provision and continuity offered each homeless
individual by the local management.

As New York City’s Project Reach-Out in Central
Park and other mobile outreach teams operating
around the state have found, the homeless mentally
ill require repeated and persistent attempts to engage
them successfully in programs and potential shelter
and/or housing. The addition of 2500 new case man-
agers statewide should greatly extend the capability
for deploying sufficient mobile outreach teams to
reach the thousands of previously unserved homeless
persons living on the streets, as well as those already
staying in municipal emergency shelters.

Recommendation Five establishes a capitalization
assistance program that should greatly increase the
funding available from both the private and public
sectors for capital costs of acquiring, renovating and
in some cases constructing new facilities for com-
munity-based programs and residences. We envision
new residential modalities beyond those currently pro-
vided by the community residence program to be-
come more widespread as a consequence of finally
addressing the “capitalization” hurdle that many po-
tential voluntary sponsors of supportive housing, day
treatment, psycho-social clubs and other community-
based day programs have been unable to surmount to
date. Again, in New York City, the proposed residen-
tial care center for adults on the grounds of Creed-
moor Psychiatric Center, the St. Francis Residences,
and the continuum of residential options provided by
the Westside Cluster in Manhattan, ranging from the
Olivieri Drop-In Center to the Traveler’s Hotel, all serve
as useful potential models for statewide replication.

We do not underestimate the tremendous energy and
compassion that will need to be employed by out-
reach teams and new case managers. Multiple at-
tempts at services engagement will be necessary over
a very protracted period of time to overcome suspi-
cion and fear. A greater availability of creative drop-in
centers, where the stigma of accepting care is made
considerably less frightening than many municipal
emergency shelters, will be particularly useful in ad-
dressing this fragile population.

Socialization skills may be slowly relearned and link-
ages to appropriate services and residences eventu-
ally made through these centers.




The task is enormous, but the systemic management
and fiscal reforms articulated by the Select Commis-
sion could prove to be particularly beneficial to this
neglected sub-group of the unserved mentally ill.

Minority Populations: A significant and predictably
growing number of the patient population are Black,
Puerto Rican and other minorities. The Office of Men-
tal Health’s 1982 patient characteristic survey revealed
that a large percentage of minorities use the public
mental health system (27.2 percent of total users.) By
contrast, there are relatively few minority professional
providers in the system. Given that there are known
ethnic differences with respect to prevalence patterns,
help-seeking patterns, use of support networks, effi-
ciency of treatment approach, etc., the goal of acces-
sibility to effective services for all needs to be
furthered through initiatives in several key areas. Poli-
cies that promote the provision of bilingual-bicultural
and culturally-sensitive services within existing pro-
grams should be encouraged. Initiatives toward the
recruitment and promotion of minority group profes-
sionals (especially at policy and management levels)
should be more forcefully pursued.

As an area of growth, there is need for enhanced
research and training to facilitate the dissemination
of available knowledge about treatment efficacy with
minorities and training of professionals to work with
the minority urban poor. As the needs of minority
patients often cross boundaries into other systems
such as forensics, social services, health and educa-
tion, support of interagency coordination to creatively
address these problems is important. In addition,
prevalence patterns among minority populations sug-
gest the need for population and problem-focused
prevention and education efforts to reach significant
segments of the minority population in need.

Forensic Population: The Select Commission decided
not to address the entire realm of forensic mental
health service issues because this would require a
very lengthy and intensive investigation by itself. We
do not wish, however, to underestimate the complex-
ity and seriousness of problems that must be addressed
in this area of public policy. Rather, it is felt that the
Governor should seek advice from a different set of
experts, including appropriate representatives from
correctional agencies, to better serve such an inquiry.

Multiply Disabled: The multiply disabled mentally ill
includes the retarded, substance abusers, and the
physically handicapped. At present their needs are
not being met. Many of the multiply disabled are
excluded from community residences and day treat-
ment centers. They need assurance that their right to
treatment is the same as that of persons with a single
disability. They deserve acceptance in community pro-
grams unless a tendency toward violence would make
their presence a danger to others, which is very rarely
the case. Special programs are needed for those who
require care beyond that presently provided.

There are three sub-groups of this population, as
follows:

The Mentally Retarded and Developmentally Dis-
abled— The retarded mentally ill are seldom admit-
ted into community treatment centers and residences.
They are considered too disruptive for the residences
designed for the retarded, and too retarded for ser-
vices designed for the mentally ill. Many who would
be capable of community living if suitable services
were available reside in state hospitals. Others are
cared for at home by parents who may be able to do
very little for them, but who are sacrificing their own
lives in the attempt. Where possible the mildly re-
tarded mentally ill should be treated in the same treat-
ment centers and residences as other mentally ill
persons. Special residences and treatment centers
should be provided for those unable to fit in to the
facilities designed for the mentally ill.

Alcohol and Substance Abusers—Persons with
schizophrenia or manic depressive illness often seek
street drugs such as alcohol or marijuana to relieve
their misery. Selected studies of the young adult chron-
ics show that over 50 percent in Rockland County
and 25 percent at Hutchings Psychiatric Center are
substance or alcohol abusers. In some cases it is not
clear whether the primary diagnosis should be mental
illness or substance abuse. At present, substance abus-
ers are usually barred from community residences,
and often from day treatment programs. In addition,
many are drifters on the street because there are no
programs to meet their needs. It appears that most
substance abusers can spend the greater part of their
day in a program designed for patients who are not
substance abusers, if they are supervised during the
remainder of the day and night to prevent their acqui-
sition of drugs or alcohol, and are at the same time
educated about the long term effects of these drugs
on their illness.

The Physically Handicapped— The physically hand-
icapped who are mentally ill can, in most cases, be
included in the community facilities used for those
who are only mentally ill. In most facilities, structural
adaptations to meet their needs are already in place.
Those requiring special assistance can often be aided
by physically healthy patients to their mutual benefit.

Conclusions—1It is important that every person,
whether singly or multiply disabled, be looked upon
as an individual and be provided individualized treat-
ment. Case management and outreach are appropri-
ate models and should be made available to all
multiply disabled individuals. A case manager knows
the patient well enough to determine the kind of treat-
ment and residence that will best meet his needs. It is
also extremely important that difficulties be avoided
in determining which agency or department should
be responsible for the multiply disabled. The Gov-
ernor should initiate an interdepartmental effort
to assure that this population does not continue to
be underserved.
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* Rural Populations: The accessibility and availability
of mental health services in rural areas of New York
State present a unique challenge to the public men-
tal health system. Often individuals are isolated, and
due to inadequate or non-existent public transporta-
tion, services are virtually inaccessible. In addition,
climate and topography often play a major role in
minimizing opportunities for adequate identification
and treatment of symptoms. Qutreach and crisis
services, especially mobile services, are urgently
needed in rural areas, which constitute a vast major-
ity of the state’s geography. The Select Commission
recommends that variables taking rural problems into
account be included in the development of needs
assessment methodologies and funding formulas. In
addition, the present strengths of local planning should
be carried forward and utilized in the newly proposed
system of planning (See Recommendation 10).

(b) The Office of Mental Health, through its regulation
of local managements,* should insure that a strong and
effective case management system is in place through-
out the state for the entire system dependent popula-
tion** and those in the periodically served population**
requiring such services. It is through case management
that the local management can address its primary
responsibility, namely, that of being held fully account-
able for each of its clients. Within a reasonable number
of years it should be possible to have reliable and up-
dated information concerning the progress of any pa-
tient through a rationally designed continuum of care.

Case management involves three distinct levels of
service. The first occurs at the provider level, as it is a
component of the treatment process. It involves patient-
specific clinical assessment of the client’s mental health
care needs. Development of and periodic modifications
to the patient’s treatment plan, as well as responsibility
for discharge planning, where it is applicable, are appro-
priate provider case management functions.

The second, provided through a computerized manage-
ment information system, is a monitoring function which
should be the responsibility of the local management.
This involves application of the Office of Mental Health’s
automated data base to insure that all aspects of the
patient’s treatment plan are being fulfilled. The patient’s
progress, as determined by his/her movement through
the continuum of services, as well as exit from and
re-entry into the system, can be fully monitored in
this manner.

The third level of service entails three distinct func-
tions as follows:

(1) Client advocacy and assistance for arranging hous-
ing, health, employment and income support, as well
as nutrition, vocational and educational programs;

(2) Coordination and effective use of the human ser-

*See recommendation seven for definition and responsibilities of
local managements.
**See recommendation three for definition and description of popula-
tion groups.
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vices system to remove barriers to services, includ-
ing mental health and health care, mental hygiene,
education, aging, housing, employment and income
support; and,

(3) An outreach component so that emotionally fragile
clients can be visited in the community to provide
encouragement and support. This level of support
will improve the likelihood for the client’s contin-
ued involvement with the mental health service
system, assist patients to cope with their illness and
maximize their capacity to be useful members of the
community. It will also enhance the potential that the
client will gain access to the employment market as
employment has been shown to be an effective in-
centive for the client to remain in the community.

The responsibilities of case management may be car-
ried out by a direct service provider, a core case man-
agement agency, or the local management. The Select
Commission finds that to recommend only one of these
would prematurely limit the flexibility required to plan
for successful case management on a statewide basis.
As long as all three levels of case management are pres-
ent in a coordinated manner, and the local manage-
ment is held fully accountable, the source of the third
critical function may vary among mental health regions.
Case management may be provided by both profession-
als and paraprofessionals. The level of professionalism
may vary from region to region and according to the
function to be served. Client confidentiality and the
rights of patients must be adhered to at all times by
case managers.

(¢) The Office of Mental Health should amend and/or
develop new recruitment and training policies and mod-
ify mental health programs at state and local levels to
more effectively reach the minority populations and
address the forensic population.

RECOMMENDATION TWO

The Office of Mental Health should develop standards
to ensure appropriate local service configurations,
basic adequate program requirements and effective
service outcomes.

(a) The Office of Mental Health should establish and
maintain appropriate population/program standards.
These standards require the development of needs
assessment methodologies to determine the required
minimum and maximum amounts for all residential and
non-residential services. Criteria would be developed
to permit localities the flexibility to determine their
own service configuration. These criteria would be de-
veloped by the Office of Mental Health with other
public and private sector input to reflect population
characteristics such as age, socio-demographic, cultural




and ethnic, and economic aspects— all within statewide
guidelines—to insure equity as well as flexibility to re-
spond (within a defined framework) to unique commu-
nity characteristics. '

(b) The Office of Mental Health should redesign and
maintain process standards to define the basic require-
ments necessary to carry out a program. These stan-
dards should address staffing, patient characteristics,
training resources and admission, continuing stay and
discharge criteria. Throughout this process the rights of
patients and the confidentiality of records should be
fully protected.

(c) The Office of Mental Health should establish and
update outcome standards (the expected results of
treatment), such as the level of anticipated improvement,
to ensure effective care and accountability. Appropri-
ate service outcomes should include: stabilization of
symptoms, prevention of relapse and an improvement
in social and instrumental functioning to the optimal
degree possible for each individual.

2. FINANCING

RECOMMENDATION THREE

For purposes of financing, the population using the
public mental health system should be divided into
three separate population groups, with appropriate
definitions and eligibility criteria for each.

(a) Population Definitions

(1) Population Group 1—
Current Long-Term Inpatient Population

This population is the state’s long-term care popu-
lation who have depended upon the service -and
environment found in either state psychiatric cen-
ters or Office of Mental Health licensed family care
programs. All individuals who have continuously
resided in either setting for several years (e.g., three
years, five years, etc.) will be assigned to popula-
tion I. A precise definition of this population should
be made by a panel of clinical experts to be ap-
pointed by the Office of Mental Health. Advice
from a broad range of providers and consumers
should be sought by the Office of Mental Health
prior to announcing the membership of this panel.

Population I will be established as a discrete group
on a given date (e.g., 1/1/86) and may not subse-
quently be augmented with new patients. Patients
who are not initially eligible for population I will be
financed pursuant to populations II or I11. Popula-
tion I patients will be moved into population II if
they are capable of residing in other living situ-
ations. The Select Commission fully recognizes

that there will be a continuing need for long-term
state psychiatric center care for patients in popula-
tion II.

(2) Population Group II-
System Dependent Population

This population is comprised of those individuals
of all ages who are seriously and persistently men-
tally ill, requiring long-term supportive mental health
care, including long-term inpatient care. Individu-
als in this population may presently live in the com-
munity or reside at a state psychiatric center.

The system dependent mentally ill population
should consist of those individuals who, by clinical
assessment, meet criteria in each of the following
three areas: diagnosis, disability and duration of
illness. These criteria, which are more fully dis-
cussed in Appendix B, should be precisely defined
by the Office of Mental Health and the panel of
clinical experts previously noted. The Office of Men-
tal Health should develop an eligibility process to
provide for initial access to population II. It must
be emphasized that this eligibility process must not
exclude any individual as a result of age (e.g.,
children). For example, the duration criterion must
specifically allow for inclusion of children who are
otherwise eligible diagnostically and functionally.
The Office of Mental Health should also provide
for periodic re-examination of individuals in popula-
tion II for continued eligibility by the respective
local management. This periodic re-examination
process should not, of necessity, require face-to-
face contact with each population II client. Rather,
re-certification may be made as a result of a clinical
review of the client’s treatment plan. The Office of
Mental Health should be vested with the responsibil-
ity to fully develop all aspects of this re-certification
process and periodically audit its effectiveness.

Lastly, the Office of Mental Health should, within
the eligibility process, devise a method to allow
individuals who have moved from population II to
population III to be immediately recertified in
population II if their condition deteriorates, thus
warranting the network of services suitable for
population II.

(3) Population Group I11-

Periodically Served Population

This population will consist of those individuals
who periodically or intermittently use the public
mental health system or are at risk of becoming
mentally ill. Individuals in population III who ulti-
mately meet the eligibility requirements for popula-
tion II will be enrolled accordingly.

(b) Client Mobility

A process should be established by the Office of Men-
tal Health to deal with clients in populations II and I1I
who move from one mental health region to another.
Their relocation should not result in a situation where
they are lost to the system, even for a short time.

28



RECOMMENDATION FOUR

Funding of services provided in the public mental
health system should be simplified and allocated lo-
cally in a manner that most effectively addresses the
needs of the mentally ill population.

The local management should be, in the broadest
sense, responsible for the delivery of mental health ser-
vices to all persons residing in the region. Table C illus-
trates the proposed financial relationships between the
local management and populations I, IT and III.

Table C

Local Management
Financial Responsibility

(None)

Population Group

I. Current Long-
Term Care
II. System Dependent

All mental health
services

Portions of all mental
health services

III. Periodically Served

(a) Financing of Populations
(1) Population I-
Current Long-Term Care Population

The long-term care population should continue
to be financially supported in state psychiatric cen-
ters and family care programs by the present combi-
nation of state, Medicare and Medicaid funding.
The Office of Mental Health will have financial
responsibility for this population. The state should
supply all services for the duration of each patient’s
stay. Due to the extended and continuous long-term
nature of the care utilized by this population, finan-
cial responsibility by the local management is not
warranted. Local managements should be responsi-
ble to see that all population I clients are regularly
evaluated by the facility for possible transfer to the
community. Local managements should also coop-
erate with state facility staff in the development of
treatment and discharge plans. Local managements
should be reimbursed for this specific function via
grants from the state.

The local management, after consultation with
the facility, must certify a population I client for
discharge to the community. State financial support
to the local management for long-term care patients
leaving state care would begin immediately upon
discharge, as patients then become members of
population I1. The dollars will, therefore, immedi-
ately follow the patient into the community. It is
hoped that movement of population I clients to
community residential settings will not result in sig-
nificant additional systemwide costs. Any realized
reductions in state psychiatric center expenditures
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associated with the discharge or death of popula-
tion I clients should be accounted for in the state
executive budget. State psychiatric center costs are
both fixed and variable and the Select Commission
would urge that, to the greatest extent possible, the
variable costs follow the patient to the community.

(2) Population I1-
System Dependent Population

The system dependent population is markedly
disabled by reason of mental illness and is the popu-
lation that the Select Commission intends to be
most affected by its recommendations. Therefore,
the local management in each mental health region
should be held strictly accountable for each individ-
ual in this population. The following financial rec-
ommendations have been developed to provide local
managements with a means to carry out this respon-
sibility. In general, the objectives of these recom-
mendations are to:

¢ Assure the provision of a full range of public
mental health services to all individuals in popula-
tion II;

¢ Finance all such services at 100 percent state cost
(less federal and other third party reimbursement);

¢ Assure the provision of mental health services to
persons residing in nursing homes (SNF) and
health related facilities (HRF);

¢ Expand the community-based mental health ser-
vice system; and,

¢ Allow for the provision of care to the system
dependent population in the most appropriate
settings.

To facilitate these objectives, local managements, as
they become established throughout the state, should
be financed principally through two streams of funding
to serve the system dependent mentally ill. The first is
an annual prospective appropriation from the Office of
Mental Health to insure that public mental health care
and housing is provided to all individuals in population
II (excluding SNF and HRF residents). The second
appropriation, also from the Office of Mental Health, is
to insure that SNF and HRF patients in each mental
health region receive the necessary level of mental health
services. A brief discussion of these financing mecha-
nisms follows.

Capitation Financing

The first and far larger of the two allocations will be
computed as the product of the total number of system
dependent mentally ill in the region (who may be resid-
ing in either state psychiatric centers or in the com-
munity) and the estimated average annual cost required
to sustain each of these individuals (capitation rate).
The average annual cost per client will be established
by the Office of Mental Health prior to each year and
adjusted for each mental health region with input from
the respective local management.




As an incentive for local managements to expand
current community-based services and develop new
ones, their prospective budgets should be supplemented
annually by a three to five percent increment. Each
local management should receive the same percentage
supplement. The use of these funds should be fully
discussed in the annual plan submitted to the Office of
Mental Health.

The prospective budget should be used to support all -

mental health services and housing applicable to the
system dependent population. Local managements will
contract with local providers of services (including state
psychiatric centers) and reimburse providers on a rate

per visit or per diem basis. State psychiatric center per

diem rates should be established by the Office of Men-
tal Health and revised annually. The prospective budg-
ets will be revised annually by a cost-of-living adjustment
or a trend factor determined by a newly proposed panel
on mental health economics. Annual revisions will ac-
count for changes in inflation, enrollment, persistent
increases in population II patients at state psychiatric
centers, increases in per diem and per visit rates, and
other uncontrollable cost items identified by the panel.

The local managements should be responsible for
collecting federal and other third party revenues, as
this income will be included as part of the annual pro-
spective budget.

Local managements should be provided with incen-
tives to accept responsibility for population I patients
who clinically and otherwise are found to be eligible for
community placement. Therefore, to enhance commu-
nity placements of population I patients, local manage-
ments will immediately receive capitation funding for
each population I patient upon discharge. In addition,
should re-admission to a state psychiatric center occur,
local managements will incur financial liability only for
the initial 180 days of care. After that time, financial
responsibility for the patient will be assumed by the state.

If the local management satisfies the contractual per-
formance standards set forth by the Office of Mental
Health, it will be allowed to utilize any savings that may
accrue. Proposed use of savings should be documented
in the annual plan and approved by the Office of Men-
tal Health. Local managements should be “at-risk” for
all overexpenditures of the annual prospective budget.
The state should participate in reducing or eliminating
the annual deficit where the cause of the overexpendi-
ture is justified and meets the criteria set forth in ad-
vance jointly by the state and local managements.

The Select Commission concludes that the capita-
tion model holds a great potential for success. None-
theless, it recommends that the efficacy of capitation
financing be demonstrated prior to expanding this model
statewide. Such pilot demonstrations should be con-
ducted by the Office of Mental Health in at least three
regions of the state, one rural, one upstate urban and
one of the boroughs of New York City. Individuals should
become eligible for these pilot demonstrations based
on the recommended eligibility process addressed in
recommendation three.

Until such time as capitation financing is implemented

on a statewide basis, several immediate or interim steps
are recommended as follows:

¢ The Office of Mental Health should develop and im-
plement a statewide client management and tracking
system that fully protects the confidentiality of pa-
tient records.

e The Office of Mental Health should investigate and
ascertain the average annual mental health and hous-
ing costs by county for clients in population II.

¢ The Office of Mental Health should place all state
psychiatric centers on the uniform budget reporting
system. '

e The Office of Mental Health should consolidate
funding for the community support system program
(CSS) and the chapter 620-621 programs into one
financial stream to immediately ease much of the
financial complexity inherent in the public mental
health system today. Consolidated funding should be
utilized until capitation becomes a reality.

¢ The executive and legislative branches of government
should transfer responsibility for all mental health
funds in the Medicaid budget, including those for
housing of the mentally iil, from the Department of
Social Services to the Office of Mental Health.

e The Office of Mental Health, using a panel of clinical
experts, should establish eligibility definitions for pop-
ulations I and II.

¢ The Office of Mental Health should begin to estab-
lish policies and procedures to allow for the efficient
phasing-in of capitation financing in all mental health
regions, should the capitation pilot demonstrations
merit full statewide implementation.

¢ The Office of Mental Health should establish a finan-
cial grant or contract mechanism to fund the staff
of each local management. Staffing levels should be
equitable and vary among local managements based
on size of population served and other variables, as
deemed appropriate. Staffing standards should be es-
tablished by the Office of Mental Health and approved
by the Mental Health Services Council. Appropriate
levels of local management staffing are essential to
the success of this form of management.

¢ The Office of Mental Health should initiate a study
for the purpose of identifying the impact of reimburse-
ment based on diagnostic related groups (D.R.G.s)
on short stay acute hospitals.

SNF and HRF Population Financing

The second allocation to local managements for sys-
tem dependent clients should be used to supplement
the mental health services now provided to SNF and
HRF patients. This allocation should not be used to
support services presently provided in each SNF or HRF.
It should be based on a formula which provides either
$2 per day (1984 dollars) for each SNF and HRF occu-
pant who would otherwise be eligible for population 11,
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or $1 per day for all SNF and HRF occupants—which-
ever represents the greater amount.

Resources for State Psychiatric Centers—Even with
the proposed expansion of community-based services,
the need for state psychiatric centers to provide care in
the future for population I and II clients will continue,
although the percentages of population II clients in state
psychiatric centers will increase over a period of time.
Further, it is recognized that the needs of those requir-
ing care in the state-operated system will change. The
increasing numbers of young aggressive males,-older
frail geriatric patients and forensic patients are but three
of the demographic pressures that state psychiatric cen-
ters must contend with.

State psychiatric centers must have the support nec-
essary to assure that the care they provide meets qual-
ity standards. It is clear that, to date, staffing has not
kept up with the demands placed on these state institu-
tions. The services provided to population I and II pa-
tients at psychiatric centers and the quality of the living
environment found in these institutions must be sub-
stantially improved.

Accordingly, the state should give priority attention
to the attainment of adequate staffing levels and a more
appropriate staffing mix at each facility. The level of
staffing should not be permitted to fall below standards
of adequacy as set forth by the Joint Commission on
Accreditation of Hospitals. The staffing mix should guar-
antee the quality of medical, nursing, clinical and reha-
bilitation staffing necessary to assure that effective
treatment and rehabilitation programs are uniformly
available to all state psychiatric center patients.

(3) Population IIT—
Periodically Served Population

(a) This population group, composed of those indi-
viduals requiring periodic or intermittent mental
health care, should also be the financial responsibil-
ity of local managements. The provision of neces-
sary mental health services including, but not limited
to, crisis outreach, clinic, day treatment, partial hos-
pitalization, education, prevention services and tar-
geted case management services, should be financed
through formula-based per capita grants to local
managements. This financial mechanism is designed
to replace the current deficit financing practice of
state aid to localities. In addition, per capita financ-
ing should supplement revenue from other public and
private sources (e.g., Medicaid) for this population.

(b) Per capita funding should assure that the aggre-
gate statewide funding level for the periodically
served population be equal to or greater than its
present share of the local assistance budget (trended
for inflation).

(¢) The per capita grant formula approach should
be established in state law to assure that funding
levels change with inflation and changing popula-
tion dynamics.

(d) The development of a formula approach and
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any changes to the approach should be approved
by the proposed panel on mental health economics.

(e) To build toward a more equitably distributed
service system throughout the state and to mini-
mize the cost to the state to achieve such equity, it
is essential that the per capita grant program in-
clude a mandatory local match comprised of a lo-
cal tax levy and/or voluntary contribution. This
match should be equal to a fixed percentage of
available state per capita aid.

(f) The disparity in current state aid per capita
among all of New York State’s counties will require
several years of modification to attain reasonable
statewide equity. In no case will the local share in
any county be increased to maintain its current ser-
vice level, adjusted for inflation. All counties should
be held harmless with respect to future increases in
state per capita grant appropriations to account for
inflation, and to narrow the per capita aid differen-
tials among counties.

(g) The special fiscal considerations granted to small
rural counties with a population of less than 200,000
in Section 41.18 of the Mental Hygiene Law should
be incorporated into the per capita grant allocation
process in order to account for differences in econ-
omy of scale.

(h) The formula for allocating state per capita grant
aid should be based on needs assessment method-
ologies, and at risk and minority populations should
receive a proportionately higher level of funding.

(1) The Select Commission recommends that local
managements be required to devote at least three
percent of their gross per capita aid program (state
and local share) to prevention, consultation and
education activities.

RECOMMENDATION FIVE

The state should provide the necessary fiscal incen-
tives and establish a capitalization assistance pro-
gram for the acquisition, renovation and construction
of facilities to expand special needs housing and
community-based services for the mentally ill.

One of the major impediments to the development of
special needs residences and day services for the men-
tally ill is the difficulty in securing financing for the
acquisition, renovation or new construction of neces-
sary facilities for such programming. The Select Com-
mission finds that there is difficulty in securing program
development financing and recommends the establish-
ment of a state financed capitalization program. This
program should be accessible to local managements
and providers which have submitted applications to the
state for day and continuing treatment, psycho-social




clubs, residential treatment facilities, community resi-
dences, domiciliary care facility programs, etc.

The capitalization assistance program will consist of
several funding mechanisms, including bond issues, a
mortgage guarantee pool, revolving loan funds and di-
rect grants. The administrative agent for such a pool
may be the Office of Mental Health, the New York
State Housing Finance Agency, the State of New York
Mortgage Agency, the New York State Dormitory
Authority, the Urban Development Corporation, or
whichever existing state agency or authority the execu-
tive and legislative branches may designate. It is hoped
that this finite pool of state funds will leverage the great-
est possible private financial participation in the devel-
opment of community-based mental health programs.

To assure the rational distribution of limited capital
funds, the state should develop and implement an ex-
panded certificate of need process for al/l publicly ap-
proved mental health programs and residences. It is not
expected that every new program or residence (particu-
larly those sponsored by institutions with access to pri-
vate financing) will depend upon this capitalization
program in order to proceed with its project.

However, the state should take several actions which
will maximize the providers’ access to private capital
financing. These include the establishment of a rate
methodology to reimburse providers based on reason-
able costs, the timely processing and approval of such
rates, expeditious processing of claims, and closing the
critical time lag for new programs dependent on Medi-
caid reimbursement to receive their official authoriza-
tion as Medicaid providers.

The Select Commission’s advocacy of a capitaliza-
tion program does not imply in any way an expression
or belief that the state is responsible for the provision of
housing in the community for all mentally ill persons,
nor any opinion on pending litigation in this matter.
This program, however, would begin to address the sup-
portive housing needs of some mentally ill persons in
New York. Amortization and debt service will necessar-
ily be the providers’ financial responsibility within the
funds allocated from the various funding streams re-
ceived (capitation, per capita grants and other public/
private funds). Evaluation of applications for capitaliza-
tion assistance will give priority to those projects which
(a) reduce inappropriate utilization of psychiatric inpa-
tient beds, and (b) meet the housing needs of the
undomiciled mentally ill.

RECOMMENDATION SIX

The State Departments of Health and insurance and
the Office of Mental Health, augmented by multi-
disciplinary input from the public and private sectors,
should investigate appropriate mental health insur-
ance benefit packages and ascertain the feasibility of
expanding private mental health insurance coverage.

The fact that short-term treatment for nervous and
emotional disorders may have a lasting effect upon a
person’s health and well-being has been well docu-
mented, as has the fact that such treatment may lessen
inappropriate utilization of other, often expensive men-
tal health care benefits. Modern advances in pharma-
cology, psychotherapy and community care, moreover,
have reversed the long-term nature of mental illness
care and have brought mental health treatment and
hospital lengths of stay on a par with those for physical
illness. In 1977, the New York State legislature recog-
nized the fact that expenses incurred for such diagnosis
and treatment may pose an undue financial burden upon
the uninsured and, therefore, required all insurance
companies, which issue group health insurance policies
in New York, to make available basic minimum benefits
for the diagnosis and treatment of mental, nervous or
emotional disorders or ailments.

Yet, unlike the general health care industry, where
third party payments from private and public health
insurance are widely available to cover a substantial
portion of the cost, the mental health industry contin-
ues to receive limited third party reimbursement, espe-
cially for outpatient care.

In recognition of this fact, and also to help prevent
population I1II individuals from clinically deteriorating
to the point of requiring the level of care associated with
population II, the Select Commission urges the Gover-
nor to direct the State Departments of Health and Insur-
ance and the Office of Mental Health to immediately
create a high level ad hoc study group. Its purpose will
be to establish an appropriate benefit package for men-
tal health services and investigate the implications of
broadening Section 174-A of the Insurance Law by in-
cluding mental health care as a required benefit of all
private “full benefit” insurance packages. This study
group should seek interdisciplinary advice from business,
third party insurers, providers and the public prior to
reporting its findings and recommendations.

3. MANAGEMENT

RECOMMENDATION SEVEN

The public mental health system should be adminis-
tered in each local mental health region by a local
management sponsored by the state, local govern-
ment or a quasi-public organization.

(a) The State of New York should be divided into sev-
eral mental health regions. These regions should en-
compass the geographic boundaries of a county, or two
or more contiguous counties.

(b) Each mental health region should be directed by a
single local management with administrative responsi-
bility and accountability for all residents who are men-
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tally ill or at risk for mental illness. For those patients in
population I, the local management responsibilities are
limited to assuring the provision of community-based
services and housing as they are found to be capable of
returning to the community.

{c) Local managements may be sponsored by any one
of the following:

s County government, a consortium of county govern-
ments or New York City government. The Select Com-
mission envisions the creation of distinct governmental
units that have an exclusive mission of managing the
local mental health system. Present local government
departments of mental health would continue to func-
tion as providers of service undér contract to the
local management. Waivers of this provision should
be made available by the Office of Mental Health
where appropriate justification exists.

o The state. Consistent with the above, where the state
becomes the local management, the specific organiza-
tional entity entrusted with this responsibility should
not be a component of a service delivery agency.
Therefore, the local management should, of necessity,
be external to all service delivery components of the
Office of Mental Health.

e A quasi-public or not-for-profit corporation. A local
management of this type should constitute a policy
board of directors comprised of representatives from
the state, local government, voluntary sector and com-
munity representatives to include patient advocates,
community-based providers and parents.

(d) The diversity of the state, as reflected in its differ-
ent service configurations, population needs, providers
and financial resources, requires different management
approaches to address specialized regional needs. It is
expected that all state, local government and voluntary
providers will continue to render services under con-
tract to the local management.

The Office of Mental Health will designate the geo-
graphic boundaries for each mental health region, and
the sponsorship or type of local management, following
consultation with local governments and providers. Each
local government, after consultation with providers, con-
sumers and advocates, should present its choice of lo-
cal management to the Office of Mental Health for
approval. Prior to such designations, the Office of Men-
tal Health, with assistance provided by an ad hoc task
force composed of representatives of the Mental Health
Services Council, local government, voluntary providers,
consumers, parents of mentally ill children and other
mental health advocates, should establish a series of
objective criteria and standards to be used for the selec-
tion of local managements. The criteria and standards
should require that each local management establish
and maintain the following:

Accountability for service to populations II and III
Demonstrated contracting capability

A corporate plan and structure

Written policies and procedures

Demonstrated competency in the administration and
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fiscal management of public mental health services

¢ A board structure

¢ Capability to develop and carry out an integrated
mental health services planning process

¢ Capability to assume financial responsibility and risk
for population II clients

e Capability to assure the provision of case manage-
ment services

¢ A willingness to carry out the policies, rules and regu-
lations of the state

¢ A conflict resolution process

¢ Staff recruitment and financing practices for minorities

¢ A willingness and capability to integrate a wide vari-
ety of state and local agencies.

Additional criteria and standards may be developed
as necessary. - .

Local managements should not be direct providers of
service. As such, the Select Commission wishes to re-
move any doubt with respect to the eligibility of state
and local governments to become local managements
in one or more mental health regions. The Select
Commission’s intent is to remove the local management,
to the greatest degree possible, from any potential con-
flict of interest. It is envisioned that the local manage-
ment function within state and local government will be
organizationally separate from all direct service deliv-
ery functions. Waivers should be available where this
separation is impossible or counterproductive.

Localities (local government or other non-provider
groups that may come forward) should be encouraged
through a request for proposal to submit proposals to
the Office of Mental Health. Proposals should specify
the sponsorship or type of the local management as
well as the suggested geographic boundaries for the
respective mental health region. The Office of Mental
Health should use the above criteria as a basis for mak-
ing designations. The Mental Health Services Council
should be consulted and should make recommenda-
tions to the Office of Mental Health on each designation.
In addition, it should also review and comment on all
appeals from localities whose proposals were disap-
proved by the Office of Mental Health.

In regions where proposals are deemed by the state
to be inadequate or where there are no proposals sub-
mitted to the Office of Mental Health, the sponsorship
of the local management should be assumed by the
state. The local management so designated should in-
sure a catchment area of sufficient size, an array of
services (or plans for such services) capable of meeting
the unique needs of that area, and a rational integration
of existing providers.

(e) For each local management, an advisory board will
be constituted with representatives from local mental
and generic health providers, local and state govern-
ment, short-stay acute hospitals, former patients, spe-
cial population groups, including minorities, children
and youth, etc., parents or relatives of mentally dis-
abled persons and civic leaders with expertise in mental
health services.

¢ If the local management is a county, a group of coun-




ties or New York City, local government may elect to
empower the advisory board as a policy body. Many
existing community service boards would serve this
purpose well.

e If the local management is a not-for-profit corpora-
tion or a quasi-public authority, the board will, of
necessity, be a policy body. The corporation or au-
thority may choose, in addition, to appoint such advi-
sory group(s) as it deems necessary. The membership
and functions of the advisory board should be de-
scribed in the enabling legislation. Such a local man-
agement will need to hire its own staff and be
independent of any provider interest.

(f) Each local management will enter into a legal agree-
ment with the Office of Mental Health and be held fully
accountable for a wide range of activities. The contract
should also specify the role and ‘responsibilities of the
state. The prime responsibility of the local manage-
ment would be the assurance that a comprehensive ar-
ray of clinically appropriate services is provided to or
planned for all population II and IIl clients. The
assurance that a system of case management is in place,
including outreach case management, aftercare services
and advocacy in the community, will be firmly fixed as
a critical responsibility of each local management. The
essence here is one of the local management having
primary responsibility for patient accountability.

A local management should have the capability to
develop, in a reasonable amount of time, administrative
expertise, fiscal competency, county and/or city govern-
ment confidence and good community relations—all of
which must accompany any efforts to insure the provi-
sion of adequate care for those most in need.

Local managements, with input from local govern-
mental units where applicable, will submit to the Office
of Mental Health annual plans outlining how they will
meet their mandated responsibilities to assure continu-
ity of care, case management, service delivery, and to
directly provide for accessibility for all eligible clients,
as well as for coordination among local public mental
health providers and generic health, education, social
service, mental hygiene, aging and housing programs.
These plans should also specifically address the needs
of special population groups (e.g., children and youth)
and document how state psychiatric centers will be af-
fected during the forthcoming year.

An automated data base for client management and
tracking should be developed by the Office of Mental
Health and utilized by each local management to care-
fully monitor and review how population II and III
patients utilize services. This data base should provide
assurance that patient confidentiality is maintained. In
concert with the state, local managements will utilize
needs assessment methodologies to identify priority pro-
grams and services to fill critical gaps in the system.

Local managements will be held strictly accountable
to the state for the budgeting and fiscal management of
all income received from the state and other sources,
and disbursements to providers through capitation and
per capita formulae and other consolidated funding

mechanisms. All budgets and planning documents will
be approved by the policy-making board of the local
management, as well as discussed in advance of submis-
sion with the appropriate advisory board(s) constituted
to afford the greatest participation of consumers and
their families. Together with the state, the local manage-
ments will set as a priority the stimulation and develop-
ment of new community-based services and special
needs housing for those found most in need.

Local managements will carry out all state policies
and adhere to state rules, regulations and standards. In
cooperation with state initiatives, they will insure coor-
dination between generic health, education, aging, so-
cial service, other mental hygiene and housing agencies
and public mental health services at the local level.
They will conduct education and promotion efforts to
alert the public to mental health issues and ease the
acceptance of expanded community services, and ap-
ply a fixed percentage of the per capita grant to de-
velop and carry out mental health prevention programs.

The local managements, in coordination with the Of-
fice of Mental Health, must provide for two levels of
conflict resolution/arbitration. The first, concerning pa-
tient specific conflicts (e.g., dissatisfaction with case
disposition) within a mental health region, should be
dealt with expeditiously by each local management us-
ing a conflict resolution panel to be composed of public
and private sector representatives. Where resolution
cannot be reached, the matter should be elevated to a
subcommittee of the Mental Health Services Council.
It is essential that all patient specific conflicts be expe-
dited without delay.

The second level of conflict resolution relates to areas
of discretionary decision-making at either the state or
local level. Such decision-making is often desirable in
order to insure organizational flexibility in responding
to a variety of concerns. Where decisions have a ques-
tionable or negative impact on one or more local man-
agements or on the state, the same subcommittee of the
Mental Health Services Council should be called upon
to mediate or review the issues and make a written
recommendation to the Office of Mental Health. Fair
representation on the council should be afforded to
local managements to insure an objective process of
conflict resolution.

Local managements will, following state policy, in-
sure that sufficient training and incentives are provided
to encourage the recruitment of personnel sensitive
to the cultural and ethnic differences found among
their clients.

Lastly, all local managements should convene jointly,
at least semi-annually, to participate in information shar-
ing and problem identification/resolution sessions. It
will be incumbent on the Office of Mental Health to
coordinate and facilitate these programs.

(g) Each local management will be funded and staffed
appropriately to assure that the responsibilities described
in “f” are carried out effectively.

(h) Local accountability is the central theme on which
the concept of local management is built. The formal
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contract between the Office of Mental Health and each
local management should be explicit in this regard. It
should specify the essential activities required of each
local management. It should also state the actions that
may be taken by the state should these requirements not
be met. From the outset, the local management must
have a clear vision of its mission, adequate financial
support to carry out the mission and an understanding
as to the sanctions that may be imposed by the state for
failure to perform satisfactorily.

(1) Mental Hygiene Management—The recommenda-
tions of the Select Commission, especially those relat-
ing to management, were not developed to address the
entire realm of mental hygiene disabilities. The charge
to the Select Commission was very specific, confining
its activities to the mental health system. Where possible,
the recommendations call for enhanced coordination
among all of the mental hygiene disability agencies, at
both the state and local levels. The Select Commisson,
from the onset, agreed not to extend its review beyond
the charge and in so doing, wishes not to further frag-
ment the local system of management. Therefore, a
more thorough review of the implications of the Select
Commission’s report on the role of local governments,
with respect to mental hygiene management, should be
directed by the Governor.

RECOMMENDATION EIGHT

The Office of Mental Health should be reorganized
and made responsible to provide direction over the
entire statewide mental health system.

(a) The Select Commission is in full agreement that the
Office of Mental Health should be reorganized into
discrete operational units that separate and highlight
the agency’s three principal functions: (1) management
and provision of state psychiatric center care; (2) stimu-
lation of a comprehensive and properly balanced care
system in the community; and (3) regulation, certifica-
tion, funding and direction of the public mental health
system. This organization pattern provides a structure
within the agency to give priority direction to the con-
tinued growth of a properly balanced public mental
health system.

However, beyond this recommendation to reorganize
the Office of Mental Health, there was a very strong
voice throughout the Select Commission that endorsed
the concept of removing state psychiatric center ser-
vice delivery functions from the Office of Mental Health.
This recommendation, if endorsed by the Select Com-
mission, would have proposed reassigning the functions
of state psychiatric center operations to another state
agency or to a public benefit corporation. Other alterna-
tives may also be feasible.

(b) Administrative and Fiscal Responsibilities of the Of-
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fice of Mental Health—The Office of Mental Health
should exercise the fullest authority and oversight over
the entire public mental health system, consistent with
the authority provided for in the Mental Hygiene Law.
Its paramount responsibility will be one of being ac-
countable for a comprehensive, accessible and well-
coordinated system of mental health services for those
citizens of the state who rely on the public system for
care. Although some statutes and many regulations may
need to be amended or rewritten completely to reflect
the Select Commission’s recommendations, it is intended
that the Office of Mental Health be vested with the
necessary executive authority and resources to perform
its vital leadership role.

In moving toward a statewide population-based plan-
ning process for allocating resources, the Office of Men-
tal Health will be expected to design, execute and refine
needs assessment methodologies either directly or by
contract with a university skilled in this technique.
Needs assessment methodologies should insure equity
and accessibility for those most in need within target
populations, and provide incentives for expansion of
community-based services. The Office of Mental Health
should develop and implement service and outcome
standards for all programs, regardless of auspice. Im-
plicit in this process will be the initial task of defining
the three population groups described in this report,
utilizing a panel of clinical experts to be chosen with
public and private sector input.

The Office of Mental Health should be charged with
the selection and regulation of all local managements
and should encourage the maximum possible local in-
put from all interested parties in deciding upon the
geographic configuration and type of each local man-
agement. Where county government or quasi-public/
nonprofit corporation-administered local managements
are deemed by the state to be ineffective or incapable
of meeting their contractual obligations and fiscal
responsibilities, the Office of Mental Health should have
the authority, vested in statute, to terminate that local
management and either directly assume its responsibili-
ties as a state-administered local management or substi-
tute another sponsor.

The Office of Mental Health should not hesitate to
designate local government and quasi-public/not-for-
profit corporation local managements as appropriate to
aregion. It is expected that the Office of Mental Health
will provide technical assistance to localities for the
purpose of ascertaining the advantages and/or disadvan-
tages of assuming the role of a local management. The
Office of Mental Health should assure that in each local
management, proper responsibility is firmly fixed for
case management and service provision for all three
populations. To assist the local management in this
respect, the Office of Mental Health should develop a
computerized patient management and tracking system
for use in each mental health region.

The state will provide fiscal allocations to local man-
agements as described elsewhere in this report in the
form of consolidated funding mechanisms, to ultimately
include capitation for population II and per capita grants




for population III. Minimum staffing levels, rate-setting
and other budgetary considerations will be incorporated
by the Office of Mental Health into a comprehensive
budget submission to the Governor that reflects the
implementation of the new consolidated funding streams
in cooperation with the local managements.

The Office of Mental Health will inspect, certify and
regulate all public mental health providers and local
managements to insure their conformance with all rele-
vant statutes and regulations. A strong quality assurance
monitoring process must be built into the system that
promotes clinical excellence. The coordination of the
various local managements will necessitate a clearly
enunciated statement of policy goals for the entire
system, as reflected in an enhanced planning process.
All regional plans submitted for review to the Office of
Mental Health must provide for the accessibility of ser-
vices to at-risk and minority populations and promote
affirmative action in all personnel practices. Together
with the local managements, the state should stimulate
the creation of new community-based care providers
and special needs housing.

The Office of Mental Health will represent the inter-
ests of the entire public mental health system before
the state executive and legislative branches of govern-
ment, as well as the appropriate federal agencies. The
coordination of policies and programs with other state
agencies—particularly the Departments of Health,
Education, and Social Services, the Office for the Aging,
the Office of Mental Retardation and Developmental
Disabilities, the Division for Youth and the Divisions of
Housing, Substance Abuse Services, Alcoholism and
Alcohol Abuse, and the Council on Children and
Families—will be critical in insuring that the generic
health, human service and housing needs of the defined
populations are satisfactorily addressed. The responsi-
bility for stimulating and enhancing interdepartmental
coordination should continue to be vested with the
Council for Mental Hygiene Planning.

The Office of Mental Health should expand the num-
bers and kinds of demonstration programs targeted to
fill service gaps for children, the multiply-disabled,
minorities, the aging-out adolescent population at risk
of serious mental illness and the special needs of rural
communities. It will continue to directly administer fo-
rensic facilities and programs as charged by state law.

The Office of Mental Health should provide suffi-
cient training and incentives to insure the successful
recruitment of personnel sensitive to cultural and eth-
nic differences among its clients. As described in princi-
ple fifteen, an active research and evaluation program,
under state supervision, must be an integral part of any
public mental health system and should be fully inte-
grated into the planning efforts which will guide the
distribution of available resources.

(c) Relationship of local managements with state psychi-
atric centers and community providers—The Office of
Mental Health will continue to administer and manage
directly all of its psychiatric centers for children and
adults, as well as its family care programs. Referrals for

admission will be made by the local managements, and
discharge plans will be clinically and administratively
coordinated between the psychiatric center and the re-
spective local management. The Office of Mental Health
and local managements should introduce models that
promote clinical integration among state and local psy-
chiatric facilities. The purpose of the clinical integra-
tion model is to insure that the needs of patients for a
continuum of care, from acute to intermediate to long-
term care, are met regardless of provider auspice.

The state psychiatric centers and the local manage-
ments should mutually agree on all admissions and pa-
tients may not be discharged to the community care
system without approval by the respective local man-
agement. The function of clinical coordination is essen-
tial to the development of a successful relationship.
Should a conflict arise between a local management
and a state psychiatric center relative to the disposition
of a patient, the conflict resolution process proposed in
recommendation seven, subsection (f), should be acti-
vated. During the patient’s stay in the psychiatric center,
care will be provided by psychiatric center staff accord-
ing to its policies.

The Select Commission recognizes that close coordi-
nation between all community-based providers and the
local management will require ongoing cooperation.
Aftercare planning and actual service delivery should
be jointly executed by both the provider and the local
management, with a careful assignment of roles and
responsibilities mutually agreed upon and clarified by
contract. It will be incumbent on all parties involved in
this system to ensure that it functions efficiently and
humanely, to be clear about the fixed responsibility for
case management and clinical judgment, and to make
every effort to avoid the gaps in service delivery that
now characterize much of the current system.

(d) Future role of state psychiatric centers—The Select
Commission believes in the continued viability of state
psychiatric centers. Several expert studies reflect a var-
ied opinion as to the number of present psychiatric
center patients that would benefit from community
placement. The range is from a low of 2,000 to a high of
about 9,000. The Select Commission would agree, at
least, with the low estimate and endorses the develop-
ment of new community-based services and housing to
accommodate the transfer of these patients to the
community. This should not imply that more than this
number could not be transferred to the community sys-
tem of care as it expands.

Several variables make psychiatric center utilization
estimations difficult. For instance, future demand on
state psychiatric centers will materialize as a result of
increasing young chronic and elderly populations. As
the age 18-45 population increases and new cases are
found requiring long-term inpatient care (many of which
are very hard to manage), the psychiatric center system
of care will be asked to accommodate this demand for
services. Such will also be the case for the rapidly ex-
panding elderly population.

In addition, state psychiatric centers in partnership
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with community agencies will be required to provide
long-term protective care or asylum care to a signifi-
cant population statewide. This role is a necessary one
and will likely remain unchanged.

Therefore, until a cure for schizophrenia is discovered
that will have an impact on the level of care provided
by state psychiatric centers, the Select Commission fore-
sees little or no substantial decrease in overall utilization.
Unless and until a major augmentation of community-
based care is realized, reliance on long-term institutional
settings will continue.

(e) Miscellaneous

1. Implementation Process—The Select Commission
believes that the recommendations contained in this
report will “charter a course” for needed changes in
the public mental health system. To provide assurance
that the various options for implementation are eval-
uated and the barriers to implementation assessed,
the Select Commission recommends that the Gover-
nor establish an implementation panel. The panel
should be composed of individuals who represent the
major constituent groups in New York’s public mental
health system. In lieu of creating a new body, the Select
Commission would endorse the assignment of this
responsibility to the Mental Health Services Council.

2. Report of the Subcommittee on the New York City
Psychiatric Bed Crisis (Appendix F).

This Select Commission report was submitted to
the Governor in December, 1983. At this time, the
Select Commission wishes to congratulate the Office
of Mental Health and the New York City Depart-
ment of Mental Health, Mental Retardation and Al-
coholism Services on their efforts to implement the
recommendations contained in the report. The Se-
lect Commission further recommends that the New
York State and New York City governments fully
implement each of this report’s recommendations,
without delay.

RECOMMENDATION NINE

The public employee work force should be guaran-
teed job continuity and provided with opportunities
for employment in the community-based system of
mental health care.

health workers should be carefully weighed in arriving
at policy decisions. In addition, should local govern-
ment or private sector mental health employees be
dislocated, the state should give them priority with re-
spect to recruitment into the state work force.

Several proposals have been circulated this past year
which would creatively use existing state psychiatric
center campuses to retrain state workers and provide
community services. Two of the most noteworthy of these
proposals are the WRI Proposal entitled, “An Approach
to the Expansion and Enhancement of Community-
Based Residential/Day Treatment Programs and Conti-
nuity of Care for Mental Health Clients,” and the
Rockland Psychiatric Center-Nathan S. Kline Institute,
Rockland Children’s Psychiatric Center Campus Pro-
posal. These proposals, and others, may lead to expan-
sions in the state work force at the community-based
level. Their impact, and the impact on other proposals
that may emerge, should be incorporated into the local
management planning process. The Office of Mental
Health should test the efficacy of these proposals by
authorizing and funding demonstration projects.

4. PLANNING

RECOMMENDATION TEN

It is essential that the present process of mental health
services planning be reconstructed and expressed as
a popuiation and need-based planning process that
assures coordination between the state and each lo-
cal management.

It is imperative that the Office of Mental Health and
the Governor’s Office take all necessary actions to in-
sure job continuity for state psychiatric center employ-
ees and enable employees, who may ultimately be
transferred from state psychiatric center employment to
the community care system, to make such transitions with
adequate training. The state should also consider the
broader implications of proposed systemwide changes
for local government and voluntary sector employees.
The potential impact on the job continuity of all mental
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(a) A unit in the Office of Mental Health should be
assigned the exclusive responsibility of designing and
administering systems planning policies and should be
adequately funded to carry out this function. The Men-
tal Health Services Council should be vested with the
responsibility to provide advice to the Office of Mental
Health on this process. The Mental Health Services
Council, in providing that advice, will convene a spe-
cial state-level planning task force and charge it with
the aim of developing a statewide uniform planning
format/framework to be used as a base for the develop-
ment of long range plans. As local managements are
established and vested with the responsibility for devel-
oping a mental health plan, each region should have an
established planning group broadly representative of
both consumers and providers.

(b) The systems planning policies of the Office of
Mental Health should be designed to accomplish the
policy goals and objectives of the agency. In so doing,
they should encompass two realms of forecasting and
decision-making:
(1) Strategic Systems Planning

This process will result in the description of a fu-




ture model system of services with availability ex-
pressed in population-based standards for local areas
and regions. Such standards should address the
needs of special population groups including chil-
dren and youth, the elderly, the young chronics, the
homeless and minorities. The plan would also assign
mission expectations for all public mental health
system providers, including state government, local
government, voluntary nonprofit and private prac-
tice professionals, as well as those from other ser-
vice systems (education, social services, etc.).

(2) Administrative Planning for Office of Mental Health
Programs and Facilities
This process will specify the development of pro-
gram and facility mission statements. It will also
allocate state funds in a'manner consistent with the
strategic system plan, and specify short- and long-
term goals for the psychiatric center system. Such a
plan would detail annual activities to be undertaken
by the Office of Mental Health to achieve the goals
described therein. The Office of Mental Health’s
Division of Planning and Evaluation should review
the agency’s annual budget request prior to submis-
sion to the Division of the Budget.

(c) Both mental health planning efforts should have
activities designed into their preparation and review
processes to involve local managements, local govern-
mental units, the eight local health systems agencies
and the designated state.health planning and develop-
ment agency. The present structure of planning at the
local level, one incorporating local governmental units
and other concerned groups, should not be dismantled.
Rather, any revision to the planning process should build
upon this system.

Since most mental illness is managed within the tradi-
tional health system, it is vital that planning efforts bridge
the generic and specialized mental health sectors. In
addition, those segments of the local plan that dea} with
special populations (e.g., children and youth, adults,
the elderly, the homeless, minorities, etc.) should be
closely integrated with the formal planning processes of
other agencies serving the region and, in fact, devel-
oped in consultation with such agencies. The plan should
also contain specific components addressing family sup-
port services, the multiply disabled and the dually diag-
nosed patients. In addition, it should identify resources
within the region that can enhance parental abilities to
care for mentally ill children and reduce family stress.

(d) The Office of Mental Health, with the assistance of
local governments, the eight local health systems agencies
and the designated state health planning and develop-
ment agency, should develop needs assessment method-
ologies for both inpatient and community-based public
mental health services. Contracts with universities may
also be considered for this purpose. Needs assessment
methodologies should be constructed to account for
reasonable substitution effects among several sites of
service to avoid duplication and built-in inefficiency.

(e) Obijective needs assessment methodologies and other
population-based services need indicators should be em-

ployed as guidelines for future decision-making in certifi-
cate of need issuance and licensure, and in funding
allocations recognizing the diversity of needs among
local service areas.

(f) Where possible, the geographic planning areas of
the eight health systems agencies should be cotermi-
nous with mental health regions. In no instance should
a local management have to coordinate its planning
efforts with more than one local health systems agency.

5. RESEARCH AND EVALUATION

RECOMMENDATION ELEVEN

The Office of Mental Health, utilizing its renowned
research institutes and other resources, should pro-
mote research and evaluation efforts as a fundamen-
tal priority.

New York should sponsor and conduct continuing
basic and applied research into the causes and treat-
ment of mental illness, and should regularly and system-
atically evaluate both state and community mental
health programs with respect to performance standards,
quality standards, and regulations.

For these purposes, the Office of Mental Health
should:

(a) Determine the most effective treatment course for
mentally ill patients after their acute symptomatology
has been stabilized.

(b) Analyze and recommend effective alternatives to
hospitalization for the treatment of acute and non-acute
mental illness.

(c) Continue epidemiological studies to develop fur-
ther data on the familial and societal factors of the
environment, genetic factors, nutrition, pregnancy and
birth complications, environmental pollutants and slow
viruses apt to cause or exacerbate mental illness, partic-
ularly as these involve children.

(d) Identify those social and environmental factors that
most significantly contribute to the development of
dementias, both in community and institutional settings.

(e) Continue research into the pathophysiological pro-
cesses related to the development of mental disorders
and continue research to both study the effects on pro-
longed use of psychotropic medications and to discover
more effective therapeutic medications that are safer
and have fewer side effects, especially for those suffer-
ing from schizophrenia and manic depression.

(f) Act as a clearinghouse for the review, examination
and compilation of existing research to provide mental
health providers, clinicians and the public with the most
pertinent current information available.

(g) Promote uniform data collection regarding charac-
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teristics, size, service needs and utilization patterns of
the mentally ill.

(h) Establish a provider evaluation process that applies
a range of qualitative and quantitative measurements to
evaluate program and provider effectiveness.

(i) Initiate research strategies designed to identify a
match between the appropriate service provider and
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the patient. Such strategies should focus on socio-
economic status, culture, race and diagnoses.

The Office of Mental Health should provide funding
for those programs and services that, as a result of
research, are found to be efficacious. It should also
apply its research expertise to the study of appropriate
systemwide coordinative and management techniques.




@ Implementation Strategy

THE PROPOSED SYSTEMWIDE CHANGES recom-
mended in chapter IV are intended to modify and sig-
nificantly improve the management, financing and
delivery of public mental health services in New York.
The Select Commission believes that to successfully
implement and carry out the recommended changes,
two critical factors are essential. First, the process of
change must be deliberate and incremental. A long-
term incremental strategy, in lieu of one that is abrupt
and perhaps disruptive, will minimize the stress on pro-
viders and patients alike. Second, to insure the likeli-
hood for success, several critical actions must initially
be undertaken to create the desired momentum. Ulti-
mately, the behavioral and structural changes recom-
mended in this report should be reflected in a more
effective and humane system of mental health care.

The actions that must successfully be undertaken dur-
ing the year following acceptance of this report by the
Governor are the basis of this proposed implementa-
tion strategy. This strategy has been developed to pro-
vide the executive and legislative branches of state gov-
ernment with a blueprint to begin setting the overall
recommendations into motion. The success of each of
the following actions will directly affect the ultimate
success of the entire plan.

1. Legislative Action

During the first year following acceptance of the Se-
lect Commission’s report by the Governor, legislation
should be drafted, submitted and approved to establish
a time schedule for implementation of the report’s rec-
ommendations relating to local management. A period
of 24 months should be specified for localities to submit
proposals to the Office of Mental Health suggesting
geographic boundaries for mental health regions and a
proposed sponsor for local management. During this
period, the Office of Mental Health will review the vari-
ous proposals against objective criteria and decide upon
the sponsorship of local managements. Within five years,
the entire state should be divided into mental health
regions and a local management established for each.

2. Development of an Expanded Community-
Based Care System

Beginning in the initial operational year, the state
should make a strong financial commitment to develop
new services in the community, especially residential

programs: e.g., domiciliary care facilities, community
residences and residential treatment facilities. To stimu-
late this expansion, the Office of Mental Health should
streamline the state’s regulatory and reimbursement
processes and expand access to funding for capital proj-
ects through the creation of a capitalization assistance
program. These mechanisms have been recommended
to provide financing for the acquisition, renovation and
new construction of facilities for such community-based
mental health programs. Along with these additional
resources, requirements for improved coordination of
services should be expected. One specific mechanism
would be the establishment of conflict resolution pan-
els representing all sectors of the service system in each
locality. These panels would be charged with resolving
differences in patient transfers through development of
admission and discharge criteria and with addressing
the needs of difficult-to-place patients.

3. Financial Demonstration(s)

The recommendation addressing capitation financ-
ing for the system dependent mentally ill was devel-
oped in the absence of substantial experience. Prior to
accepting the concept of capitation and expanding it
throughout the state, it is recommended that its effi-
cacy and feasibility be determined through pilot studies.
The Office of Mental Health, therefore, should immedi-
ately select three regions of the state (e.g., a rural county,
a large upstate urban county and a borough of New
York City) and capitate the system dependent popula-
tion in each.

4. Establishment of Local Managements

Statewide implementation of local managements is a
process that could ultimately require several years. Many
counties will require support and technical assistance
from the Office of Mental Health before they can fully
weigh the options of local control. Others (e.g., Monroe
and Livingston Counties) may be able to adapt to a
local governance model quickly. The Office of Mental
Health should, therefore, move toward the establish-
ment of local managements without delay. It is hoped
that as local managements are established, the three
sponsorship models—state, local government and quasi-
public/not-for-profit corporation—will each be given
an opportunity to function, at least on a pilot basis. The
initial local managements should be closely evaluated
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by the Office of Mental Health to assess the impact of
each concept. Funding to staff each local management
should be provided through direct grants from the Of-
fice of Mental Health upon agreement to function ac-
cording to the requirements set forth by the state.

5. Operations of the Office of Mental Health

In the first operational year, the proposed reorganiza-
tion of the Office of Mental Health should be imple-
mented. The new organization, one that separates the
functions of state psychiatric center management from
the development of a community-based care system,
should begin to address itself to the detailed recommen-
dations of the Select Commission, namely:

(a) Development of measures to stimulate new com-
munity-based services.

(b) Creation of an integrated planning process that in-
corporates public and private sector input.
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(c) Establishment of appropriate definitions for all three
population groups.

(d) Development of needs assessment methodologies;
program, process and outcome standards; a provider
evaluation process, and expanded case management.

6. Review Process

The Select Commission recommends that a review
process be commenced within one year after accept-
ance of the final report by the Governor. This process
should be carried out by a review panel that would
address barriers as well as evaluate options for success-
ful implementation of the report’s recommendations. A
new ad hoc panel or the Mental Health Services Coun-
cil should be vested with this responsibility.




10.

11.

References

. Connell, S., New York State Office of Mental Health.

Paper presented at Grand Rounds, Manhattan Psychiat-
ric Center, New York City, February, 1982, pp. 4-12.

. Derrico, E., The Evolution of Mental Health Policy and

the Homeless: Policy as Its Own Cause. Unpublished
manuscript, State University of New York, Albany, N.Y.,
1982, pp. 5-30.

. Lamb, H.R., Treating the Long-Term Meéntally Ill. Pub-

lished by Jossey-Bass, San Francisco, 1982, p. 19.

. Comptroller ‘General of the United States, Legislative

and Administrative Changes Needed in Community Men-
tal Health Centers Program. Report No. HRD-79-38, May,
1979, pp. i-vii. .

. Bachrach, L.L., Deinstitutionalization: An Analytic Re-

view and Sociological Perspective. NIMH Series D., No. 4,
U.S. DHEW Publication No. (ADM) 76-351, Washington,
D.C., 1976, p.1.

. New York State Office of Mental Health. Communication,

Office of Counsel, 1984.

. Department of Health and Human Services Steering Com-

mittee on the Chronically Mentally Ill, Toward a National
Plan for the Chronically Mentally Ill. Report to the
Secretary, DHHS Publication No. (ADM) 81-1077, Wash-
ington, D.C., 1981, pp. 2-31, A-41.

. Cohen, M., Financing Mental Health Care in New York

State. Paper presented to the New York State Select Com-
mission on the Future of the State-Local Mental Health
System, New York City, September, 1983, pp. 1-8.

. Katz, S.E., Mental Health Treatment: Have Two Decades

Made a Difference? Paper presented at meeting, New York
State Public Health Association, Albany, N.Y., April, 1984,
pp. 7-12.

President’s Commission on Mental Health, Report to the
President from the President’s Commission on Mental
Health, Vol. I, Washington, D.C., U.S. Government Print-
ing Office, 1978, p. 8.

National Institute of Mental Health, Series CN No. 2,

12

13.

14.

15.

16.

17.

18.

19.
20.
21.
22.

Characteristics of Admissions to Selected Mental Health
Facilities, 1975: An Annotated Book of Charts and Tables.
DHHS Publication No. (ADM) 81-1005, Washington, D.C.,
1975, p. 1.

National Institute of Mental Health, Mental Health, United
States, 1983, Taube, C.A. and Barrett, S. A., editors,
DHHS Publication No. (ADM) 83-1275, Rockville, Md.,
1983, p. 1.

Bachrach, L.L., “Young Adult Chronic Patients: An Ana-
lytical Review of the Literature,” Hospital and Commu-
nity Psychiatry, 1982, 33, pp. 189-196.

Cohen, M. and Cohen, R., Mental Health Service System
Overview. Paper presented to the New York State Select
Commission on the Future of the State-Local Mental
Health System, New York City, September, 1983, p. 5.

Housing for the Chronically Mentally Ill: Two Years Later.
Policy Paper of the Mental Health Action Network, State
Communities Aid Association, January, 1984, pp. 1-14.

New York State Office of Mental Health. Surveys of Pa-
tient Characteristics, 1981 and 1982.

Governor's Health Advisory Council, Alternative Futures
for Mental Health Services in New York: 2000 and Beyond,
Albany, N.Y., February, 1984, p. 3.

Kiesler, C., “Mental Hospitals and Alternative Care: Non-
institutionalization as a Potential Public Policy for Men-
tal Patients. “American Psychologist, 37(4): 1982: pp.
349-360.

Governor’s Health Advisory Council, p. 7.
Ivid., p. 3.
Ibid., p. 4.

Governor’s Select Commission on the Future of the State-
Local Mental Health System. Report of the Subcommit-
tee on the New York City Psychiatric Bed Crisis, De-
cember, 1983, p. 33.

42



Appendix A

Goals and Objectives Summarized from the March,
1984 Comprehensive Plan for Children and Youth
Mental Health Services, New York State Office of Men-
tal Health.

Goals

— The development and maintenance of more ade-
quate inpatient resources. This includes primarily
the establishment and evaluation of the impact of
600 RTF beds and the consideration of additional
units as needed.

— Expansion of the day treatment capacity by at least
50 percent by April 1, 1987, and further develop-
ment to address documented unmet need.

— The development of comprehensive, coordinated sys-
tems of services which support children and youth
living with their families or in the most clinically
appropriate, minimally restrictive non-institutional
settings.

— The development and evaluation of prevention
and early intervention strategies for the high risk
populations. .

Appendix B

Proposed Criteria for Use in
Defining Population Il Eligibility

Diagnosis: A patient must have one of the following
Diagnostic and Statistical Manual of Mental Disorders
(DSM) I1I diagnoses with a primary diagnosis of mental
illness: the dementias, organic brain syndrome, func-
tional psychotic disorders, or functional non-psychotic
disorders that are persistent and severe in nature.

Disability: Functional disability resulting from mental
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Objectives

— It is critical that families be integrally involved in
the planning and implementation of a child’s or -
adolescent’s treatment. Obviously, the optimal way
to accomplish this involvement is for the child to be
served while living at home. When that is not pos-
sible, services must be designed to maximize the par-
ticipation of either biological or surrogate parents.

— Since mentally ill children and adolescents almost
always suffer a variety of functional deficits, they
typically need access to a wide range of services
coordinated across two or more systems. The men-
tal health system must maintain the full cooperation
of all of the systems responsible for serving the youth
of the state in order to establish comprehensive sys-
tems of services for mentally ill youth.

— Different areas of the state vary substantially both
in terms of the availability of services for children
and youth, and in terms of the ability to coordinate
the existing services. Progress toward the goals con-
tained in this plan is similarly expected to vary. Spe-
cial focus must be placed, however, on the most
underserved areas and target populations.

illness is defined as substantial limitation in some of the
following major living skills or activities of life: self-
care or personal hygiene, receptive and expressive
language, learning, mobility, self-direction, capacity for
independent living, economic self-sufficiency, interper-
sonal relationships and social transactions. The Office
of Mental Health should establish an objective scale to
determine ability on a uniform basis.




Duration of Illness: The functional disability should have
been present for at least one month prior to certification
in population II and should be expected to last for at
least 12 months after certification. Although most persons
in population II can be expected to remain in this popu-
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lation for extended periods, frequent re-certification of
all population II clients is essential to justify continu-
ance in this group. Such re-certification should be per-
formed at intervals appropriate to the diagnosis and
usual clinical course of the illness, but at least biennially.

Revisions to Select Commission Report

Resulting from Public Hearing Process

THE GOVERNOR'’S SELECT COMMISSION on the
Future of the State-Local Mental Health System con-
ducted eight public hearings throughout the state to
allow the public a last opportunity for input. Hearings
were held from September 14-24, 1984 in New York City
(2), Buffalo, Rochester, Syracuse, Albany, Binghamton
and Long Island (East Meadow).

During this period, Select Commission members heard
testimony from approximately 200 individuals. Most of
the presentations addressed the draft report of the
Commission, 2,500 copies of which had been previously
circulated throughout the state. As a result of this
process, the Commission convened on October 1-2, 1984
to conduct an intensive review of the salient comments
received at the public hearings. The following subject
areas of the final report have been modified or expanded
in response to public concerns. The list is not exhaustive,
although it represents the more significant revisions.

1. Expanded and/or new sections on the homeless,
the multiply disabled, rural populations, minori-
ties and forensics were added to the services
recommendations.

2. Recommendations dealing with client rights and pa-
tient confidentiality were added to the services, fi-
nance and management recommendations.

3. Additional references to the importance of gainful
employment by the mentally ill were added to a
number of the recommendations.

4. Local, public or private sector representation and
input (including consumers and families of the men-
tally ill) were added to the recommendations addres-
sing local management selection criteria, conflict
resolution process, planning and policy boards, and
the clinical panel to define population groups.

5. A new recommendation was added to demonstrate
capitation financing in three areas of the state, one
large urban county, a borough of New York City
and a rural county.

6. Expanded and more specific wording was added to
the population II eligibility and recertification
processes.

7. The recommendation addressing private mental
health insurance was expanded and modified.

8. Two new sections were added to the management
recommendations as follows:

— Relationship of local managements to state
psychiatric centers and community providers

— Future role of state psychiatric centers.

9. Revised and expanded recommendations to clarify
how local governments become local manage-
ments; more detail on the selection process, and
the need for local managements not to be direct
service providers.

10. The recommendation dealing with the organization
of the Office of Mental Health was expanded.

11. More thorough explanations are provided as to the
Select Commission’s interest in retaining the role of
local governmental units and community service
boards in planning and local decision-making.

12. The introduction and management recommenda-
tions were expanded noting the fact that the Select
Commission’s report does not address the entire
mental hygiene system.

13. A recommendation was added to provide state tech-
nical assistance to counties with respect to weigh-
ing the positive and negative aspects of applying for
local management designation.

14. The role of the Council for Mental Hygiene Planning
was added to the management recommendations.

15. There is a new planning recommendation address-
ing coordination between local managements and
health systems agencies and the need for cotermin-
ous planning regions.

16. A new management recommendation has been
added proposing an implementation panel (perhaps
the Mental Health Services Council) to evaluate
the implementation of the Select Commission’s
recommendations.

17. A new management recommendation has been
added proposing a full implementation of the Se-
lect Commission’s Report of the Subcommittee on
the New York City Psychiatric Bed Crisis, dated
December, 1983. The report has been appended to
the final report.

18. Fiscal projections have been added.
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Governor’s Health Advisory Council
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Ms. Rena Shulman
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Appendix E

Financial Projections

ALL FINANCIAL PROJECTIONS are annualized in
1984 dollars; they represent new incremental state dol-
lars and assume full implementation of the report, un-
less otherwise noted.

1. Local Management Administrative Costs
There should be approximately 20-25 local manage-
ments with state grant support totalling $8,500,000
annually.

" 2. Client Management and Tracking System
Total annual cost of hardware and software for the
Office of Mental Health and 20-25 local manage-
ments should be from $2.4 to $5.0 million.

3. Capitation Financing

The system dependent population is estimated at
approximately 100,000 individuals. The 3-5 percent
add-on to the capitation rate for case funding will
bear an annual cost of $105 million; the amount
needed to bring the current level of services for ac-
tive users up to a statewide average of $20,000 is
$200 million. Within these amounts, $33 million will
finance the employment of 2,500 case managers and
supervisors.

4. Per Capita Grants
The Select Commission recommends that per capita
grant funding for population III be increased by $5
million in the initial year. In each succeeding year,
these grants should continue to be increased so that
by the eighth year, the increase represents a $25
million increment to the initial year base.

S. Capitalization Program
In aggregate, over an eight-year period, the Select
Commission recommends that, as a minimum, $100

Mr. Joseph Wagman
Coalition of Voluntary Community Mental Health Agencies

Dr. James Warde
Erie County Department of Mental Health

Dr. Leon J. Warshaw
New York Business Group on Health

Association of Community Living Administrators in Mental Health
(ACLAIMH)

Community Council of Greater New York

Community Mental Health Center Directors

Mental Health Services Council

New York State Conference of Local Mental Hygiene Directors, Inc.
New York State Mental Health Association

New York State Office of Mental Health Psychiatric Center Directors

New York State Office of Mental Health Regional Directors

State Communities Aid Association, Steering Committee
Statewide Health Coordinating Council

million be made available through direct grants and
an additional $105 million through a revolving loan
fund to local managements and providers for the
capitalization of community-based clinic, day and
continuing treatment programs, psycho-social clubs
and housing alternatives. Also, the Select Commis-
sion recommends the establishment of a loan guaran-
tee program to lever, to the greatest degree possible,
private construction/renovation financing. The goal
is for this program to directly or indirectly finance
the construction of 5,000-7,000 beds at $25,000 per
bed and to begin the long process of developing an
acceptable array of services in each local mental
health region. The Select Commission is unable to
estimate the degree to which the loan guarantee pro-
gram will access financing from the private market,
although it is hoped that the impact would be equal
to or greater than the $205 million associated with
the direct grant and revolving fund program. The
above funding levels will, by no means, meet the
required need for such services and housing.

6. New State Staffing

(a) State psychiatric centers—The Select Commis-
sion requests that $40 million annually be budgeted to
hire and maintain 2,000 additional employees at state
psychiatric centers to enhance the quality of care.

(b) Office of Mental Health— To facilitate and carry
out the development of a revised planning process,
needs assessment methodologies, a central manage-
ment, and technical assistance expertise to imple-
ment the local management concept and the financial
recommendations, the Select Commission recom-
mends an additional $4 million annually for the Of-
fice of Mental Health to employ 160 additional staff.
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Introduction

Governor Cuomo’s Executive Order No. 24, dated
September 20, 1983, established the Select Commis-
sion on the Future of the State-Local Mental Health
System. The Select Commission was created to con-
duct a systematic review of New York’s mental health
system, propose steps to improve the delivery of care,
establish new relationships between levels of govern-
ment and recommend ways to restructure the financing
of mental health services.

The Select Commission’s charge included the estab-
lishment of a special Subcommittee to develop short-
term recommendations to ease overcrowding of New
York City’s acute psychiatric inpatient services. The
Governor directed the Subcommittee to evaluate the
extent to which acute care beds are inappropriately

occupied by individuals in need of intermediate or longer
term care, and the extent to which intermediate and
longer term beds are, in turn, inappropriately occupied
by individuals in need of safe and adequate housing in
the community. This charge also specified that the Sub-
committee study the Tripwire Agreement between New
York City and the state.

This report is organized into three major sections.
First, a brief descriptive background section highlighting
demographic changes affecting the city, past and cur-
rent hospital inpatient availability and use, alternative
non-acute services and city-state agreements. Section
II includes a summary of the major findings of the

- Subcommittee, while a final section presents the Sub-

committee’s recommendations.
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Table |

Population Changes 1970-1990—New York City

Year Percent Change
Age Group 1970 1980 1990 1970-1990
0-19 2,474,275 1,987,796 1,829,414 (19.7)
20-44 2,641,086 2,640,615 2,744,798 39
45-64 1,832,137 1,491,496 1,347,069 (18.6)
65+ 948,105 951,732 941,146 (:3)
Total 7,895,603 7,071,630 6,862,427 (13.1)

SOURCE: New York State Health Planning Commission, 1980 Projections From New York State Economic Development Board

. BACKGROUND

Demographics

WITH OVER 7,000,000 RESIDENTS, New York contin-
ues to be the most populous city in the country. Not
only is New York large but it offers striking contrasts—
with some of the country’s most expensive real estate, it
also has literally hundreds of thousands of vacant and
abandoned housing units, a disaffiliated street popula-
tion estimated variously from 5,000-36,000 individuals,

Table I Psychiatric Patients By Age—
New York City Hospitals—1981

% of Psychiatric % Age Group is Pop. Change
Age Group Patients of all NYC Pop. 1980-1990
0-19 11.8 28.1 (8.0)
20-44 56.4 374 39
45-64 183 21.0 (9.6)
65+ 135 135 (1.1
Total 100% 100% (3.0)

SOURCE: Statewide Planning and Research Cooperative System,
New York State Department of Health, 1981. Analysis pro-
vided by New York State Health Planning Commission,
November, 1983.

over one million people on public assistance, 10.1 per-
cent unemployed, while minority youth unemployment
averages over 50 percent.

This combination of unemployment and the lack of
suitable housing, coupled with a growing population of

young adults in the city, has major implications for the
mental health system, for these characteristics describe
those most at risk for mental illness.

While the total population declined by 10.4 percent
between 1970 and 1980 as depicted in Table I, the num-
ber of young adults remained unchanged and is now
expected to increase. It is in this age group (20-44 years
of age) that the onset of schizophrenia normally occurs.

Changes in the city’s population between the 1970
and 1980 census are quite striking.

e The percent below poverty increased from 14.9 to 20.0

e The age cohort 20-44, while virtually unchanged in
aggregate size, is quite different in its social composi-
tion—non-whites were 23 percent of this group in
1970 and now are 47 percent.

These changes all tend to increase the potential de-
mand for mental health care, particularly since the age
group 20-44 accounts for 56 percent of all acute psychi-
atric admissions while those age 45+ account for 32
percent of admissions.

Acute Capacity and Utilization

New York City, with 2,596 acute adult psychiatric
hospital beds, has far more capacity per capita than
virtually any other area of the state, and this supply has
increased significantly since 1970. Table III reflects the
total number of certified acute adult psychiatric beds in
New York City by borough and auspice. It also displays
the number of beds per 100,000 population for each
borough. Currently, state-operated psychiatric centers

Table lll Certified Acute Adult Psychiatric Beds by Borough and Auspice, New York City—1983
‘ BEDS BY AUSPICE

Voluntary/

Borough State Private
Bronx 25 79
Manhattan 43 714~
Queens 100 247
Brooktyn 150 182
Staten Island 25 74
Total 343 1296

*Includes 231 private hospital beds

Beds Per
100,000
Municipal Total Popuiation

153 257 21
401 1158 81
139 486 26
264 596 27
0 99 28
957 2596 36

SOURCE: New York State Office of Mental Health, Bureau of Inspection and Certification, and New York City Regionat Office, December, 1983.
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account for 13.2 percent of acute adult psychiatric beds
in New York City. The remainder are distributed as
follows: voluntary hospitals 41 percent, municipal hospi-
tals 36.9 percent, and private hospitals nine percent.

Hospital Utilization:

Occupancy rates for all hospital psychiatric units av-
erage well over 90 percent, with five hospitals averaging
annual occupancy of 100 percent or greater. Table IV
depicts psychiatric occupancy rates and average lengths
of stay for all hospitals in New York City during 1982.
This table reflects data for all psychiatric beds, not
adult beds alone.

Table IV Hospital Psychiatric Unit
Occupancy Rates and Average Lengths of Stay,
New York City By Borough—1982

Average Length
Borough Occupancy Rate of Stay

Bronx 99.1 211
Manhattan 92.2 234
Queens 932 23.1
Brooklyn 94.0 22.9
Staten Island 87.8 11.3

Total 922 221

Voluntary Hospitals—92.2
Municipal Hospitals—91.3

NOTE: Institutional Cost Reports do not separate adult psychiatric beds
from all psychiatric beds.

SOURCE: New York State Office of Health Systems Management, Divi-
sion of Health Care Financing, Institutional Cost Reports—1982

It should be noted that these occupancy levels are
much higher than found in other large cities; e.g., Los
Angeles 63 percent, Chicago 73 percent, Miami 79 per-
cent and Philadelphia 84 percent. (See Appendix A)

Using data compiled from the Office of Health Sys-
tems Management, Uniform Statistical Reports and
Institutional Cost Reports, and the Statewide Planning
and Research Cooperative System, it is possible to track
citywide occupany rates, average lengths of stay, dis-
charges and total certified acute psychiatric beds. Three
specific years were chosen for this review, 1975, 1980
and 1982.

Throughout the period, the number of annual dis-
charges has decreased by 3.9 percent. During the same
period of time, occupancy rates have remained consis-
tently high, averaging well above 90 percent. This high
level of occupancy is in part a function of increasing

" lengths of stay. In 1975 the average citywide length of

stay was 19.4 days. By 1982 this figure had moved to
22.1 days for a 13.4 percent increase.

Table V depicts these and other findings, including
changes in acute inpatient psychiatric occupancy rates.

Adult occupancy rates at the five state psychiatric
centers are much more difficult to express, as there is
no certified acute care bed capacity at two of the five
hospitals. In these two hospitals, capacity fluctuates with

Table V New York City General Hospital
Psychiatric Inpatient Utilization—
1975, 1980 and 1982

ocC

Year Discharges ALOS Rate  Total Beds
1975 34,964 19.4 925 2,008
1980 34,413 20.0 89.3 2,099
1982 33,583 22.1 92.2 2,206

Note: ALOS = Average Length of Stay
OCC Rate—Average Annual Occupancy Rate

SOURCE: Office of Health Systems Management, Uniform Statistical
Report (1975), Institutional Cost Reports (1980 and 1982)
and New York State Department of Health, Statewide Plan-
ning and Research Cooperative System (1981). Analysis pro-
vided by New York State Health Planning Commission.

demand. Perhaps the best measure of aggregate demand,
in the absence of occupancy rates, is admission data.
During the period 1978-1982, the five state psychiatric
centers in New York City admitted 52,254 individuals.
This number, contrasted to the 50,000 admissions dur-
ing the period 1972-1976, reflects an increase of 4.5
percent. Where source of admission is known, 58 per-
cent of the adult admissions were from general hospitals.
The “Tripwire” Agreement, reviewed later in this section,
has been a significant factor in this increase.

A closer examination of the number of short-term
admissions (length of stay of 90 days or less) can be
used as a proxy for acute patients. This indicates a
stable overall picture with a sharp increase at Kingsboro.

Table VI Discharges From State Psychiatric
Centers In New York City—Patients With
An Average Length of Stay of 90 Days

Or Less 1980 and 1983
Discharges Discharges Change
Facility 1980 1983 1980 to 1983
Bronx PC. 191 183 (4.29%)
Creedmoor PC. 261 251 (3.8%)
Kingsboro PC. 218 305 +39.9%
Manhattan PC. 315 241 (23.5%)
Psychiatric Institute 43 30 (30.29%)
South Beach PC. 178 178 -0-
Total 1206 1188 (1.5%)

SOURCE: New York State Office of Mental Health, November, 1983.

Alternate Care:

Not all patients in acute psychiatric units require hos-
pital care. Information from both the Health and Hospi-
tals Corporation and state psychiatric centers indicates
that a significant number of patients are awaiting trans-
fer to an alternate level of care. Table VII is a summary
of alternate care patient data from surveys conducted
by the New York City Health and Hospitals Corporation
in 1981 and the New York State Office of Mental Health
in 1982-83. These data reflect the appropriate alternate
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care providers for patients in municipal hospitals and
state psychiatric centers at the time of the surveys.

TABLE VIl Alternate Care Needs of Psychiatric
Inpatients—Selected Providers—New York City

Alternate Care Health & Hospitals State Psychiatric

Providers Corporation Centers
Deemed to be
Appropriate For
Transfer To:
State PC. Care 61* (31.7%) NA
SNF or HRF 24 (12.5%) 281 (20%)
Adult Home 17 (8.9%) 552 (39%)
OMR Placement 17 (8.9%) -0-
All Other 73 (38.0%) 568 (41%)
Total 100% 100%
Total Patients
Awaiting ‘
Alternate Care 192 (20%)** 1401 (30%)**

SOURCE: New York City Health and Hospitals Corporation—One Day
Census, September, 1981,
New York State Office of Mental Health—Level of Care Survey,
1982-3.

*It is likely that the vast majority of these patients were admitted to a
state psychiatric center within a short period of time.

“*Percent of total psychiatric patient census (adults only) in state psychi-
atric centers.

The Statewide Planning and Research Cooperative
System (SPARCS) data base was examined for alter-
nate care for all New York City general hospitals with
psychiatric units. This analysis indicated that patients
aged 65 and over, with a primary psychiatric diagnosis,
averaged 6.7 days awaiting alternate care services.

TABLE VIl Alternate Care Days Per Patient—
Psychiatric Patients Age 65 and Over,
New York City (1981)

Lowest Five Hospitals 1.4 days
Highest Five Hospitals 24.4 days
New York City Average 6.7 days
All Voluntary Hospitals 4.2 days
All Municipal Hospitals 18.6 days

SOURCE: Statewide Planning and Research Cooperative System, New
York State Department of Health, 1981. Analysis provided by
New York State Health Planning Commission.

This also shows that the Health and Hospitals Corpo-
ration has a severe problem. In fact, all of the six hospi-
tals with the highest alternate care lengths of stay are
Corporation facilities.

Patient Origin and Payor Status

An analysis of all psychiatric inpatients in New York
City’s voluntary, municipal and private psychiatric units
(including alcohol and substance abuse patients) indi-
cates that the vast proportion of all inpatients are resi-
dents of New York City. These data show that 89 percent
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of all discharges from hospitals in New York City during
1981 were from city residents.

Data collected on source of payment for these pa-
tients show a very high proportion of Medicaid patients
and a low volume of Medicare, in marked contrast to
other hospital inpatient services. Table IX illustrates
this point.

TABLE IX Source of Payment—Psychiatric and
Total Hospital Patient Days:
New York City, 1980-81

Percent of Total

Psychiatric All Patient
Payor Days* Days**
Medicaid 44.3 214
Medicare 20.8 40.0
Blue Cross 13.9 194
Private Insurance 41 6.3
All Other ' 16.9 12.4
Total 100.0 100.0
*1981 data
**1980 data

SOURCE: Statewide Planning and Research Cooperative System, 1981,
New York State Department of Health. Analysis provided by
New York State Health Planning Commission.

Length of Stay

Total discharges from New York City general hospital
psychiatric units have remained almost unchanged since
1975. During the same period, the average length of
hospitalization has increased slightly for all hospitals,
19.4 days (1975) to 22.1 days (1982) and significantly in
the Health and Hospitals Corporation, 13.4 days (1975)
to 21.8 days (1982).

Examination by hospital indicates significant varia-
tions from the mean length of stay within New York
City. The five lowest hospitals averaged less than 15
days while the five highest hospitals averaged over 29
days with respect to the average length of stay of psychi-
atric patients. In an analysis of length of stay data from
the 1981 SPARCS data base, the most common diagnosis,
schizophrenia, was examined. In an attempt to control
for differences in patient characteristics, length of stay
by hospital was age standardized and calculated only
for those Medicaid patients who were not transferred
to another hospital on discharge, who had no alternate
care stay and who had no secondary diagnoses. These
data are shown below.

Schizophrenia Length of Stay, New York City (1981)*

Five Lowest Hospitals 13.5 days
Five Highest Hospitals 44.2 days
New York City Average 24.3 days

*Data are age adjusted with the following characteristics: no secondary
diagnoses, no alternate care patients included; Medicaid patients only.

SOURCE: Statewide Planning and Research Cooperative System, New
York State Department of Health, 1981. Analysis provided by
New York State Health Planning Commission.




Alternatives to Inpatient Care

Inpatient acute care is but one segment of a complex
network of mental health services. Particularly impor-
tant to an effective continuum of care are the following
services: access to long stay hospital care; skilled nursing
facilities; crisis residences; community residences (sup-
portive and supervised); day tréatment (often called
day hospital) and continuing treatment models; clinic
and emergency services; psycho-social clubs, and shel-
tered workshops. All of these services are indeed avail-
able in New York City, but are generally considered to
be inaccessible to much of the population as they are
not distributed in proportion to need.

Table X indicates this maldistribution but also shows
that significant expansion has occurred over the past
several years.

TABLE X Growth of Community-Based
Day Treatment Programs, 1975 to 1983
and Community Residence Programs/Beds,
1977 to 1983, New York City

Day Treatment Community Residences
Programs Programs Beds
Borough 1975 1983 1977 1983 1977 1983
Manhattan 7 15 0 12 0 290
Bronx 5 6 0 8 0 218
Queens 1 6 1 13 40 384
Brooklyn 8 8 1 5 196 306
Staten Island 1 1 0 5 0 104

Total 22 36 2 43 236 1302

SOURCE: New York State Office of Mental Health, Bureau of Inspection
and Certification, and New York City Regional Office, Novem-
ber, 1983,

The most dramatic day treatment program rates of
increase occurred in Manhattan and Queens. Similarly,

community residence beds showed a marked increase
during the period, with major gains in every borough of
the city.

City-State Agreements

1. The Brooklyn Plan*

The Brooklyn Plan is a 1979 agreement among the
major inpatient providers in Brooklyn, to redefine and
coordinate services for the borough. Under this agree-
ment, the entire borough is divided into three catch-
ment areas with two state psychiatric centers, Kingsboro
and South Beach, and one municipal hospital, Kings
County Hospital Center, sharing responsibility for most
of the acute inpatient care. Other municipal and volun-
tary hospitals providing acute care services in Brooklyn
include Brookdale Hospital, Maimonides Hospital, Co-
ney Island Hospital and Interfaith Hospital.

The plan has several attractive features—well-defined
catchment areas, a single emergency service as the point
of entry into all three acute services, a mechanism for
dialogue between the providers, and a patient-centered
treatment approach that promotes better continuity
among state, city and community systems of care.
The plan has resulted in the state psychiatric centers
absorbing 4,000 of the 6,000 annual admissions previ-
ously experienced by the overtaxed Kings County Hos-
pital Center. '

This new division of service responsibility is in marked
contrast to the former circumstances where Kings
County Hospital Center was solely responsible for acute
care, and the two state psychiatric centers provided
only intermediate and long-term care. Each provider is
now responsible for a comprehensive system of care to
its portion of the borough. This revised system of pa-
tient care has improved service coordination and record
keeping, enhanced closer contact with families of pa-
tients who now relate to one provider, and improved
accountability. There are still service delivery problems

Emergency Room Transfers from Tripwire and Non-tripwire Hospitals to

State Psychiatric Centers in the Bronx, Manhattan and Queens, November 1981—August 1983

TABLE XI
Hospital
Health & Hospitals
Corporation
Bronx
No. Central Bronx
Bronx Municipal Transfers
Lincoln Hospital To:
Manhattan
Harlem Hospital
Bellevue Hospitat Transfers
Metropolitan Hospital To:
Queens
Elmhurst Hospital
Queens General Transfers
Hospital To:

Total

SOURCE: New York State Office of Mental Health, New York City Regional Office, November, 1983.

Emergency Room

Transfers to State PC.s
State Weekend Weekday
Psychiatric
Centers

Bronx 140 365
Psychiatric 0 33
Center 0 48
Manhattan 523 129
Psychiatric 0 2
Center 0 2
Creedmore 71 256
Psychiatric
Center 407 986

1141 1821
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in Brooklyn but these relate to the quantity of services
rather than the previous problems of acceptance or
rejection of patients into various levels of care. There is
now in fact increased pressure for additional inpatient
hospital capacity. The plan is unique since it is one of
the few examples of a negotiated strategy to coordinate
the provision of mental health services among city, state
and voluntary providers.

*See Appendix B.

2. Tripwire Agreement™®

In 1981, to alleviate overcrowding in two municipal
hospitals, the City of New York and the New York State
Office of Mental Health entered into the “Tripwire
Agreement.” This agreement allowed the Harlem Hos-
pital emergency room to transfer patients to the Man-
hattan Psychiatric Center on weekends when the former
was at 100 percent census. A similar arrangement be-
tween the North Central Bronx Hospital emergency
room and the Bronx Psychiatric Center was also imple-
mented with this agreement.

To illustrate the impact of the Tripwire Agreement,
Table XI contrasts weekday and weekend emergency
room transfers from tripwire and non-tripwire munici-
pal hospitals to state psychiatric centers from Novem-
ber 1981 to August 1983.

*See Appendix C.

II. FINDINGS

FROM THE SUBCOMMITTEE'S ANALYSIS of data,
presentations by invited experts and the broad experi-
ence of the Subcommittee members themselves, sev-
eral critical and important findings or conclusions
were reached.

Is there a crisis, or is there just the appearance of
one? If real, can it be quantified? Interviews with key
individuals involved with the mental health service de-
livery system and discussions within the Subcommittee
have led to a conclusion that the crisis is a reality, virtu-
ally across the entire city. There is little evidence that
psychiatric beds are occupied by those not very seri-
ously mentally ill. In fact, there is evidence that pa-
tients are awaiting admission, often for extended periods
of time in emergency rooms, while others who would
indeed benefit from inpatient care cannot be accommo-
dated since only the most sick, violent or suicidal pa-
tients can be admitted.

High occupancy often results in admission deferrals
that would normally necessitate inpatient care. Some
hospitals, due to a variety of external variables that lead
to overcrowding, are often forced to care for patients
on emergency room stretchers. Thus, occupancy rates
are often reported in excess of 100 percent.. The need
for New York City’s state psychiatric centers to transfer
patients among themselves and to state psychiatric cen-
ters outside of New York City to alleviate overcrowding
is a further illustration of the crisis. During the period
July 1981 to March 1983, a total of 476 patients were
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transferred out of New York City, while an additional 84
patients were transferred between state psychiatric cen-
ters in the city.

In summary, the crisis can be illustrated by:

— High hospital occupancy rates, especially in adult
units, commonly exceeding 100 percent for all of 1982.

— Evidence that a significant number of patients are
daily waiting admission in emergency rooms.

— The inappropriate use of hospital beds due to a lack
of access to non-inpatient care—20 percent of all
psychiatric patients in municipal hospitals (1981).

This conclusion, however, merely displays the most
obvious symptom of the problems of New York City’s
mental health system. An analysis of the underlying
causes must address two key questions.

1. Are the current inpatient services being appropri-
ately used?

This must include an examination of the appropriate-
ness of admission and continued stay of patients pres-
ently being served. Are patients being admitted to
inpatient care who could be served just as effectively in
alternative programs such as day treatment, transitional
housing or night hospital programs? Are patients’ lengths
of stay being extended not because of medical necessity
but due to the lack of a suitable sub-acute program?
Would the presence of intermediate care beds and in-
creased crisis services help to alleviate the overcrowd-
ing of acute beds? Clearly, there is ample evidence that
among all acute service providers some patients are
indeed admitted and the length of stay prolonged due
to the lack of alternative services.

2. Does the present network of mental health services
sustain the mentally impaired in the community to
the extent possible?

Effective supportive community programs with proper
medical supervision can significantly reduce the de-
mands for short-term inpatient care. To what extent are
the high users of inpatient care served by these pro-
grams? Ideally, the use of these community programs
can prevent, reduce or delay the need for inpatient
hospital care. Perhaps of equal importance, a contin-
uum of community programs can enable the timely dis-
charge of hospitalized patients who no longer require
acute care.

The four findings of the Subcommittee are briefly sum-
marized below.

FINDING No. 1

Within New York City, virtually all providers of care to
the mentally ill are under strain in a system that with
some exceptions can provide only crisis care.




A central and consistent theme, pervasive through-
out New York City, is one of high or over-utilization for
all mental health providers. This factor is equally pres-
ent in community-based services and in acute, interme-
diate and chronic care inpatient services. There is
enormous pressure placed on all providers to serve only
the most profoundly ill patients. Inpatient providers are
always at or near maximum capacity. Community-based
providers of therapeutic services are often unable to
accept new patients since they are also virtually at or
near capacity. Lastly, safe and adequate housing for the
mentally ill in New York City is vastly insufficient to
meet the demand.

FINDING No. 2

The quality of and access to appropriate care is seri-
ously deficient in important ways; this contributes to
the overcrowding but also is a consequence of the
overcrowding itself.

This finding focuses on a series of often interrelated
issues. High inpatient occupancy rates at hospitals, defi-
cient numbers of appropriate community-based services
and adequate housing have affected the quality of inpa-
tient care. Hospitals are constantly under pressure to
release acutely ill patients to provide open beds for
emergency admissions. This system of pressures and
responses often results in patients being inappropriately
released to the community without adequate follow-up
or being retained in high cost acute hospital beds await-
ing placement in intermediate care beds, skilled nursing
facilities and community residential settings. The result-
ant impact of this policy is the “revolving door” syn-
drome, wherein a significant proportion of mentally iil
patients experience numerous hospital readmissions.
Such acute psychiatric episodes may have been han-
dled more appropriately had the system initially func-
tioned more effectively.

Analysis of data from the Medicaid Management In-
formation System (MMIS) indicates that during 1981,
41.5 percent of all Medicaid psychiatric acute inpatient
days were utilized by only eight percent of all inpatients.
Specific attention should be focused on this population
to identify the reasons for this high inpatient utilization
and alternatives to such care.

A second issue is one of the inappropriateness of
using State psychiatric centers to care for the acutely ill
patient experiencing medical problems. State psychiat-
ric centers are neither designed, staffed nor equipped
to treat acutely medically ill patients. A factor that exac-
erbates this problem is the weekend impact of the
“Tripwire Agreement.”

A separate though somewhat overlapping issue re-
lates to the use of emergency rooms by general hospi-
tals as holding areas for patients when inpatient beds
are unavailable. This practice is becoming increasingly
common in New York City and is a serious factor affecting

the level of quality service rendered to these patients.

Lastly, there is a relatively high proportion of alternate
care patients in general hospitals awaiting placement in
other levels of care (e.g., nursing homes). This problem
also exists within the state psychiatric centers where
numerous patients are clinically ready for placement in
community-based settings. Unfortunately, such services
are unavailable to a large proportion of these patients.

The following three findings deal directly with the
access to and quality of mental health care and are
components of finding number two.

FINDING No. 2A

It is urgent that the additional acute care capacity
already approved become operational as soon as
possible and that vigorous actions to reduce the
inappropriate use of current capacity be taken. The
Subcommittee is not persuaded that still more acute
care beds, other than in the Bronx, will be needed
after these actions have been taken.

Acute care bed capacity in New York City would
appear insufficient if occupancy rates are used alone as
a proxy for need. At present there are 2,596 certified
acute care adult psychiatric beds in New York City and
an additional 394 beds approved though not operational.
Table XII depicts the location and status of all certified
and approved though not operational acute adult psy-
chiatric beds in New York City (including state psychi-
atric center acute adult beds).

TABLE XIl Status and Location of Acute Adult
Psychiatric Beds in New York City
October, 1983

Approved Beds

Certified Beds Not Operational

Borough Pub* Vol. Prop. Pub. Vol. Prop.
Manhattan 444 483 231 43 71 9
Bronx 178 79 0 25 33 0
Brooklyn 414 182 0 60 38 0
Queens 239 247 0 0 15 100
Staten Island 25 74 0 0 0 0

Total 1300 1065 231 128 157 109

*Includes 343 state psychiatric center beds. (see Table lli for breakdown)

SOURCE: New York State Office of Mental Health, New York City Re-
gional Office, December, 1983

The addition of the 394 approved though not opera-
tional adult acute beds represents an increase of 15.2
percent over the present number of certified beds. These
additional 394 adult acute beds will likely be opera-
tional by 1986. Of this number, 123 are in Manhattan, 58
are in the Bronx, and 115 are in Queens, the boroughs
with the most significant problems of inpatient capacity.
It should be noted that some of the approved but not
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yet operational beds do not have a 9.39 designation.
These beds will not have as significant an impact as
those with a 9.39 designation. The 15.2 percent increase
will be in addition to a 19 percent bed increase experi-
enced since 1970. This will place New York City, rela-
tive to other major metropolitan areas, with a very
favorable ratio of psychiatric beds to population. The
Bronx, where significant acute care deficiencies are
present, is the only borough that requires additional
beds beyond those already approved.

Of the cities listed in Table XIII only Philadelphia
has a psychiatric bed use rate close to New York’s. Los
Angeles County with 70.1 percent of New York’s use
rate and Chicago with 66 percent follow Philadelphia
with 94 percent.

Table Xlll Certified General Hospital Psychiatric
Acute Care Beds and Patient Days, New York City
and other Major Cities

Certified Beds per Patient Days
Psychiatric 100,000 Per 1000
City Beds Population Population
Miami 492 29 81
Chicago 947 32 84
Los Angeles County 2,903 39 90
Philadelphia 657 39 119
New York City 2,596 36 127

SOURCE: New York State data from New York State Office of Mental
Health. Data from other cities obtained by Select Commis-
sion staff with assistance from New York State Health Plan-
ning Commission, October, 1983.

The high use of acute inpatient beds in New York is
believed to be linked to the lack of alternative pro-
grams (Finding No. 2B) and poor coordination of ser-
vices (Finding No. 2C).

FINDING No. 2B

There is an inadequate supply of capacity and pro-
grams that provide alternatives to acute inpatient care,
which permit acute care beds to be used only for
patients for whom that care is the most appropriate.
Even on a short-term basis, marginal expansion of
the alternatives can be achieved, thus helping to re-
lieve the acute bed crisis.

Effective community treatment programs have a well
documented record of delaying or preventing entirely
the need for inpatient acute care. In addition, a well
defined array of community services can shorten the
length of necessary inpatient stays. Programs such as
day treatment, intermediate care, skilled nursing facili-
ties, community residences, transitional housing, and
crisis intervention, along with family services, can play
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a major role in reducing the use of acute inpatient psy-
chiatric care.

Evidence from the State’s community residence pro-
gram shows that effective community residences can
dramatically reduce hospital admissions. The psychiat-
ric literature has documented that approximately two-
thirds of all hospital stays could be just as effectively
treated in non-patient programs.* While this proportion
may be lower in a city such as New York, it certainly is
still significant. In fact, a recent study of New York City
day hospital programs concluded that without a day
hospital program, 62 percent of all those referred would
have been otherwise hospitalized and 54 percent of all
day hospital patients would have required longer hos-
pitalizations.** The Subcommittee finds that the lack
of a sufficient number of such alternative programs is a
basic cause of the inpatient crisis.

Table XIV displays the imbalance of community pro-
grams across New York City and the uneven ratio of
such programs to inpatient beds.

In Philadelphia, a city considered to have demograph-
ics somewhat comparable to New York’s, there are 480
community residence beds and 657 acute inpatient beds,
a ratio of .7 community residence beds to every hospi-
tal bed, in contrast to .5 community residence beds per
hospital bed in New York City. California’s “model”
system requires five to nine alternative residential slots
to every short-term hospital bed.

FINDING No. 2C

Fragmentation and lack of coordination create diffi-
culties in caring for acutely ill patients. Better coordi-
nation can improve the situation marginally in the near
future, but more substantially over time.

The system of mental health care in New York City is
incredibly complex—with literally hundreds of provid-
ers in a multi-level of care service network. This is
further compounded by the diversity of the municipal,
state and voluntary agencies and their reliance on mul-
tiple sources of funding. Inadequate communication and
coordination are also inherent difficulties. This is most
in evidence with respect to the difficulties experienced
in moving patients from one system to another and
from one level of care to another.

A significant difficulty is the lack of clear criteria as
to what patient programs are to serve patients with
multiple and often conflicting patient care needs. For

*See for example Kiesler: “Mental Hospitals and Alternative Care,”
American Psychologist, April 1982, pg. 349-360; Stein and Test
“Alternative to Mental Hospital Treatment,” Archives of General Psy-
chiatry, April 1980; Pepper and Rogatz: “The Young Adult Chronic
Patient,” New Directions for Mental Health Services, June 1982.

**New York State Psychiatric Institute, cited in An Assessment of
New York State Community Support Services Evaluation Studies:
1979-1983, McGreevy et al, Office of Mental Health, 1983.




TABLE XIV Community And Acute Inpatient Capacity By New York City Borough—1983

Hospital Beds CR Beds Day Treatment Ratio of CR Beds
Per 100,000 Per 100,000 Slots Per 100,000 to Hospital

Borough Population Population Population Beds
Bronx 21 17 16 8
Manhattan 81 19 38 2
Queens 26 12 11 5
Brooklyn 27 14 26 5
Staten Island 28 30 18 1.1

Total 36 18 22 5

Note: CR refers to community residence. It is not uncommon to find'CR beds in one borough occupied by residents of other boroughs. Staten
Island is a primary, example with several of its CR beds occupied by Brooklyn residents.

SOURCE: New York State Office of Mental Health, Bureau of Inspection and Certification, November, 1983.

the patient with multiple needs whose care plan is
changing, these barriers can often seem insurmountable.
The core service agency concept in the community
support services program (CSS) and effective case man-
agement should be emphasized across the mental health
system. Mechanisms to regularly share information and
discuss problem patients have been instituted as part of
the Brooklyn Plan and are exemplary models which
demonstrate significant improvements in patient care.

Another barrier to the timely movement of patients
within the mental health system pertains to involuntary
admissions. Section 9.39 of the Mental Hygiene Law,
entitled: Emergency Admissions for Immediate Obser-
vation, Care and Treatment, requires designated hospi-
tals to admit patients felt to have a “mental illness for
which immediate inpatient care and treatment in a hos-
pital is appropriate and which is likely to result in seri-
ous harm to himself or others.” A 15-day involuntary
hospitalization is permitted under this law, if within 48
hours of admission, a staff physician makes this determin-
ation. After the 15th day the patient’s status must change.

At present in New York City, only 1540 of the 2549
acute psychiatric beds (excluding state psychiatric
centers) or 60 percent, are designated as “9.39” beds.
Table XV displays the distribution of these and total
beds by borough and by auspice.

As depicted above, only 60 percent of the city’s beds
have a “9.39” designation. Large segments of New York
City, especially in Manhattan and Queens have involun-
tary admission bed deficiencies.

FINDING No. 3

There are serious deficiencies in services to minori-
ties, in part due to the lack of minority professional
providers.

While access to mental health services is less than
ideal for virtually all but the most affluent of New
Yorkers, it is the city’s large minority population which
is often most disadvantaged, yet most in need. Particu-
larly disturbing are significant variations in utilization
by level of care. While for example, blacks are 27 per-
cent of all those seen in the formal mental health sys-
tem and 24 percent of the city’s population, they are
less likely to be served in voluntary hospitals than are
whites, and less likely to receive clinic care. Additionally,
Hispanics comprising 19.6 percent of New York City’s
overall population and 29 percent of the population
under 21 years of age demonstrate similar utilization
patterns. But beyond these numbers there are signifi-
cant issues about the relevance and adequacy of care to
all minority groups, the lack of minority professional
and non-professional caregivers, and the lack of under-
standing of effective treatment for the city’s non-white
population, totalling 48 percent.

TABLE XV Section 9.39 Beds in New York City by Borough and Auspice—1983

Total Total

Borough All Beds Beds
Manhattan 1237 711
Bronx 248 201
Brooklyn 528 362
Queens 452 211
Staten Island 84 55
Total 2549 1540

Section 9.39 Beds

Percent Voluntary Municipal
of Hospital Hospital
Total Beds Beds Beds
57% 263 448
82% 32 169
69% 122 240
47% 25 186
65% 55 0
60% 497 1043

SOURCE: New York State Office of Mental Health, New York City Regional Office, November, 1983.
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FINDING No. 4

The mission, clients and services of the mental health
system are often poorly understood and the public is
ill-informed about the capabilities and limitations of
mental health treatment.

There appears to be a high level of public misinforma-
tion about mental illness as a disease and methods of
caring and treatment. The high proportion of chronicity
and the associated services required to deal with the
long-term nature of mental illness are factors that are
generally misunderstood. Deinstitutionalization and its
impact on the public perception of mental illness has
led to inaccurate and unfortunate generalizations that
ignore the fact that there is no cure for most forms of
chronic mental illness for which lifetime care is the rule
not the exception.

The Subcommittee finds that more reasoned and real-
istic expectations must be developed for the mental
health care system and clearer distinctions should be
made to define mental health versus social service and
general health responsibilities.

lIl. Recommendations

The Subcommittee offers a series of recommenda-
tions that when taken as a whole offer significant and
practical steps designed to address a very difficult and
complex problem.

These recommendations are based on the principle
that state and city governments, in conjunction with
the voluntary mental health sector, share a mutual com-
mitment for service to the mentally ill in New York City.
Only when all of these parties work together in a true
partnership can the mentally ill be effectively served.
Failures in communication and unclear and duplicative
roles and responsibilities have long prevented effective
coordination of services.

The following short-range recommendations are those
that can lead to tangible results within one year. Long
range recommendations will require more than a year
to yield results. The Subcommittee urges that move-
ment toward implementation of the short-term recom-
mendations begin without delay, whereas the long-term
recommendations should be addressed by the full Se-
lect Commission in its deliberations.

SHORT-TERM RECOMMENDATIONS

The following 16 short-range recommendations have
been divided into six distinct categories, namely: New
York State financial support, new bed capacity, inter-
hospital transfers, facilitating patient flow, improving
services to minorities, and serving the homeless. This
categorization highlights those recommendations that
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will have a direct bearing on easing the acute inpatient
crisis. It also focuses on additional recommendations to
improve the overall system of mental health care in
New York City.

NEW YORK STATE FINANCIAL SUPPORT

RECOMMENDATION NO. 1

Additional funds are urgently needed to maintain the
present capacity of the mental health system and per-
mit some expansion of services necessary to remedy
the worst and most pressing defects. New resources,
and not simply a redistribution of current funding,
are necessary.

The Subcommittee views this recommendation as a
basic tenet from which subsequent recommendations
flow. Any new state funding approved for the remain-
ing recommendations in this report should not be at the
expense of presently funded programs in New York City.
The Subcommittee urges that funding for local assis-
tance and state psychiatric hospitals in New York City,
at a minimum, not be reduced. Further, it is recom-
mended that personnel losses sustained at New -York
City’s state psychiatric centers since April 1, 1983 be
recovered, including positions providing services to chil-
dren and youth, that inflationary increases for local
assistance-funded service be continued and that restora-
tion of the bad debt and charity pool offset occur.
Finally, the Subcommittee would urge that the reim-
bursement methodology for general hospitals not be
modified to discourage hospitals from providing psychi-
atric care, such as the establishment of separate rates
for inpatient psychiatry.

NEW BED CAPACITY

RECOMMENDATION No. 2

All the state and city agencies concerned must move
swiftly to assure the opening of approved but not yet
operational acute care beds, approve the establish-
ment of new beds in the Bronx, and assure that the
changes at Bellevue result in a minimal reduction in
operating bed capacity.

1. Expedite the opening of the 25 approved psychiatric
beds at North General Hospital. The state should
move to assist North General Hospital in opening
these beds or find another suitable applicant who
can proceed.




2. The Article 28 application pending in the New York
State Office of Health Systems Management to estab-
lish 115 additional psychiatric beds on the 18th floor
of “New* Bellevue should be approved without delay.
When certification is received, Bellevue Hospital
should make every effort to see that these beds be-
come operational as soon as possible. As an interim
measure, an Article 28 application should be submit-
ted by Bellevue and approved by the state allowing
for the temporary conversion of medical/surgical
beds to psychiatric beds for a two-year period.

3. Expedite the opening of all approved but not yet
operational psychiatric beds in New York City—394
beds. (See Appendix D)

4. Additional acute care bed capacity at general hospi-
tals and increased alternative services in the Bronx
should be applied for, approved and expedited.

The Subcommittee supports the notion that a state
children’s psychiatric center be established in Brooklyn.
In addition, steps should also be taken to assure that all
of these new resources accept 9.39 patients and serve
designated catchment areas.

INTER-HOSPITAL TRANSFERS

RECOMMENDATION No. 3

The Tripwire Agreement is a temporary and less than
ideal stop-gap measure and should be phased out as
new acute care beds are opened and other steps to
relieve the acute care system are taken. This will re-
quire aggressive effort by both city and state govern-
ments to put in place the additional resources which
will eliminate the need for Tripwire. It is the intent of
the Subcommittee that these actions will result in end-
ing the need for Tripwire within 18 months of the ap-
proval of this report by the Governor. Meanwhile, the
workings of Tripwire should be smoothed by allowing
a more uniform movement of patients during the week
without increasing the overall volume of transfers.

The Subcommittee regards the Tripwire Agreement
as a temporary and less than ideal stop-gap measure.
Clearly, the quality of patient care suffers under this
arrangement and accountability is weakened while state
hospitals are overburdened. The Subcommittee also
wishes to emphasize the importance of moving to make
changes which will allow the Tripwire Agreement to
cease. Therefore, beginning with the approval date of
this report by the Governor, the Tripwire Agreement
will cease to exist 18 months hence or on a borough by
borough basis, as the new psychiatric beds noted in the
present Tripwire Agreement become operational. It is
essential that New York State and New York City gov-

ernments take timely and aggressive actions to mini-
mize or eliminate the need for this Agreement.

RECOMMENDATION No. 4

Transfer of patients awaiting the completion of com-
mitment procedures should be authorized. The direc-
tor of the receiving hospital should be substituted for
the director of the waiting hospital as the appropriate
party in the civil court proceeding.

Inpatients in municipal hospitals who are the subject
of judicial court commitment procedures may not be
transferred during the pendency of these procedures and
since these procedures can take two to three weeks,
transfer is delayed. This recommendation would elimi-
nate the delay by allowing a transfer to occur during
the pendency of the commitment. The director of the
receiving hospital would then be a party in the court
action. This will release municipal hospital acute psy-
chiatric beds for community patients.

RECOMMENDATION No. 5

The New York City Health and Hospitals Corporation
should give high priority to improving ambulance ser-
vice for inter-hospital transfers of psychiatric patients.

At present, the New York City Health and Hospitals
Corporation has six ambulances equipped to transfer
psychiatric patients between hospitals. Unfortunately,
funding to staff and maintain these vehicles is insuffi-
cient. This results in psychiatric patients being required
to wait in hospital emergency rooms, often for several
hours, prior to being transferred. These delays also
negatively impact on the hospital’s emergency room
staffs. This recommendation seeks increased efforts
by the Health and Hospitals Corporation to alleviate
this problem.

RECOMMENDATION No. 6

The New York State Office of Mental Health should
develop and publish uniform admission standards for
all state psychiatric centers in'New York City.

To minimize or eliminate the confusion caused by a
lack of uniformity, the New York State Office of Mental
Health should establish uniform citywide admission
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criteria. This will reduce the need for multiple trans-
fers and establish clear systemwide benchmarks for
all providers.

This recommendation, linked with recommendation
No. 13 dealing with the creation' of borough clinical
committees, will lead to a better understanding of where
patients with special needs should be treated. In addi-
tion, this would foster uniformity among providers in
the detéermination of the appropriate level of care
needed by all patients. This is a particularly important
problem between acute hospitals and state psychiatric
centers which often disagree on definitions of which
patients require transfer into the state system for inter-
mediate and long-term hospital care. As clear admission
standards are developed and adopted, these differences
will diminish, leading toward a defacto “no decline”
policy (where general hospitals’ request for the admission
of patients into psychiatric hospitals are all accepted).

- FACILITATING PATIENT FLOW

RECOMMENDATION No. 7

The New York State Offices of Health Systems Man-
agement and Mental Health should quickly develop
rates for hospital-based day treatment programs which
will lead to the expansion of such programs in New
York City and prevent the threatened closure of exist-
ing programs.

Hospital-based day treatment programs have been
deterred by the lack of equitable reimbursement ar-
rangements. New or expanded intensive hospital-based
day treatment programs often cannot be supported,
based on the present rate reimbursement structure.

Among hospitals offering day treatment services, ac-
tual costs vary from $60 to $300 per visit reflecting
differences in cost accounting and services offered. The
development of new cost standards, as well as new pro-
grammatic standards that define a more intensive level
of care for hospital-based programs, is essential.

The New York State Offices of Mental Health and
Health Systems Management should immediately initi-
ate the development of standards defining who should
be served, including utilization norms and productivity
measures so that day treatment services may be more
adequately defined. When available, these standards
and productivity measures would be used by the Office
of Health Systems Management to compute Medicaid
day treatment rates to permit the addition of greatly
needed day treatment program capacity.

It is expected that the increased availability of tar-
geted intensive day treatment services in areas of great-
est need, coupled with increased housing opportunities,
will have the effect of reducing the average length of
acute psychiatric inpatient stays in general hospitals by
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two days. In addition, steps should be immediately taken
to provide interim rates where necessary to prevent the
closure of currently operational hospital-based day
treatment programs and to permit the earliest possible
opening dates for new and expanded capacity. A target
of adding 150 day treatment slots is recommended
for 1984-85.

RECOMMENDATION No. 8

Steps should be taken to assure that hospital psychi-
atric patients appropriate for nursing home care are
not rejected for admission simply because of their
mental impairment.

A significant number of psychiatric patients in munici-
pal, voluntary and state hospitals require nursing home
care. Often, because of simple discrimination, these pa-
tients find it exceptionally difficult to gain admission to
nursing homes. Several steps should be undertaken by
the New York State Office of Health Systems Manage-
ment and the Health Systems Agency of the City of
New York, Inc., including the targeting of a major pro-
portion of the new nursing home capacity expected to
be approved over the next several years for psychiatric
patients, an examination of special considerations for
increased nursing home rates if it can be demonstrated
that these patients require more costly care, and the
identification of measures to prevent nursing homes from
discriminating against the mentally ill. It is also recom-
mended that priority access to skilled nursing facility
(SNF) beds be given to Section 9.39 acute care facilities.

RECOMMENDATION No. 9

The state should move to establish 200 intermediate
care beds in state psychiatric centers to reduce the
inappropriate use of high cost general hospital acute
inpatient services by patients who require this leve!
of care.

It was agreed that a significant number of acute pa-
tients in general hospitals are unnecessarily utilizing
such beds. These patients do not require the highly
intensive and costly services provided in general hos-
pitals. Therefore, it is recommended that as acute care
beds are reduced, 200 new intermediate care beds be
established at state psychiatric centers in New York
City. This will help assure that capacity will be available
to provide intermediate hospital care to patients who
have been stabilized in general hospital acute units,
thereby releasing acute beds for new patients.




RECOMMENDATION No. 10

Serious consideration should be given to the estab-
lishment of transitional beds to relieve pressure on
general hospital inpatient psychiatric capacity.

The concept of transition beds applies to the use of a
discrete number of specially reimbursed beds at gen-
eral hospitals to be used for patients no longer requir-
ing intensive and expensive acute care services. These
beds would be used for short lengths of stay by patients
on alternate care status. This concept assumes that a
revised reimbursement methodology will be established
so that the per diem rate for transitional care will be
less than that for acute care.

RECOMMENDATION No. 11

The state should expedite procedures for the develop-
ment of new community residence beds by the volun-
tary and public sectors. In addition, the construction
of new community residence beds on state psychiat-
ric center grounds, where cost-effective and feasible,
is recommended.

There are presently many community residence beds
in the certification “pipeline” that should be expedited.
These beds are urgently needed in the community and
the New York State Office of Mental Health should
take necessary actions to reduce all delays with respect
to this process. By March 31, 1984, 1,362 beds will be
established in New York City. An additional 231 beds
are recommended for development in 1984-85. These
new beds will be developed according to the revised
community residence program and funding models and
will emphasize services to more active, volatile younger
chronic patients.

Given community level opposition to the location of-

community residences in residential neighborhoods, the
Subcommittee recommends that where available, the
grounds of state psychiatric centers be used as sites for
new construction.

RECOMMENDATION No. 12

The State Offices of Mental Health and Health Systems
Management should implement a targeted demonstra-
tion program designed to increase the role of private
professional practitioners in caring for patients who
now rely entirely on the public psychiatric care system.

This demonstration effort would streamline adminis-
trative procedures for Medicaid reimbursement to en-
courage private practicing mental health professionals
to assume a larger role in case management and care
delivery responsibilities in areas of greatest need. The
Subcommittee believes that reduction in paperwork and
cumbersome administrative procedures in a carefully
structured manner could attract psychiatrists to either
enter the Medicaid program as providers or expand
their present practice. Anticipated results include re-
duced levels of inpatient care and enhanced continuity
of care for the enrolled Medicaid clients. The Subcom-
mittee also urges the direct inclusion of the professional
community in the design of this project.

RECOMMENDATION No. 13

Providers in each borough of the city should estab--
lish clinical committees to discuss problem cases on
a regular basis.

The creation of borough-wide and sub-borough (where
appropriate) clinical coordinating committees can en-
hance the communication among and between both
inpatient providers and other community programs and
can serve to minimize conflict and lack of coordination
present in the system. Regular sessions to discuss prob-
lem cases will be beneficial to both providers, patients
and those administratively responsible for the mental
health system in New York City.

IMPROVING SERVICE TO MINORITIES

RECOMMENDATION No. 14

Although some of the steps may take time to show
results, the state, city and voluntary sectors should
begin now to implement measures to serve more ef-
fectively the city’s minority population, in particular,
the need for more minority professional providers. In
addition, the Subcommittee emphasizes the need for
attention to the special needs of minorities in the im-
plementation of all the recommendations in this report.

These efforts would include measures designed to
strengthen the inservice training of mental health per-
sonnel in the unique treatment needs of the city’s minor-
ity population, new definitions of treatment modalities
to deal with illnesses that affect minority populations
and increase the numbers of minority health personnel.
In addition, progress should be made in assuring that
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the proportion of minorities served by mental health
providers is consistent with the proportion of minorities
residing in the community served.

Specific short-term actions that will have a positive
impact on mental health service to minorities include:

o The establishment of an Associate Commissioner po-
sition and a designated minority clinical services
capacity in the New York State Office of Mental
Health's Office of Minority Affairs, to have program-
matic responsibilities for improving mental health ser-
vice to minorities, including input into New York State
budget decisions.

e A study/advocacy group should be established mir-
roring the Presidential Commission on Mental Health,
Subcommittee on Minorities, with appropriate staff
to determine the specific treatment needs and make
recommendations to increase the relevancy and
amount of programming for minority New Yorkers.

¢ State and local governments and the voluntary sector
should, in conjunction with the Office of Mental
Health, form a State Institute for Research and
Development. This institute should create training
methods and conduct seminars and inservice training
programs for all levels of mental health workers to
improve mental health service to minorities.

¢ Responsibility for all Office of Mental Health minor-
ity demonstration projects should be transferred to
the Office of Minority Affairs.

e The New York State Governor’s Interagency Council
should be reactivated to enhance coordination among
and between state agencies relative to minority men-
tal health issues.

¢ Programs to train or retrain minority mental health pro-
fessionals and non-professionals in the mental health
field should be developed and fostered by persons
knowledgeable about New York City minority issues.

SERVING THE HOMELESS

RECOMMENDATION No. 15

The state and city should increase their efforts to
provide mental health services to the homeless, espe-
cially severely disabled “street people” who do not
use the current shelter system, by establishing spe-
cialized residential programs at Creedmoor Psychiat-
ric Center and expanding outreach services citywide.

Recent studies suggest that the mentally ill are a sub-
stantial segment among the homeless population with a
significant proportion seriously impaired.

Mentally ill homeless persons have the same basic
needs for shelter, nutrition, health services, social
support, etc., as other homeless persons. While psychi-
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atric disability is a problem which complicates the meet-
ing of these basic needs, the lack of these resources also
exacerbates the psychiatric condition. Solutions to the
problems associated with the homeless go far beyond
providing adequate shelter. The problems also encom-
pass health and mental health care needs. Solutions
via expanded services should be focused directly on
these needs.

To better meet the psychiatric needs of this popula-
tion, the following is proposed:

¢ Establishment of specialized shelter, domiciliary care
and community residence beds for the homeless men-
tally ill at Creedmoor Psychiatric Center.

» Expansion of outreach programs including additional
programs for Harlem/Upper East Side, the Bronx and
Brooklyn.

¢ Increased efforts by the city’s public and voluntary
mental health service providers to render appropri-
ate care to the homeless population.

RECOMMENDATION No. 16

The New York State Office of Mental Health, in con-
junction with the New York City Department of Mental
Health and the Health and Hospitals Corporation,
should implement a model program to evaluate the
impact of a coordinated and integrated mental heaith
service system on a pilot basis.

This recommendation proposes the development of
two community service system model programs—one
under voluntary auspice to be chosen via a request for
proposal process and the other under municipal auspice.
In each model, a single authority will be assigned com-
prehensive service and administrative responsibility for
a defined group of patients to minimize service fragmen-
tation. This demonstration is not intended to identify
new concepts and strategies, but to systematically apply
knowledge already known on service management and
strengthen the coordination of services. The demonstra-
tion will provide increased access to a broad range of ser-
vices and improve the integration of services. Effective
case management will be a key emphasis of these demon-
strations, as will the creation and maintenance of a
patient data base for client assessment, monitoring and
evaluation. The evaluation aspect of this project should
be the responsibility of an independent organization.

This would involve the responsible management au-
thority (a voluntary or city unit) to take responsibility
for the following:

¢ Develop a service plan with utilization targets for a
defined mentally ill population.

¢ Take responsibility for monitoring utilization, admis-
sion, continuous stay and discharge of all defined
patients.




- Develop workable agreements with providers—city,
state and voluntary—for necessary care.

¢ Establish a management capability to monitor system
performance with specific goals to maintain the pa-
tient in the community.

LONG RANGE RECOMMENDATIONS

While the Subcommittee focused on short-term rec-
ommendations, it was clear that there were several
overarching problems that needed resolution. The Sub-
committee suggests that the full Select Commission con-
sider the following long-term recommendations during
its deliberations over the next several months.

RECOMMENDATION No. 1

There should be one administrative authority respon-
sible for the coordination of mental health services in
New York City.

At present, there is no single focus for decision-making
in New York City. The New York City Department of
Mental Health, the Health and Hospitals Corporation,
the voluntary sector, and the New York City Regional
Office of the New York State Office of Mental Health,
all provide systemwide and often service specific direc-
tion but without sufficient coordination. There is a seri-
ous lack of clarity regarding the responsibilities and
roles of each agency with competing and often conflict-
ing objectives. This leads to administrative confusion
and compounds the inherently complex job of deliver-
ing effective mental health services. It is imperative
that the administrative leadership of the New York City
mental health system agree to identify one administra-
tive authority so that decisions concerning the coordina-
tion and provision of services may be made centrally.

RECOMMENDATION No. 2

The City of New York should develop discrete service
or catchment areas for all providers, with arrange-
ments in each area to provide directly or arrange for
access to a full range of institutional and community-
based mental health services.

The creation of a citywide catchment area system
would stimulate enhanced coordination and integration
between hospital-based and community therapeutic and
rehabilitative providers. A logical and efficient system
of providing a full range of mental health services to the

residents of each catchment area would be stimulated if
this formed the basis for working groups of community
providers to coordinate services. Each catchment area
should ultimately have an adequate supply of providers
equipped to render a full range of services with defined
agreement for the regional delivery of specialized, costly
or infrequently used programs.

RECOMMENDATION No. 3

The roles of inpatient care providers should be rede-
fined and clarified between the state and municipal/
voluntary sectors.

The present system of voluntary, municipal and state
hospitals providing all levels of care is inefficient and
inappropriate. The appropriate role(s) of each of these
service sectors should be defined and systemwide
changes should be implemented. The Subcommittee
would support efforts to have state psychiatric centers
focus on intermediate and long-term care only with
municipal and voluntary hospitals providing virtually
all acute care. In addition, the Subcommittee would
urge that steps be taken to require that all hospitals
receiving public funds accept 9.39 patients and serve
defined catchment areas. This is a fundamental issue
for consideration by the full Commission.

RECOMMENDATION No. 4

The long-term development of a range of community-
based services should be stimulated by state and city
governments.

A lasting resolution to the problems associated with
acute care rests with the establishment of a community-
based service system that focuses on alternatives for
the chronically mentally ill. Significant additions are
required to the service system, particularly day treat-
ment programs, Crisis intervention services, vocational
rehabilitation and a variety of supportive and super-
vised housing arrangements. It is anticipated that addi-
tional community-based services will lessen the reliance
on hospital inpatient care in New York City. In addition,
the appropriate use of case management services should
be utilized where possible. The service system in
Philadelphia, though dissimilar to New York City’s, per-
haps represents a better service configuration. The num-
ber of inpatient beds and patient days per 100,000
population and community residence beds is in dra-
matic contrast to that of New York City. Major strides
should, therefore, be taken to move closer to the bal-
ance found in Philadelphia.
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RECOMMENDATION No. 5
Providers of mental health services should improve
services to the city’s large minority population.

Efforts should be undertaken to (1) strengthen the
training of mental health personnel and referral agen-
cies in the unigue treatment needs of the city’s minor-
ity populations: (2) reduce the barriers to service
utilization by hiring personnel that share the language
and culture of the patient population; (3) increase the
number of clinically trained minority administrative staff
involved in the development and implementation of pro-
gram policies affecting minority populations; and (4)
assure that the proportions of minority providers are
equivalent to the proportions of minorities residing in
the communities they serve.
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