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To The Honorable Senate and House of Representatives:

The Special Joint Commission established for the purpose of
making an investigation and study of the operation and conditions
at Monson State Hospital and Belchertown State School, and any
other related matters, was authorized by Chapter 19 of the Resolves
of 1970, and most recently continued by Chapter 1 of the Resolves
of 1973, herewith submits an Interim Report on Medical Services
at Residential Mental Retardation Facilities. Because of its con-
viction that the Commonwealth should not tolerate the continuation
of gross medical abuse of mentally retarded citizens, the Com-
mission submits twelve recommendations for immediate action.
Other conditions such as inadequate psychiatric services for the
mentally retarded and inappropriate procedures for handling
patient funds also are in need of major reform and will be dealt
with in subsequent reports.
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In the Year One Thousand Nine Hundred and Seventy

RESOLVED, that a special commission, to consist of four mem-
bers of the senate, seven members of the house of representatives
and two persons to be appointed by the governor, is hereby estab-
lished for the purpose of making an investigation and study of the
operation of and conditions at Belchertown State School and
Monson State Hospital.

Approved April 16,1970
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RESOLVE CREATING COMMISSION

Chapter 19

1



SENATE —No. 1655. [May6

Page

INTRODUCTION 7

I. CORRECTIVE ORTHOPEDIC SURGERY 7
Recommendation 1 8

Recommendation 2 8

11. EMERGENCY MEDICAL PROCEDURES 9

Recommendation 3 10

111. DENTAL CARE 10

Recommendation 4 11

Recommendation 5 12

IV. MEDICAL STANDARDS 12

Recommendation 6 ....... 13

Recommendation 7 14
Recommendation 8 14

V. PARTICIPATION IN MEDICAID 15

Recommendation 9 16

VI. ADMINISTRATION OF THE MEDICAL SERVICE PROGRAM 16

Recommendation 10 17

VII. MEDICAL STAFFING ARRANGEMENTS 18

Recommendation 11 19

VIII. HEALTH CARE TRAINING 20

Recommendation 12 21

CLOSING STATEMENT 21

Appendix I: BODD/OSPM, Issues Payer, Title XIX .... 22
Appendix II; Medical Program Agreement 30

Appendix HI; Medical Care Program: Staffing Arrangements
. . 35

TABLE OF CONTENTS



1974.] SENATE —No. 1655. 7

f'

Exposure of inadequacies in the delivery of health care to
mentally retarded residents at state facilities has been a major
focus of investigation by the Special Commission. Severe problems
in medical services have been brought to light through legislative
hearings, Commission inquiries, Commission reports based upon
testimony by the State Health Department, extensive media cover-
age of Belchertown State School, federal court proceedings in the
Ricci vs. Greenblatt case, and in various investigations into the
deaths of four residents at Belchertown State School in November
and December, 1972. These efforts documented a wide range of
inadequacies in health services, e.g. poor nutrition; unsanitary
conditions leading to the spread of infection; long delays and diffi-
culties in securing treatment of diagnosed conditions; unnecessary
complications and levels of impairment that were preventable; in-
sufficient medical and dental care; inadequate or minimal levels of
physician competency; archaic medical staffing patterns; lack of
adequate emergency medical procedures and arrangements; poor
use of community and state-wide medical resources; and a lack
of initiative in utilizing federal health funding through Medicaid.
Underlying all these problems is the absence of the medical leader-
ship and medical planning needed to tackle the enormous health
care problems.

In this Interim Report, the Commission presents twelve recom-
mendations for remedying serious deficiencies in the medical
services program for the mentally retarded. The Commission main-
tains that immediate action on the issues described within the
report is essential to avert the continual medical crises that have
plagued our residential facilities and to effect long overdue reforms
in health care. The Commonwealth cannot afford to be guilty of
neglect toward even a single individual entrusted to its care.

While increased emphasis is now being given to the educational
and social development of the mentally retarded, e.g. implementa-
tion of the Special Education Act, Chapter 766, the Commission
maintains that a continuing pattern of inferior medical care and
untreated problems and physical handicaps interfere with achieving
full intellectual and social potential.

INTRODUCTION

I. CORRECTIVE ORTHOPEDIC SURGERY
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The Commission has received testimony1 that many institutional-
ized adults with severe physical handicaps now requiring high
levels of nursing care could be leading more active and normal lives
if appropriate surgical services had been available for them at an
early age. It is morally imperative to provide treatment for those
requiring it. Prevention of gross handicapping conditions would
also save thousands of attendant care hours during a resident’s
lifespan.

Although the Commission feels strongly that the moral consider-
ations are sufficient, the economic ones may need to be acknowl-
edged to assist in a determined effort for immediate treatment.

RECOMMENDATION 1:
The Commission recommends that prior to December, 1974,
provision be made for securing surgical correction and re-
habilitative therapy for any mentally retarded resident
whose developmental progress is inhibited without it. The
Commission requests that the Department of Mental Health,
through its Director of Medical Services for the Mentally
Retarded, Dr. Arthur Pappas, prepare a list of individuals
who would benefit by such service in all residential pro-
grams and attach cost estimates and recommendations for
how treatment can be arranged for each. The Commission
feels that it is desirable to begin the program with chlidren
to allow them to participate at once in more advanced
developmental programs. This list should be filed with the
Special Commission, the Executive Office of Human Services,
and the Departments of Mental Health and Public Health,
no later than June 1,1974.

To substantially alleviate the funding difficulties, steps should be
taken to remove the obstacles preventing the transfer of residents
and/or funds between the Department of Mental Health (DMH),
and the Department of Public Health (DPH) facilities. At Canton,
Lakeville, Western Mass Hospital and Tewksbury, surgery or re-
habilitative services are available. If increased surgery is to be
planned on a rational basis, provision for funding must be estab-
lished by finding a way to cross departmental lines and carry funds
along.

RECOMMENDATION 2:
The Commission requests that the Executive Office of

1 Testimony before the Commission: Feb. 9, 1971, Sept. 18, 1973.



1974.] SENATE —No. 1655. 9

Human Services (EOHS), DMH, and DPH immediately
arrange for corrective surgery for residents of DMH facili-
ties at DPH hospitals. If this cannot be handled administra-
tively by May 1, 1974, the Commission is ready to champion
the changes in law necessary to achieve that goal in accord
with DMH, DPH legal office recommendations.

Graphic evidence of the crisis orientation of the EOHS and DMH
can be found in reviewing the activities that resulted following
numerous investigations into four deaths at Belchertown State
School between November 29, and December 2, 1972. It took
enormous public exposure and outrage, initiated by the Friends of
Belchertown State School, to move the EOHS and DMH to begin
a process to remedy the lack of comprehensive emergency medical
procedures, the inadequate in-service training of all staff members
in first-aid and emergency medical care, the poor staff access to
frequently inadequate emergency medical supplies, the unsatis-
factory arrangements with comprehensive emergency medical
backup facilities, and the lack of clarity on medical consent require-
ments under existing law. These deficiencies are spelled out clearly
in Secretary of Human Services, Dr. Peter Goldmark’s Report to
Governor Sargent on his investigation into the Deaths at Belcher-
town State School, filed May 29, 1973.

In the Governor’s response on September 13, 1973, the EOHS
is charged to spearhead remedies for these problems. Although the
Commission has been assured that projects are underway to draft
new procedures, agreements and legislation related to emergency
services, and has received copies of monthly progress reports from
Secretary Goldmark to Governor Sargent, we are seriously con-
cerned over the lack of an acceptable timetable for completion of
the project.

Nov. and Dec. 1972 Four deaths at Belchertown State School.
*

May 29, 1973 Secretary Goldmark filed report with Gov-
ernor Sargent following his investigation.

Sept. 13, 1973 Governor Sargent issued directives to Secre-
tary Goldmark including the request:
“Preparation for my review no later than
October 1, 1973 of a draft of new emergency

H. EMERGENCY MEDICAL PROCEDURES
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medical procedures for facilities in the
Department.

Oct. 2, 1973 Secretary Goldmark reported to the Governor
that the emergency medical procedures were
being redrafted by DMH and would be ready
for his review by November 16, 1973.
Draft of Emergency Medical Procedures de-
livered but the EOHS staff was to continue
to work with DMH to improve it.

Nov. 18, 1973

Monthly progress report issued. It states
that: “Since some of these projects will take
several months to complete, I am reporting
this month only on those projects for which
there has been some significant activity.”
Emergency medical procedures was not one
of those mentioned.

Jan. 4, 1974

Fourteen months have passed and there are still no promulgated
emergency procedures.

RECOMMENDATION 3.
The Commission recommends that the EOHS and DMH
bring this overextended process to a conclusion and establish
satisfactory emergency medical procedure, first-aid training,
and emergency medical back-up arrangements for each of
the state schools and all community programs by no later
than March 1, 1974. Further delay can only result in trag-
edies that further document the critical lack of emergency
capability.

At its Medical Services hearing on September 18, 1973, the Com-
mission became aware of the dental services available at the Eunice
Kennedy Shriver Center for Mental Retardation at the Walter E.
Femald State School in cooperation with Tufts Dental School. The
Shriver Center and its dental team had been available since Spring
1973 to provide supplementary dental care to residents of each of
the state schools. There is dental service available for 250 oral
surgery cases per year or 50 per school, and 5000 clinic visits per

HI. DENTAL CARE
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year or 1,000 per school, as well as similar Ear, Nose and Throat
and Ophthalmology services.

Although Commission staff have regularly communicated with
the administrators involved in implementing this program, attempt-
ing to ascertain why the services have not begun, the Commission
is dissatisfied with the variety of conflicting explanations for the
delays and periodic assurances that “things are moving along.”

The Commission maintains that the repeated delays in adminis-
clearing of this program are a direct result of the ill-defined

and diffuse lines of responsibility for the direction of the medical
service program for the mentally retarded.2

RECOMMENDATION 4.
THE COMMISSION RECOMMENDS that DMH eliminate
on a crash basis any further administration procedural
problems so that the dental, opththalmology, and ear, nose
and throat programs of the Shriver Center can begin by
February 8. The Commission has communicated its posi-
tion to the DMH most recently in a memo, January 23, 1974
urging immediate action.

In the July 31, 1973 report on the medical care program for
the mentally retarded, Dr. Pappas, reviewing the results of exten-
sive dental examination of residents at the Dever and Wrentham
state schools, noted:

“As a result of these examinations, the following analysis
of the dental care situation is offered: Virtually every res-
ident without exception, is in need of further dental treat-
ment. Specifically, the resident population may be grouped
as follows;

A. 20% require more than routine ambulatory care.
B. 55% require more than routine care and/or present

special behavioral problems with analgesia, im-
proved equipment and service, it is felt that this
group could be accommodated on the grounds of the
institution.

t
It is apparent by our work to date that the provision of
regular dental care in the institutions requires additional
resources both in personnel and equipment.... it is obvious
that dental care does not presently meet minimum standards.

C. 25% require extensive restorative oral surgery that
can be provided only in the operation room.

2 Testimony from Commission hearing Sept. 18, 1973
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A total restructuring of institutional dental systems is in-
dicated.

The assessment of current needs for dental treatment is
evidence that the institutional dental departments are in-
sufficient and the staff lacking in capability to remedy the
dental crisis and provide adequate preventive care. The
magnitude of the need, the long delays on the Shriver pro-
gram and the necessity for federal court charges in
1973 to produce a DMH memorandum prohibiting teeth"
extraction as punishment for aggressive behavior, convince
the Commission that constant monitoring of progress on
dental service is in order.

RECOMMENDATION 5:
The Commission Recommends that by May 1, 1974, the
DMH produce a written plan for restructuring the dental
service system for all MR residents in public institutions
and community programs. It should be accompanied by a
time table for remediation of all currently untreated con-
ditions and be submitted to the EOHS and the Commission.

Both at public institutions and community residences the Com-
mission maintains that high medical standards must be adopted
along with acceptance of new comprehensive standards for care
and service for the mentally retarded. Despite the fact that the
deinstitutionalization effort is progressing, there are no adequate
comprehensive standards or regulations governing the operations
of Community Programs. The Commission has received assurances
from DMH that these will be forthcoming but lacking a firm target
date. Without them, community programs will be open to the many
abuses that have been prevalent at large institutions. Public
exposure of inadequate programs can only impede further develop-
ment of the deinstitutionalization effort and feed on the fears of $
those resisting care of the mentally retarded in the community.

The State Administrative Procedures Act mandates certain
agencies to publish and make available standards and regulations
that they have adopted to implement the laws administered by it,
following public hearings to assure citizens of the Commonwealth
a voice in the determination of those standards. Regulations con-

IV. MEDICAL STANDARDS
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corning the operation and management of mental health institu-
tions are exempt from this requirement.

RECOMMENDATION 6:
The Commission Recommends that all facilities and services
of the DMH be subject to the provisions of the State Admin-
istrative Procedures Law, Chapter 30-A. The Commission
will file legislation during 1974 to secure this mandate.

Early in 1973, the office of the Director of Medical Services, Dr.
Arthur Pappas, submitted to DMH administrators recommenda-
tions for medical standards for the community programs.3

. In
July4

, Dr. Pappas once again outlined the medical concerns of the
Community Residence Program. Current to Jan. 1974, these con-
cerns have not been adequately dealt with or standards applied
and enforced.

Two issues must be dealt with promptly to insure that medical
needs can be met for state school residents moving into community
programs.

A. Medical Information Transmittal:
As alternative placements and a continuum of services are
developed through the expansion of community programs,
a uniform system of recording data on mentally retarded
clients must be available to insure continuity in care and
to assist with appropriate placement, transfer, follow-up,
and evaluation to meet the needs of each individual. A
narrative summary by the institutional medical team and
records of a recent medical exam must be made available.
This report should note any medications, unusual medical
problems, current treatments, or needed consultation, the
results of the complete physical examination, and details on
medical payment mechanisms, e.g. Medicaid. This item
points up the need for a review of the total resident record-
keeping system, which is deplorable. This will take a major
effort, of which medical data recording is but one small
part.

3 Memo from Dr. Arthur Pappas to state school superintendents, Jan. 24, 1973.
Subject: Predischarge Physical Examinations Follow-up memo May 10,’ 1973;
Preplacement Medical Examinations memo entitled Medical Support System
for MKCPP, May 16, 1973 and April 26,1973.

4 Director’s report on the Medical Care Program, PP, 7, 8, July 31, 1973.
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RECOMMENDATION 7:
The Commission recommends a review of the resident
record-keeping system for clients of the DMH and an im-
mediate effort to develop an orderly system for recording
all data prior to July 1, 1974.

B, Medical Support Services for Community Programs:
Prior to any placement, the medical support system avail-
able for each resident must be established, e.g. the medicalA
care resources and responsibilities of the regional or area”
Department of Mental Health offices; first aid and health
care; houseparent training; physician; dentist; psychiatric
back-up services; acute care facilities; emergency rooms
available to the residence; and the financing mechanism for
individual client medical costs. The Commission is especially
concerned that the responsibilities for provision of these
medical support services not be removed from the DMH.
It is unrealistic to assume that the small community home
operator can develop such service independently. The new
community residences are to be ‘homelike’ and as ‘normal-
ized’ as possible. Therefore, as with private families, major
health care and other needs should be met outside the resi-
dence.

Insuring the delivery of quality medical care must re-
main a DMH responsibility through regional or area admin-
istrators. The Commission maintains that responsibility for
support services must be established through the regional
or area offices of the DMH and cannot be imposed on
service operators. It is vital to insure that DMH maintain
program responsibility in the event that a private vendor is
unable to meet standards. There must be a clear specifica-
tion of duties for medical services at each level of the DMH
administration and the ways in which the support
are to be linked to the various community public and pri-
vate vendors.

RECOMMENDATION 8:
The Commission recommends that prior to July 1974, DMH
and relevant Human Services agencies establish medical
standards for community and institutional programs in-
corporating the following three components: medical infor-
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mation transmittal prior to placement, establishment of
medical support services for each community residence
prior to accepting clients, and clear definition of the medical
support responsibilities of DMH for residents in community
placements.

V. PARTICIPATION IN MEDICAID: SSA, TITLE XIX
On January 1, 1972, Federal P.L. 92-223, amended Title XIX

of the Social Security Act (Medicaid). This legislation entitles
eligible mentally retarded persons to receive benefits, services and
programs if they reside in public or private Intermediate Care
Facilities for the Mentally Retarded (ICF-MR). To be designated
as an ICF-MR, a facility must meet minimum federal standards
for care and service. To enable substandard facilities to meet these
requirements, federal money is available. The federal government
will reimburse the State for 100% of all costs incurred after June
30, 1973, until the state and federal governments reach a 50/50
cost sharing ratio.

An issues paper on Title XIX, ICF-MR, prepared by the Bureau
of Developmental Disabilities/Ofiice of State Planning and Manage-
ment (BODD/OSPM), is attached to this report in Appendix I.
This paper reviews concisely the steps to be undertaken to develop
the state’s capacity to receive funds, and describe the benefits of
the program. Although the planners in the BODD-OSPM have
widely researched the potential and broad program implications
of this funding source for the past two years, the EOHS has not
made ICF-MR a high priority or insisted that the involved oper-
ating agencies make a serious, concerted effort to secure the
money. Thirty-three other states have developed this capability to
participate. Massachusetts has not.

Most mentally retarded residents at our state schools are living
in sub-standard buildings with inadequate service at great cost to
the state. By participating in the ICF-MR program, the institu-
tions, or sections thereof, will be enabled to meet federal/state
standards for care and service at costs which will be shared by the
federal government. If the federal government is willing to pay for
the costs to improve services for the mentally retarded, the state
agencies involved must agree to participate fully in a determined
effort to become eligible and participate. By failing to participate,
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Massachusetts is denying mentally retarded children and adults
their rights to receive Medicaid benefits which would also enable
them to live in a quality environment.

RECOMMENDATION 9:
The Commission recommends that prior to March 1, 1974,
the planning and operating state agencies involved in
developing the state’s medicaid program arrive at a public
statement of coordinated policy for participation in the
ICF-MR program with a timetable attached. The Com-
mission insists that Title XIX participation be realized in
this fiscal year, 1974.

SERVICES PROGRAM
The past lack of initiative in health planning for the mentally

retarded, resulted in years of health care neglect5
. Because of the

inadequate state of the delivery system within DMH, strong,
energetic leadership is essential to stimulate major reforms. Con-
tinual evidence of lack of initiative in the medical area, adminis-
trative delays, poor and non-existent procedures and standards,
diffuse and unclear assignment of central office medical responsi-
bilities have convinced the Commission that DMH does not have
the planning capability to achieve significant health care improve-
ments intramurally. Interagency coordination and cooperation on
medical services is imperative and essential, due in no small part,
to the manner in which the Commonwealth has organized its
health services, standards, and payment system under Titles XVIII
and XIX.

In 1972, Commission co-chairmen, Representative Alexander
Lolas and the late Senator Philip Quinn, introduced legislation
authorizing the DPH to provide health services for the mentally
retarded in DMH facilities (H. 2179, redraft H. 5334). The Com-
mission yielded in its efforts for a legislative mandate because of
an administrative agreement coordinating medical service respon-
sibilities. This agreement was signed August 11, 1972 by the Secre-
tary of Human Services, the Commissioner of Mental Health, and
the Commissioner of Public Health (Appendix II). The document
held promise for new strategies and major planning efforts to
remedy inadequacies in medical care through shared responsibility.

VI. ADMINISTRATION OF THE MEDICAL

5 March 24,1971. Report of the Special Commission.
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under the terms of this agreement, Dr. Arthur Pappas, the Act-
ing Director of DPH, Division of Family Health Services, Director
of Medical Care Services for the Handicapped, Crippled Children’s
Program, Professor and Chairman of the Department of Ortho-
pedics at the University of Massachusetts Medical School, and
Orthopedic Surgeon at Children’s Hospital, was appointed Director
of Medical Services for Retarded Persons in the DMH. Although
eminently qualified and personally dedicated, the range of his
other responsibilities indicates that significant EOHS and DMH
support in staff and resources was essential if his leadership was
to be effective and his plans implemented.

The Commission convened a medical services hearing on
September 18, 1973, in response to continued evidence that the
agreement was inadequate.

The testimony of qualified witnesses revealed that the lack of
significant DMH support, coupled with institutional resistance
impeded major medical reforms. Shocking conditions and pressing
needs were once more documented at the Hearing, e.g. untreated
crippling orthopedic conditions, the need for dental treatment for
virtually all state school residents. There was general recognition
by all those testifying that the agreement was unworkable and had
been from the start. Yet, no evidence was presented to indicate
any effort to rework the arrangements.

The Commission maintains that the inability of the Director of
Medical Services to rapidly implement major reforms and stimu-
late new programs and procedures is due, in large part, to diffuse
lines of responsibility between DMH central office, regional mental
retardation administrators, and superintendents on both program
and fiscal matters, and attendant DMH administrative difficulties
that impede movement and change, e.g. slow pace of establishing
emergency medical procedures, extending the Medicaid programs,

( sharing the Shriver Center resources with all of the state schools,
enforcing new medical standards for community residences, dis-
cussed in earlier sections of this report.

RECOMMENDATION 10:
The Commission recommends devising by law or by a new
interdepartmental agreement the fixed responsibilities and
support arrangements for management of medical services
by April 1, 1974. Input in altering the agreement must be
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had from superintendents, regional Mental Retardation
Administrators, and community program operators. Their
support must be secured since the medical overhaul involves
changes in the staffing arrangements, funding mechanisms,
and the role of the state school with respect to in-patient,
out-patient, as well as the range of medical services re-
quired under programs meeting approved Federal/State
standards.

Recognizing that the greatest proportion of mentally
clients are Medicaid eligible, a new health delivery system has
be planned for this population for both professional and economic
reasons.

Primary care functions to be performed at or available for resi-
dential facilities include diagnosis and treatment of illness and
minor injury, care of relatively stable chronic disease and dis-
ability, delivery of preventive-counselling services of various sorts,
including establishment of a preventive health program (diet,
sanitation, accident prevention, etc.), dentistry service, routine
physical examination program, follow-up on recommendations of
specialty consultants, arrangements for their services, and prepa-
ration of the medical component in periodic review and care plans
for every individual.

Through its investigations at state schools, hearings relating to
medical care, and in reports filed by the Director of Medical
Service, the Commission has found evidence that in all of the
above areas, there are very serious deficiencies. Although in the
past there were frequently adequate numbers of institutional
physicians, the level of training and demonstrated competency
was questionable. The failure to provide even a minimum accept-
able level of medical care was due not to numbers, but rather to
level of expertise and lack of medical management and
Residents will continue to receive less than adequate medical
unless a way can be found to enlist the services of more highly
qualified physicians.

Chapter 1060 of the Acts of 1973, legislation sponsored by Repre-
sentative A 1 Lolas and the Commission, increases the competency
requirements for physicians of the DMH, and makes them subject
to the requirements of the Board of Registration in Medicine.

VII. MEDICAL STAFFING ARRANGEMENTS
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Chapter 1181 of the Acts of 1973 provides increased compensation
and grade changes for physicians in state service.

The Commission acknowledges the merit of the medical staffing
plans (Appendix III) defined by the Director of Medical Services
to reform medical staffing arrangements, e.g. establishment of a
nursing practitioner program, definition of the role of Medical
Services Coordinator, strengthened affiliations with medical train-

~ ing facilities, increased use of specialty consultation services,
c definition of new roles for acute hospital care and out-patient

services.
With increased use of Medicaid funds in both the institutions

and the community, the Commission maintains that improved
medical services at little additional cost will result through in-
creased support for and implementation of these medical staffing
reforms, and new interagency agreements for both institutional
and community residences. The latter may very well require new
regulations rather than agreements.

These levels of staffing changes will result in a lessening of the
numbers of staff physicians required for state facilities while
increasing the amount of physician service. They will also elimi-
nate many of the problems that have characterized the institutional
practice of medicine and made recruitment difficult, e.g. long hours,
unstimulating practice, and extensive non-medical responsibilities.

Following the Commission hearing, through concerted and
determined efforts by the Commission, EOHS, DMH, and Dr.
Pappas, $75,000 was secured in the 1974 supplementary budget,
$38,145 for the remaining 6 months of the fiscal year, for a pro-
gram to plan the upgrading of medical, dental, nutritional, and
rehabilitative services for the mentally retarded, including 6
permanent positions. A request to continue and increase this sup-
port for the medical services program is included in the FY 75
Budget in English. The Commission feels these funds are essential
to implement the medical service reforms planned by the Director.
One of these new positions is for a Chief of Medical Services in
the Division of Mental Retardation to work with the Director in
implementing changes in health care.

RECOMMENDATION 11:
The Commission recommends that EOHS, DMH and DPH
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work out appropriate funding and administrative arrange-
ments to continue implementation of the plans developed by
the Director of Medical Services, and that the Director
prepare a review of the implementation of this program by
July 31, 1974, and again by December 31, 1974.

Vm. HEALTH CARE TRAINING
Pre- and inservice health care training needs are necessary at

many levels for both medical and non-medical staff and residents.^It is vital to promote instruction at all staff levels in first
aid and emergency care, including competency testing, drill
and reteaching to insure that all personnel is continually
familiar with and competent in emergency procedures. For
all physicians and ancillary medical personnel, this is even
more critical. This requirement should be incorporated into
all standards and regulations governing the operation of
any residential facility public or private.

Health education training sessions must be provided for
all institutional staff and community residence staff and
contractors. This requirement should be incorporated into
all standards and regulations governing the operation of
any residential facility public or private.

Often the curriculum of medical personnel training is
deficient in areas relating to chronic illness, multiple-handi-
capping conditions and mental retardation. If staff is hired
without such knowledge to serve these medical needs, it is
imperative that inservice training and adequate supervision
be available.

Frequently, medical personnel do not fully appreciate tne
respective roles and interrelationship of the various specialty
and medical related areas, e.g. physical therapy, nutrition,
etc. It is important for the medical teams to receive inter-
disciplinary training together.

Physicians hired with limited registration should be
encouraged to upgrade their competency through study and
careful supervision by highly, qualified, fully licensed staff.
For the past two years, DMH has assisted non-ECFMG 6

physicians in their efforts to prepare for their examinations
with commendable results. Since the exam indicates only
minimum level of physician competency to secure a limited
license, is is desirable to support more advanced continuing
education of physicians.

The education of residents in health care should be a
part of the ed program for all residents.

Health care training sessions should be available to the
parents of the mentally retarded. This is especially relevant

6 Examination for foreign medical school graduates administered by the Edu-
cation Council for Foreign Medical Graduates.
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for parents of children with multiple handicaps who care
for their children at home.

Without impetus and support from the DMH central office, the
effectiveness of the medical education effort is limited. Released
time arrangements must be made so relevant staff can attend train-
ing sessions. Insistence on participation may be needed to insure
reaching individuals resistant to training but limited in essential

& skills. When competency to plan and institute training is not
available within the Department, it is essential to draw on pro-
fessional expertise from other agencies, private consultants, and
affiliations with academic training facilities.

RECOMMENDATION 12:
The Commission recommends that prior to July 1, 1974,
DMH through its Director of Medical Services, Dr. Pappas,
define the comprehensive range of health training needs
with recommendations for how they should be approached.
This should include requests for the required support. The
Commission requests that the Director of Medical Services
provide the Commission with a copy of each course outline
as the training program is implemented.

The Commission maintains that significant improvements in
medical service delivery will result if the EOHS, DMH, DPH and
Department of Public Welfare adminstration will energetically
undertake to meet these recommendations. We wish to stress our
judgment that a health maintenance, preventive approach will re-
duce acute illness and injury, benefit all residents, and avert medi-
cal crises.

Even with increased public acknowledgment of the unmet needs
of mentally retarded citizens and the additional resources cur-
rently available for improvements, the Commission is dismayed
at the lack of informed leadership and the resultant slow and

9 awkward pace of change. We have promises, but too little in the
way of quality performance. In spite of the dedication and effort
by large numbers of administrative and program personnel, the
Division of Mental Retardation informed planning capability and
capacity to move is not sufficiently in evidence. Energetic, daring,
imaginative and skilled management must be found to make these
major medical reforms a reality.

CLOSING STATEMENT



SENATE —No. 1655. [May22

P.L. 92-223 was effective on January 1, 1972. This federal law
transferred Intermediate Care Facility Services from Title XI of
the SSA to Title XIX. This legislation enabled public and private .

institutions for the mentally retarded and individuals with other �
developmental disabilities to be eligible to participate under Title
XIX (medicaid) as Intermediate Care Facilities. Thus, for the first
time, public institutions for the retarded are eligible for federal-
state cost-sharing if they meet certain federal standards. The
primary purpose of such institutions must be the provision of
health or rehabilitative services to mentally retarded individuals
and all residents participating in the ICF program must be re-
ceiving active treatment. There must also be no reduction in the
level of state or local support for the program.

In order to implement ICF - MR, certain steps must be under-
taken by various state (DMH, DPH, DPS, DPW) and federal
(SSA) governmental agencies. These steps, if implemented, will
allow the development of a rational plan for the future use of
public institutions (state schools) for the retarded. Additionally,
they will assist in planning for the full range of services for this
population, (Title XIX on grounds, Title VI, Titles XIX & XVI off
grounds). These steps include: (1) A survey of the disabled popu-
lation in the institutions as well as those in related DMH and other
agencies services to determine client needs and their medicaid and
SSI eligibility. (2) A survey of the buildings on the grounds of
the institutions to analyze the costs and benefits of bringing some,
rather than all, of the buildings up to life safety code standards.
According to the proposed March 5, 1973 regulations, individuals
who are capable of self-preservation in time of emergency, may

™

reside in “group homes,” buildings which meet a residential build-
ing code. This is true both on and off the grounds of the state
schools. Thus, any employee cottage or similar home will also be
inspected against the Life Safety Code. (3) The development of
state standards for ICF-MR based on federal standards and the
subsequent survey of the program at the institutions to assess the

APPENDIX I

ISSUE PAPER: TITLE XIX
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level of care and to develop a plan of correction. The plan of cor-
rection includes not only renovation, but necessary staff and
management procedures.

Other steps involved in the implementation of IGF - MR such
as the determination of the base rate (the current per diem rate
for services at the state schools) and implementation of provider
agreements between DPW and DMH must also be accomplished.

~ Once the base rate is determined, the federal government will
• reimburse the Commonwealth for 100 percent of the increase in

costs for eligible individuals above the base rate until the normal
medicaid matching rate is reached (50 percent federal, 50 percent
state).

The three basic steps mentioned above will not only assess the
states capability to participate in Title XIX but will also assist in
the analysis of needs and services for the developmentally disabled.
Thus, there will be an assessment of the individual’s needs for IGF
services as well as the full range of services authorized under other
state and federal laws.

Once the survey of buildings has been accomplished, it will be
decided which buildings are not only structurally sound but also
programmatically sound. Only certain buildings on the grounds of
state schools will be targetted for continued use. Services meeting
state adopted standards must be developed for individuals residing
in substandard buildings. This undoubtedly will stimulate the
development of private ICF’s and necessitate the expansion of the
DMH and DPW community programs budget. Finally, the third
step which is perhaps the key to the effectiveness of the IGF - MR
program is that public and private institutions will in order to
participate be forced to comply with minimum federal standards
for care and service. Thus, the federal-state cost-sharing program
might be seen as a lever to bring standards to certain services for
this population.

*

Finally, an additional provision of P.L. 92-223 mandates an
Independent Professional Review of IFC’s. Section 4 (b) requires a
regular program of independent professional review of ICF’s. This
program must include (1) evaluation of each resident’s need for
IGF care, (2) a written service plan prior to admission or author-
ization and (3) assurance that the IGF provides a minimum level
of health care services as prescribed by the Secretary.
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This on-site review which must be performed by “outside”
inspection teams, should help to insure that high quality care is
continuously provided.

To date, the following steps have been done:
(1) In 1971, Chapter 1084 made children eligible to participate

under Title XIX and mandated the development of a pro-
gram of care for children residing in Level II and 111
facilities licensed by the Department of Public Health;

(2) The Title XIX plan was amended on June 29,1973, to include *
the optional service ICE - MR.

(3) Chapter 1068 of the Acts and Resolves of 1973 amended
Chapter 118 E such that both public and private facilities or
distinct parts thereof for the care of mentally retarded or
persons with related conditions would be eligible for Title
XIX payments for nursing home and IFC services;

(4) The Department of Public Safety inspectors have begun
their inspection of the buildings at Belchertown against the
life safety code;

(5) The Department of Mental Health engineers will use the
information gathered by the Department of Public Safety
engineers to produce a plan of correction for specified build-
ings at Belchertown with cost estimates;

(6) The Division of settlement and support of the Department
of Mental Health has agreed to cooperate with the staffs of
the state schools in the financial determination of residents
eligibility for Title XIX;

(7) A request has been solicited from the Department of Public
Health for additional inspectors (these inspectors are 100
percent federally reimbursed) to increase the capability of
that department to inspect ICF’s for the developmentally
disabled.

The next steps are:
(1) Client Survey

a. development of survey protocol including financial
eligibility program needs and self-preservation deter-
mination

b. client survey A
(2) Building survey

a. state schools will be surveyed as well as any other
community providers who might qualify

(3) Development of state standards for ICE - MR based on
federal standards;

(4) Survey of program at state schools or any other potential
provider of ICE - MR services;
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(5) State Department of Public Health program for the multiply
handicapped child must be linked to this IGF - MR program
(new regulations for level 111 planned to be developed soon
will serve the same population planned under this Title XIX
amendment);

(6) The base rate must be developed;
(7) Agreements to participate under Title XIX IGF - MR must

be formed between DPW and DMH facilities.
Among the benefits implementing this program are;

(1) There will be a complete assessment of client needs.
(2) Each individual will have an active plan of care and service.
(3) These plans must be periodically reviewed.
(4) The state schools or any other participating institution must

meet minimum standards.
(5) A rational plan will be developed for the use of the state

schools.
(6) Additional costs of improvements to the state schools will

be shared by the federal government.

The most important aspect of this Federal Legislation has been
the recognition by Congress that retarded persons who need a
protective environment and who will never be able to sustain them-
selves in competitive employment and will always have scarce
resources now have the right to participate in a state program that
has to meet standards and has to be monitored so that their service
plans are consistent with their needs.

Over 33 states are now taking advantage of this program making
state administrators of mental retardation services accountable
for their residents under management, program and fiscal stand-
ards resulting in good services for the retarded citizen, his parents,
and guardian.

Not to participate in this program precludes the opportunity for
the retarded child or adult to fully access his rights and benefits
due him.

■ Any state administrator that would deny the retarded person
the opportunity to be served under the conditions set forth in the
Federal regulations is essentially denying the resident, the parent
who is a taxpayer and the taxpayer at large a chance to have
their taxes derive the greatest good for the greatest number,
because the provisions cover both state MR. facilities and certain
essential facilities in the community.
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SOCIAL SERVICES: Title VI of the SSA
(limited federal reimbursement of 75%)

Eligibility Criteria:
As a “former or potential” recipient of or applicant for financial
assistance.
former: A recipient of or applicant for financial assistance within

the previous two years.
potential: An individual who is likely, according to a standard

established by the state, to become recipient of financial M
assistance within 5 years.

However the state is prohibited from spending more than 10% of
its federal allotment for Social Services to the above categories
except for services in the following areas: a) child care b) family
planning c) mental retardation d) drug addiction e) alcoholism
f) foster care.
Automatically eligible for services if an individual or family re-
ceives Aid to Families with Dependent Children (AFDC) Title IVA

automatically eligible
INSTITUTIONAL AND COMMUNITY SERVICES

family planning services
protective services
child care
prevention or reduction of birth out-of-wedlock
foster care
services related to health needs
services for particular needs of families: child rearing, educa

tional, homemaking, housing, family counseling
day care
educational and training assistance
emergency assistance
legal assistance
sheltered workshops
information and referral services
services to enable persons to remain in or return to their homes
self support services
chore services
home deliveredmeals
consultant services
transportation services
services to meet special needs
any others by approval of DREW

t

SUPPLEMENTAL SECURITY INCOME (SSI) for the Aged,
Blind or Disabled; Title XVI of the SSA

Eligibility Criteria;
65 years or older, or legally blind, or
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disabled: An inability to engage in any substantial gainful activity
by reason of any medically determinable physical or
mental impairment which can be expected to result in
death or has lasted or can be expected to last for a con-
tinuous period of not less than 12 months.

AND must be financially needy: Financial need is determined by a
dual criteria of insufficient resources and insufficient “account-
able income” (see below).

NOTE: For disabled children a comparable degree of disability
severity has been developed.

Residents of Institutions are ineligible for SSI benefits unless the
facility is an approved Title XIX facility, in which case a person
may receive $3O per month “living allowance” if he/she received
Disability Assistance prior to 1/1/74, otherwise the benefit level
is $25 per month.

The normal maximum payment level is $214 per month ($l4O
federal and $75 state monies)

Primary factors:
a) living arrangement
b) income

i) unearned
ii) earned

For children under 18 years or under 21 years and in school, the
parent income is “deemed” to the child after a deduction of
expenses for the family.

Refer to SSI fact sheets for details of allowances and disallow-
ances.

MEDICAL ASSISTANCE (Medicaid): Title XIX of the SSA
(unlimited federal reimbursement of 50%)

Eligibility Criteria:
As a “medically needy” family or individual: All persons who

meet the eligibility requirements for financial assistance (IVA or
SSI), except the financial criteria, or anyone under 21 years, whose
income and resources are sufficient for their maintenance but are
insufficient to meet their medical or remedial care expenses accord-
ing to a standard established by the state.

SSI ELIGIBLE
INSTITUTIONAL BENEFITS

SSI ELIGIBLE
COMMUNITY BENEFITS
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Categorically eligible
(automatically)

Automatically eligible for services if the family or individual is
a recipient of financial assistance under Aid to Families with
Dependent Children (AFDC) under Title IVA of the SSA.

automatically eligible
INSTITUTIONAL SERVICES

Intermediate Care Services are the only Title XIX services that a
may be provided to persons residing in an Institution for the ‘w
Mentally Retarded, but only if the facility (or distinct part thereof)
provides medical or rehabilitative services according to prescribed
federal standards.

NOTE: medical units of a state institution may qualify for Title
XIX participation as a Skilled Nursing Home.

COMMUNITY SERVICES
skilled nursing
physicians services
inpatient hospital
out-patient hospital
laboratory and X-ray
periodic screening, diagnosis, and treatment
dental care
remedial care
private nursing
home health services
clinic services
drugs, dentures and prosthetic devices
intermediate care facility services
physical therapy
transportation to services

BUREAU OF DEVELOPMENTAL DISABILITIES
WASHINGTON REPORT ON LONG TERM CARE

A McGraw-Hill Publication -—■ Editorial Office: National
Press Building Washington, D.C. 20004
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COLC Issues New Controls After Court Stay .... State of the
Union to Have NHI Plan

The Department of HEW has issued long-awaited regulations
for Skilled Nursing and Intermediate Care facilities. The SNF
regs contain few surprises in comparison to those proposed last
July; however, the IGF standards underwent a more 'painstaking
redrafting effort within the HEW bureaucracy. In the ICE draft-
ing process, officials tried to strike a delicate balance between an
institution with slightly above domiciliary care and that providing
nearly the care of an SNF. The standards which are common to
both Medicare and Medicaid appear in the Jan. 17 “Federal
Register.”

Since ICF’s will go under federal Medicaid standards for the first
time, they will have two years in which to comply with the 1967
Life Safety Code and physical environment and sanitation require-
ments. The phase-in period will allow many facilities to complete
expensive and time-consuming renovations; however the deficien-
cies must not constitute a danger to the health and safety of resi-
dents.

ICF’s with mentdßy retarded patients must meet HEW stand-
ards based on those developed by the Joint Commission on the
Accreditation of Hospitals for MR facilities. But in moving from
the proposed to the final ICF standards, HEW drafters shortened
the section by omitting certain “optional” requirements. Facilities
will have until 1977 to comply with the MR standards. In the
interim, each facility must meet the requirements set forth in a
timetable for the phase-in.

Several significant changes were made in the final SNF stand-
ards. The charge nurse will be required to make daily rounds.
Nurses must undergo training in rehabilitative care. Physician
visits will be more closely related to the patient’s needs by leaving
the decision of periodic visits, after the first 90 days of a stay, up
to the utilization review committee (see ETC 1-11-74) and the
state Medicaid agency. Because of the importance of the final SNF
and IGF standards, and because they were to be published after
this issue of LONG TERM CARE went to press, next week’s issue
will carry a special summary of the new regs.

—The Editors

DEAR READER:
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Agreement made this 11 day of August, 1972, by and among
the Executive Office of Human Services (ECHS), the Depart-
ment of Mental Health (DMH), and the Department of Public
Health (DPH).

Whereas it is the responsibility of the DMH to take cognizance
of all matters affecting the welfare of the mentally retarded andA
to supervise and have control over all persons received into public
facilities for the mentally retarded; and

Whereas it is the responsibility of the DPH to assist in the
study, suppression, and prevention of disease in any part of the
commonwealth; and

Whereas it is the responsibility of the EOHS to coordinate the
activities and programs of the agencies therein, including DMH
and DPH; and

Whereas DMH, DPH, and EOHS desire to improve the delivery
of health services to mentally retarded persons residing in the
commonwealth and desire DPH to assume, insofar as legally
possible, responsibility for medical and dental care of the residents
of DMH facilities for the retarded as part of a state-wide effort
to provide quality medical care to handicapped persons;

Now, therefore, DMH, DPH, and EOHS agree as follows:

The following words as used in this Agreement shall have the
following meanings:

“Director”, the Director of Medical Services for Retarded Per-
sons in the Department of Mental Health.

“Facility”, a DMH facility for mentally retarded persons.
“Medical staff”, the medical and dental staffs of the facilities.

“Appendix A” attached hereto contains a sample fist of such £

positions. Modifications of this list may be made for an individualm
facility by agreement between the Director and the superintendent
of said facility.

The Director shall be be appointed jointly by the Commissioner
of Public Health and the Commissioner of Mental Health and shall

I. Definitions

H. Director of Medical Services

APPENDIX II
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direct the medical program described in Section 111 herein.
Subject to the approval of the Commissioners of Public Health

and Mental Health and the superintendent of a facility, the
Director may designate a person to act as his agent at such facility.
IH. Scape of Program

The Director shall design and direct a comprehensive program
of medical care for residents of each facility. This program shall
include:

1) a thorough medical and dental examination of each resident
upon entrance, including any consultation deemed necessary or
advisable;

2) medical treatment of residents including on-going care for
chronic disease and management of episodes of acute illness;

3) a medical and dental re-evaluation of each resident not less
often than annually, including a chart review and a thorough
physical examination by a licensed physician;

4) diagnostic or surgical procedure as needed;
5) subject to the approval of the superintendent of the facility,

the transfer of patients to medical facilities for diagnostic or
surgical procedures; and

6) the medical portion of the individual treatment plan each
resident.

The Director and the superintendent of a facility shall review
and may revise the program on an annual basis to suit the par-
ticular needs of such facility without approval of EOHS, DPH, or
DMH.

Existing contractual obligations involving medical or dental
services to residents of a facility will be fully respected and shall
be reviewed by the Director who shall make recommendations to
the Commissioners of Mental Health and Public Health.

Nothing in this section is intended to affect or interfere with
the authority of a superintendent to carry out a comprehensive,
multi-disciplinary treatment and rehabilitation plan for any resi-
dent of any facility.

To the extent that appropriations allow, the Director shall make
available medical care to those retarded individuals residing in
state-supported community residences and to retarded individuals

IV. Use of DPH Services
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residing in the commonwealth.
Wherever feasible, the Director shall arrange for the provision

of medical services by DPH to retarded individuals residing in the
commonwealth through DPH hospitals, clinics for handicapped
children operated or funded wholly or partially by DPH, or any
private individual or organization capable of delivering such
services.

The Director shall supervise the provision of services by the
medical staff and shall provide for appropriate professional train-
ing and guidance. The Director shall recruit candidates for posi-
tions on the medical staff and shall advise the superintendents on
appointments to said staff. In view of the fact that this program
is a collaborative effort between DPH and DMH, all major appoint-
ments to the medical staff shall be approved by both departments.

The Director may recommend to DMH and DPH that funds be
transferred between subsidiary accounts to provide increased
funds to purchase medical services. Upon the approval of the appro-
priate Commissioner and EOHS, the appropriate Commissioner
shall recommend to the Executive Office for Administration and
Finance that such transfers be implemented.

VI. Fiscal Provisions
DMH shall identify at each facility all accounts which contain

monies for medical services and isolate for accounting purposes
monies within them which are for medical services within the
scope of Section 111 herein. The monies so identified shall include
but not be limited to the following accounts: 03-126, 07-384,
07-385, and 07-386. The Commissioner of Mental Health shall
undertake to establish with the superintendent of each facility and
the Director appropriate mechanisms for carrying out the desig-
nation of said funds.

The Commissioner of Public Health and the Commissioner of
Mental Health shall establish a medical and dental review com-
mittee of not more than five (5) persons. The review committee
shall conduct an annual review of the facilities for the purpose of
evaluating the quality of the medical and dental services provided

V. Staff Supervision

VH. Evaluation
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under this Agreement and report its findings to the Commissioner
of Mental Health, the Commissioner of Public Health, the Secre-
tary of Human Services and the Director of the Office for Children.

The Director shall report at least annually to the Commissioner
of Mental Health and Public Health. His report shall include a
summary of the status of medical and dental services at the
facility, his recommendations for improving such services, and a

of all expenses and obligations incurred during the
Reporting period.

The Secretary of Human Services shall review these reports and
those of the review committee and shall make recommendations
to DPH and DMH concerning the implementation of this Agree-
ment.

vm. Schedule of Implementation
Implementation of this Agreement shall begin within two (2)

weeks after the signing of this Agreement. The parties contem-
plate that the order of implementation of this Agreement shall be
as follows:

Belchertown State School
Monson State Hospital
Walter E. Fernald State School
Wrentham State School
Paul A. Dever State School
Charles V. Hogan Regional Center

This Agreement shall be implemented at such other facilities
as may be designated by the commissioners of Mental Health and
Public Health.

IX. Term of the Agreement
This Agreement shall be in effect for a period of two (2) years.

Executive Office of Human Services
V PETER C. GOLDMARK, JR.

Secretary
Department of Public Health
WILLIAM J. BICKNELL, M.D.
Commissioner
Department of Mental Health
MILTON GREENBLATT
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Titles Used in Medical and Dental Care of Residents

Ol’s
10-682 Assistant Dietitian
18-726 Assistant Director of Nurses
22-590 Assistant Physician *
15-767 Biochemist
17-730 Chief Hospital Supervisor Graduate Nurse
28-553 Chief Physician
06-557 Dental Assistant
09-640 Dental Hygienist
23-600 Dentist
13-769 Dietitian
20-652 Director of Nurses
18-P2l Epidemiologist
13-752 Head Nurse
06-516 Hospital Recreation Room Caretaker
15-758 Hospital Supervisor Graduate Nurse
130776 Junior Chemist
05-534 Laboratory Assistant
09-644 Laboratory Technician
12-787 Medical Records Librarian
16-649 Nursing Instructor
14-818 Pharmacist
13- Physical Therapist
08-602 Physical Therapy Aid
27-536 Principal Physician
26-597 Senior Physician
12-795 Speech Therapist
14- Supervising Physical Therapist
17-P32 Supervisor of Physical Restoration
19-P56 Supervisor of Speech Therapy and Hearing
10-654 X-Ray Technician

02’s

tAssistant Dietitian
Chief Physician
Hospital Supervisor G.N.
Laboratory Technician
Physical Therapist
Senior Physician
Supervising Physical Therapist
X-Ray Technician

APPENDIX A
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Summary statement on the Medical Care Program planning to
reform MEDICAL STAFFING ARRANGEMENTS for delivering
health care services to the Mentally Retarded

This statement has been prepared by the Special Com-
mission staff in conjunction with the Director and staff
of the Medical Care Program, to provide an outline of
medical staff planning for the purposes of this Report.

Through analysis of the health care functions performed at
Mental Retardation facilities, it is widely acknowledged that
significant alterations are desirable in all staffing arrangements.

The medical staff within the institutions must be active in total
planning for residential service and individual care plans. A multi-
disciplinary approach without domination by any professional
specialty, and liaison between service areas is appropriate. Maxi-
mum communication with everyone involved in administering
health care services within and outside the institutions is vital
as we move from a custodial model to a more humane, educational
and habilitative one.

As part of the effort to reorganize the structure of institutional
medical care and in response to pressure from the Ricci vs. Green-
blatt suit, an in depth analysis of medical needs and staffing pat-
terns is underway at each institution. It is necessary to assess not
only current needs, but also anticipate the future institutional role
and the possible medical requirements that will follow changes in
the population now being served.

Therefore, the new staffing arrangements must be flexible and
provide many alternatives to meet the health needs for the
changing institutional population and community programs. This
can be done by a combination of staffing methods and programs
on and off the grounds that are discussed in this summary report
on planning.

The addition of substantial numbers of domestic workers makes
it possible to upgrade the position and potential services of
attendant-caretakers. The Ricci vs. Greenblatt case exposed the
need and desirability for securing these domestic positions and the

APPENDIX 111
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consent decree resulted in accomplishing this goal at Belchertown
State School. The skills and attitudes of these direct care persons
is perhaps one of the most significant determinants of the effective-
ness and humanity of any program or institution.

Realization of a new role for direct-care personnel will free the
professional staff to more fully utilize their special skills and train-
ing to benefit residents.

In spite of the attention given to the physicians’ role in medical
care, the greatest number of personnel involved in delivery of
institutional medical services has been registered nurses and
licensed practical nurses. Since it is generally recognized that
medical personnel will no longer dominate the care of the mentally
retarded, it is essential to define the appropriate new roles for the
LPNs and RNs.

Professional nurses will continue to be needed especially in the
care of physically incapacitated, non-ambulatory, non-self-caring
residents. However, many nurses have not been used efficiently but
have played assistant roles as minor technicians, clerical workers,
and attendant caretakers. In some areas, where there has been a
shortage of competent physicians, more responsibilities have been
delegated to other health workers. This seems desirable when done
by design, in institutional settings.

As part of the total reorganization of institutional staffing pat-
terns, it will be necessary to analyze the range of functions now
being performed by all medical personnel. In many instances non-
nursing personnel should be filling jobs that require little if any
nursing skills. Nurses should be placed in positions that better
utilize their training, are professionally more satisfying, and re-
lieve the physician of many responsibilities that do not require
physician skills. This should certainly include training of direct
care staff for their role in health maintenance.

It is in the role definition and hiring of nurse practitioners that
perhaps the most significant changes can be realized. Development
of the concept of the NP has evolved through a search to find ways
to add to the total supply of physician services without adding to
the toted supply of physicians. A redistribution of tasks between
physician and other staff, e.g. the nurse practitioner, would trans-

1. The Nursing Professionals
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fer responsibility for much routine health care to these trained
paramedics.

The role of the NP will involve providing substantial medical
services in health maintenance, health education, care of episodic
illness and accident, ongoing supervision and management of
chronic illness and handicaps, counselling and communication with
families and coordination of care.

Dr. Alfred Yankauer, Professor of Community Medicine at the
f'U. of Mass. Medical School, founder and former Co-medical

Director of the Pediatric Nurse Practitioner Program at Mass.
General Hospital and currently the Co-director of the Nurse
Practitioner Program at Northeastern University, is working
under the direction of Dr. Pappas, to develop a NP institutional
role at Monson and Belchertown. This will be expanded to the other
facilities as the program gets underway. Early in 1974, two nurses
from each facility will begin training at Northeastern University
in pediatrics and at Peter Bent Brigham Hospital in adult clinical
practice. At the U. of Mass, in Amherst, plans are underway to
extend the NP program into the School of Nursing, where a task
force is currently preparing a proposal for action to develop this
immediately. In addition, a proposal has been submitted to the
Regional Medical Program, a federal grantee that aims to improve
regional health care, to expand planning capacity to develop more
programs for NPs in the next six months.

Dr. Alfred Yankauer has been active and published widely in the
field of health manpower. His services are now available to the
DMH to plan and implement with Dr. Pappas such changes in con-
junction with institutional superintendents, regional MR adminis-
trators, and community program operators.

2. Staff Physicians:
Primary care functions to be performed at or available for resi-

facilities include diagnosis and treatment of illness and
minor injury, care of relatively stable chronic disease and dis-
ability, delivery of preventive counselling services of various sorts,
including establishment of a preventive health program at the
facility (diet, sanitation, accident prevention), dentistry service,
routine physical examination program, follow-up on recommenda-
tions of specialty consultants, arrangements for their services, and
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preparation of the medical component in periodic review and care
plans for every individual.

Through its investigations at the state schools and hearings
relating to medical care, the Commission has found evidence that
in all of the above areas there are very serious deficiencies.
Although in the past there were frequently adequate numbers of
institutional medical personnel, the level of training and demon-
strated competency was questionable. The failure to provide even
a minimum acceptable level of medical care was due not to num-f
bers but rather to level of expertise and lack of medical manage-
ment and planning.

At present, the institutional medical staff is made up primarily
of limited licensed physcians, most of whom are graduates of
foreign medical schools. Many have not received the ECFMG
certificate, a certificate from the Education Council for Foreign
Medical Graduates, certifying that a candidate has sufficient com-
mand of the English language to communicate with patients and
associates, and at least the minimal education of an American
medical school graduate.

Through the efforts of the Commission, legislation introduced
by House Commission Chairman, Alexander Lolas was passed and
signed by the Governor on November 20, 1973 to require the
ECFMG for foreign physicians applying for limited registration to
practice medicine after the effective date of the Act, Dec. 31, 1974.

This Act, Chapter 1060 of the Acts of 1973, also repeals Chapter
234 of the Acts of 1968 which provided that foreign medical gradu-
ates with limited registrations would, if they were employed by
DMH, be exempt from any time limitations set by the Board of
Registration in Medicine for limited registration. Regulations of
the Board, published October 16, 1973, provide that, except in
extraordinary circumstances, limited registration will be granted
only for a total of five years. When this act takes effect, foreign
physicians in the employ of the DMH will be subject to the
five-year limits as all other limited licensed physicians. After that
time, they will have to apply for full licensure to practice medicine.
We are hopeful that this Act will provide the impetus for foreign
physicians to upgrade their medical and language competencies.

Even with these new competency requirements, residents will
continue to receive less than adequate medical care unless a way
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can be found to recruit and retain more highly qualified physicians
to public service. Efforts to attract fully licensed physicians have
failed repeatedly. The institutional practice of medicine is charac-
terized by low pay, long hours, unstimulating practice, and exten-
sive non-medical responsibilities.

Through implementation of the Nurse Practitioner Program,
problems of overwork would be eased and the physicians would be
freed to practice better medicine. This would also permit alterna-

tive arrangements for night and weekend care that burden the
current physicians. A more stimulating practice can perhaps be
achieved through strengthened affiliations with medical schools
and through further developments of the specialty consultant pro-
gram, and medical service coordinators plan described on the
following pages. The net effect is that fewer fully licensed physi-
cians would be needed. This could ease the recruitment difficulties
to some extent.

Raising the salaries of fully licensed physicians will also be a
major strategy to attract good physicians. The Bureau of Personnel
and Standardization submitted to the General Court a compensa-
tion study with recommendations for more competitive salaries
where they are most needed. Included in this request was a special
study on physicians and psychiatrists. Approval of the recommen-
dations in the 1974 Supplementary Budget provides salary rates
which are more competitive with average market salaries for com-
parable classifications and thereby may substantially alleviate the
problem of state facilities in the recruitment and retention of
medical personnel.

Affiliation with Medical Schools:
The efforts of the Director of Medical Services to strengthen the

relationship between academic medical institutions and each state
school promises to contribute a valuable new level of staff support,

new challenge is presented by the professional scrutiny and care-
ful case analysis that occurs in academic training situations.

Through affiliations, it may be possible to develop a dual appoint-
ment system for several physicians. This arrangement could benefit
the institution, which traditionally has found it difficult to recruit
highly qualified staff, by providing quality consultation and the
services of physicians in training. This should prove to be more
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economical and a way of providing staff of higher quality than
could ever be attracted by a non-teaching facility. The teaching
hospital will benefit by having a setting for the training of its stu-
dents, residents, and other trainees, and the study of chronic
disease, childhood retardation and the problems of the multiply
handicapped, in addition to partial faculty support. The Com-
mission urges continued efforts to develop these promising affilia-
tions. If and when certain mental retardation facilities are brought
up to Federal Title 19 medicaid standards, they will be a moiw
attractive training setting. This may encourage greater academic
interest.

Specialty Consultants:
In May 1972, by order of U. S. District Court Judge Francis

Ford, (Ricci vs. Greenblatt proceedings), 354 residents under 21
years of age at the Belchertown State School were evaluated
medically. It was found that 49% of this population (176 residents)
needed further consultation. For too long, such needs remained
unidentified. Without the provision of administrative and financial
resources to provide consultant services, surgery when indicated,
and rehabilitation programs, these residents would continue to
remain medically unserved. Nearly 1/3 of the residents under 21
at Belchertown State School have severe physical handicaps in
addition to being mentally retarded. Their physical needs cannot
be ignored or service delayed. Similar needs are being identified
through screening in many other specialty areas, e.g. speech and
hearing, gynecology, ophthalmology, dermatology, neurology, etc.

Although nutrition consultation has begun, it is readily apparent
to any visitor that attention to this area is essential. There is a
dramatic incidence of obesity among resident adults. In 1973, a
nutritional evaluation began at Wrentham. This has revealed that
diets are standardized with no special diets provided; because of
transportation arrangements between buildings and the lack 9
steam tables, food is most often cold, unpalatable, and deficient in
nutrient value; problems attend the need to purchase food in bulk,
few if any fresh fruits and vegetables are obtained. The nutrition
staff is made up of individuals who have moved up in the food
handling system of the institutions with little professional expertise
in the field.
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The primary care physician or nurse practitioner is sufficient for
caring for general needs. For complex medical problems, the need,
if met regularly, is of lower volume. There is no justification for
full-time specialty staff which would be difficult to support, recruit,
and might require special equipment or facilities. But without
drawing on such services the medical program will remain in-
adequate. The services and assistance of outside consultants are
more economical and of higher quality than could ever be obtained

Within the system.
In the past, little energy and fewer dollars were expended to

secure supportive medical services from the outside, and poor
quality care was the result. This past year, the Director of Medical
Services has broadened the resources the institutions can draw on
and has retained consultant services in a wide range of areas:
dentistry, nutrition, orthopedics, neurology, family planning, derma-
tology, ophthalmology, cardiology and all surgical services. Coverage
of every area has not yet reached all the schools, and most identi-
fied needs are yet to be remedied for lack of a mechanism and
funds. The low level of financial support and isolation of certain
facilities from medical communities can sometimes inhibit the
development of the consultation program.

It should be noted here that extensive, quality consultant
services will arise from closer affiliation with medical training
schools, as discussed earlier.

The Commission is exploring the federal payment (Title 19)
mechanisms for funding the services of specialty medical services.
Currently a “fee-for-service” system is utilized. However, the
benefits of a pre-payment system, block granting, should be
examined for cost savings benefits and the increased service
potential of a health maintenance orientation as opposed to an
acute care focus. The new Federal Health Maintenance Organiza-
tion Act of 1973 may have great implications for medical care for

"Sie mentally retarded if the pilot projects are extended to the
public health delivery system.

The Use of Community Medical Facilities:
It is expedient to develop acute hospital care and out-patient

services arrangements with local public and private medical facili-
ties. In spite of the federal Medicaid ICF-MR program, no longer
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should efforts be made to provide certain services at the state
schools, at great expense to the state, if they are readily available
in the community. Since March 1973, the Department of Public
Welfare has been able to provide Medicaid coverage to eligible
mentally retarded residents for off-the-grounds care. Although
BSS and Wrentham residents have received the benefits of this
arrangement for several months, administrative processing delays
and communication difficulties held up implementation at Dever
Fernald, and Monson until late in 1973. With these new dollar#
the impetus is there to firm up the local affiliations.

A vehicle to transport residents from the institution to com-
munity facilities is essential. Either one must be available at the
state school, or procedures must be established for utilizing one,
with assurances to the institution that it be accessible when needed.
Medical Service Coordinators:

In order to assure continuity, coordination and follow-up of both
service delivery and individual resident’s health care needs, per-
sonnel are necessary to both manage the delivery of service and to
act as primary advocates for the resident among health care
services on both the institutional and community level. The desired
personnel are as follows:

I. Institutional Coordinators
At the institution, a coordinator is necessary to oversee the

logistics of system delivery. This includes scheduling consultant
visits; assuring that referrals and treatment plans are followed
through; arranging for hospital admissions, outpatient visits and
laboratory tests; arranging payment of consultants; facilitating
the exchange of informationbetween various departments; and the
monitoring of progress of individual clients.

The existence of an on-grounds coordinator relieves the pro-
fessional staff of numerous managerial responsibilities inappropri-
ate to their respective specialties. Professional staff are then fi£>
to utilize their specific skills where most needed.

Although more than a year ago, the Medical Care Program
defined the necessity of these positions and requested the immedi-
ate implementation of such at the institutional and/or regional
level, lack of support and administrative delays have prevented
them from being secured. Only Belchertown State School, to date,
retains an on-grounds coordinator.
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Included in the FY 74 supplementary budget were core staff
positions for the Medical Care Program. The role of these per-
sonnel may essentially be viewed as that of a facilitator.

For the multiply handicapped, a facilitator is needed to insure
that medical services are being provided in full complement over
an extended period. Failure to do so can result in the limiting of

resident’s capacity to benefit from all facets of a total health
Vcare plan.

Under the direction of Arthur Pappas, M.D., the staff of the
Medical Care Program supervises and coordinates on a state-wide
basis total health care services for the mentally retarded and
associated populations. They provide leadership, technical exper-
tise, and, in cooperation with State School Superintendents and
Regional Mental Retardation Administrators, assist in the develop-
ment, supervision, management and implementation of health care
delivery systems and educational programs concerning the mentally
retarded on both the community and institutional level.

*

n. Medical Care Program Coordinators
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