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DMH Expands Continuing Care Role
By Marylou Sudders, Commissioner

Severe mental illness, the

type treated in the Department of

Mental Health's expanded con-

tinuing care programs, defines a

group of disorders that causes

disturbances in thinking, feeling

and relating, resulting in substan-

tially diminished capacity for

coping with the ordinary de-

mands of life. There are dozens

of types; common severe mental

illnesses include: schizophrenia,

depression, and manic depres-

sion. While not enough is yet

known to prevent or cure serious

mental illnesses, they are treat-

able.

These illnesses affect in-

dividuals of all ages— children,

adolescents, adults, the elderly—
regardless of race, gender, in-

come, religion, and education.

One in every five Americans will

experience an episode of mental

illness in their lifetime.

Approximately 5 million

people, or 2.8% of the adult

population, experience severe

mental disorders yearly and 9%
of children and adolescents be-

tween the ages of 9 and 1 7 are

seriously emotionally disturbed.

In Massachusetts, these statistics

translate to:

• 600,000 adults with

diagnosable mental illness;

• 200,000 adults with serious

mental illness;

• 128,000 children and

adolescents with serious

emotional disturbance.

At any given time, there

are: 1,140 adults and kids in

DMH inpatient settings; 5,929 in

DMH residential programs;

7,000 people with mental illness

in DMH-funded clubhouse pro-

grams; 9,000 individuals who are

DMH case managed; and 18,000

receiving a range of community

support services.

Current research shows

that severe mental illnesses are

biological diseases that interfere

with normal brain function. Ge-

netic factors, family history, sub-

stance abuse and severe trau-

matic life crises may create a pre-

disposition. Treatment, which

generally combines medications

with psychotherapy and support-

ive services, can and does allevi-

ate symptoms. According to a

1 993 National Institute of Men-

tal Health study, the treatment

efficacy rates for certain illnesses

are:

% of Patients

Disease Improved

Cardiovascular 4 1%
disorders

Schizophrenia 60%
Bipolar disorders 80%)

So although severe men-

tal disorders are long in duration,

they can be effectively managed

and individuals can recover.

One of the ways to treat

mental illness is through man-

aged care. It is a concept that is

shaping today's health care world

and it will continue to do so into

the next century. Public mental

health authorities have been man-

aging care for years. In and of

itself, managed care is not so bad.

Yet the mere term generates con-

cern.

The Division of Medical

Assistance (DMA) has been pro-

viding all acute mental health

services, including inpatient and

emergency programs, for the past

year. It has done so through a

managed care company. At the

same time, DMH has maintained

its responsibility for continuing

care in both community and in-

patient settings.

Hindsight has taught us

that this past year was not a con-

tinuation ofthe status quo. It was

the first year for the Massachu-

setts Behavioral Health Partner-

ship (MBHP), a new managed

care company that provided all

acute mental health services for

DMA. It was a start up opera-

tion, with all of the usual atten-

dant difficulties, including new

players, overly ambitious goals,

unrealistic timelines, new rela-

tionships, and different claims

procedures.

But, there were benefits

forDMH clients. During the past

fiscal year (FY' 97), the Legisla-

ture approved the Department's

use of $9 million in funds gener-

ated from savings from the

DMH/DMA initiative. This part-

nership allowed the Department

to use funds formerly spent on

acute inpatient programs to ex-
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pand continuing care and create

movement from more to less ex-

pensive settings within the sys-

tem. This ensured that services

were clinically appropriate and

cost effective.

The reinvestment pro-

vided: expanded residential ser-

vices ($3.4M) for the placement

of 70 individuals from state hos-

pitals; development of special-

ized community programs, such

as services for individuals with

dual diagnosis, and improved

residential sup-

ports and respite

for 55 other cli-

ents; case man-

a g e m e n t

($192,000); day

and clinical sup-

port services

($2.5M); assess-

ment and ex-

tended inpatient

services
($268,000); and

more than $1 .6

million in

children's services, including af-

ter-school, clinical, residential

and respite services. This ad-

dressed about 25% of our esti-

mated unmet need.

These funds were allo-

cated in a manner that addressed

the historical inequitable re-

source distribution in the North-

east, Southeastern and Western

Mass. Areas. For example, $4.3

million of the $9 million funded

expansion of services in the

Northeast. The Department has

narrowed the disparity of per

capita spending between the Ar-

eas by more than $400 per per-

son. DMH is committed to

achieving the goal of funding

equity.

I am committed to im-

proving this relationship with

DMA and the Massachusetts

Behavioral Health Partnership

(MBHP) because of the conse-

quences if it falters. It is my
strong belief that we must have a

unified system of mental health

and substance abuse services,

however. The challenge is to

bring them together in a respon-

'lt is my strong belief

that we must have a

unified system of

mental health and
substance abuse
services. The chal-

lenge is to bring

them together in a

responsible way.

'

hospitals to meet the needs of

individuals with Axis II prob-

lems of substance abuse.

The advent of managed

care has forced public and private

mental health agencies to be-

come more disciplined in their

service delivery. There is an em-

phasis on providing high quality

services in an efficient manner.

It also offers an opportunity for

the state mental health authority

to reexamine who it serves and

how they are served. Individu-

als receiving ser-

vices today are

significantly dif-

ferent from those

making up our cli-

ent base less than

20 years ago.

Marylou Sudders

sible way.

Hopefully, we will con-

tinue to move toward a coherent

public policy concerning dual

diagnosis that matches the needs

of individuals. The co-occur-

rence of addictive and mental

disorders is staggering. A coor-

dinated approach is the only way

to deal with them.

There is $500,000 in the

FY'98 DMH budget to develop

additional dual diagnosis pro-

grams in conjunction with the

Department of Public Health.

We also need to retool our state

3

Under managed

care, we must en-

sure that there is a

barrier-free, acces-

sible system in

place for mentally

ill people and that

there is a safety net for our most

vulnerable citizens.

Whether discussing man-

aged care or waiting lists, the

continuing worrisome theme in-

volves access into the mental

health system — access in the

least restrictive and non-intrusive

setting — for treatment that is

most effective when it is

noncoercive and voluntary. More

extensive use of community ser-

vices is the antidote for unneces-

sary hospitalization and involun-

tary commitment of people with

mental illness. This goes directly

to the issue of empowering indi-



DMH Mission Statement

The mission of the Department ofMental Health is to im-

prove the quality of life for adults with serious and persis-

tent mental illness and children with serious mental ill-

ness or severe emotional disturbance. This is accomplished

by ensuring access to an integrated network of effective

and efficient services that promotes consumer rights, re-

sponsibilities, rehabilitation, and recovery.

viduals with mental illness.

One of the reasons state

mental health authorities exist is

because of long-standing, dispar-

ate insurance coverage for medi-

cal and mental illnesses. Com-
mercial insurance has signifi-

cantly limited coverage over the

years through caps, and the use

of large co-pays and lifetime an-

nual limits for the treatment of

mental illnesses that have not

existed for medical illnesses. By

not providing equitable insur-

ance, individuals look to the pub-

lic sector for their care and treat-

ment.

Mental health parity pro-

vides an opportunity to right a

historical wrong. We are mov-

ing toward it in Massachusetts.

A redrafted bill, Senate No. 1877,

has been favorably reported out

of the joint Committee on Insur-

ance. It is a compilation of the

salient points in five separate

bills and addresses the issues

originally presented by 15 con-

stituent groups.

This bill is important to

all of us. It is time for insurers to

treat mental illness as it does any

other medical illness. It is no

longer okay to allow capricious

and discriminatory caps on insur-

ance coverage for mental illness.

More than 40 legislators

support the bill. The legislation

will align the Commonwealth

with 15 states, including all ofthe

otherNew England states, which

have approved mental health par-

ity. Twenty seven other states,

including Massachusetts, are de-

bating the issue.

A Coopers & Lybrand

actuarial analysis of mental

health parity in this state shows

the total impact equal to 1.9%

increase of current employer

claims or about $2.72 per mem-
ber per month. So, this is not a

money issue; it is a fairness is-

sue.

Other legislative bills filed

on Beacon Hill in this two-year

session have provided a paradox

... some have promoted and some

have rolled back basic protec-

tions ofhuman rights. Yet adults,

children and adolescents with

mental illness share the same

basic human needs and desires as

you and I. They should then share

the same rights and responsibili-

ties as every other citizen. For

many of us, this is a given, but

not for all.

The legislature's joint Com-
mittee on Human Services and

Elderly Affairs has favorably re-

ported out Senate bill No. 614

and House bill No. 2105, legis-

lation outlining five fundamen-

tal rights for people with mental

illness. This legislation ensures

that people with mental illness

have the right to be visited by

families and friends; the right to

access to legal advocates; the

right to make telephone calls; the

right to send and receive mail;

and the right to privacy while

dressing, bathing and using bath-

room facilities — regardless of

the inpatient setting.

It is important because the

public mental health system con-

tinues to change, with private and

general hospitals playing an in-

creasingly important role in the

provision of acute inpatient ser-

vices formerly provided by

DMH. Therefore, we must en-

sure that basic human rights pro-

tections that apply to DMH fa-

cilities also apply to private pro-

viders.

The bills make these rights

applicable throughout the men-

tal health system, ensuring that

all mentally ill people — regard-

less of where they receive inpa-

tient psychiatric services — are

treated with dignity and respect.

These rights do not cost a cent;

they pay important dividends,

however.

Worrisome bills have in-

cluded the legislature's interest

in reforming special education.

This needs to be watched care-

fully because it is important to

ensure that the kids Chapter 766



was initially intended to serve,

including those with mental ill-

ness, continue to be served.

The Department of Mental

Health, unlike other human ser-

vice agencies, has dual responsi-

bilities— patient care, as well as

public safety. We take our pub-

lic safety obligations seriously. If

we did not, we might see erosion

of certain protections that have

been offered to individuals. With

the recent U. S. Supreme Court

decision regarding sex offenders

and an expansion of the defini-

tion of "mental abnormality,"

there may be renewed efforts to

use civil commitment processes

and state hospitals for these folks.

The Department's pro-

posed regulations, which are

close to promulgation, take up

the matter ofhuman rights in this

changing health care world.

Among other things, they in-

crease DMH's oversight of the

complaint process at private psy-

chiatric hospitals. The Depart-

ment has not been involved in a

substantial way beyond deter-

mining whether such hospitals

have a process in place during a

licensing review.

In expanding our con-

tinuing care system, DMH is

finding ways to broaden commu-
nity support services. They are

critical to an adult's rehabilitation

and for children with serious

emotional disturbance to be able

to return to school, families and

their community activities. Indi-

viduals benefit from services that

help them build self-confidence

and learn or relearn social, voca-

tional, and daily living skills that

you and I take for granted. For

anyone living with a mental ill-

ness, a stable, meaningful life is

a goal. For example, nearly

$16.1 million ofour budget goes

to psychosocial rehabilitation

programs, which serve 7,000

members each year.

During FY'97, we
moved forward to meet our goal

~ to improve the quality of life

for adults with serious and per-

sistent mental illness and for chil-

dren with serious emotional dis-

orders — by ensuring access to an

integrated and accredited net-

work ofresponsive, high quality,

cost effective services that pro-

mote client rights, continuity, re-

habilitation and recovery. In so

doing, a few things stand out:

• For the first time in the

Department's history, all

public mental health facilities

are accredited by the Joint

Commission on Accreditation

of Healthcare Organizations

(JCAHO) and certified by the

Health Care Financing

Administration (HCFA). We
now must ensure that they

remain so;

• We have improved our

relationship with sister human

services agencies. The

Department has begun

productive discussions with

the Department of Correction

concerning mental health

treatment in prisons;

• We have taken proactive steps

to address historic inequitable

distribution of resources

across our Areas. We will

continue to do so in this fiscal

year;

• We have cleaned up a

back log of investigations

into complaints filed by

DMH clients; and

• We have improved the

Department's relationships

with legislators.

There should be no doubt

that people with mental illness

have the right to self-determina-

tion, to understand their symp-

toms and disabilities, to select the

direction and means of their re-

habilitation, their recovery, their

lives. Our task is to ensure that it

happens.

FY '98 Goals and Objectives

Direct the Department in a manner that instills the

public's confidence.

Manage the Department's resources to ensure positive

clinical outcomes and cost-effectiveness.

Reframe the Department's regulatory authority in the

new health care environment.

Promote consumer rights, responsibilities, and

recovery opportunities.



DMH Increases Services in FY f97

The Department ofMen-

tal Health is providing respon-

sive, high quality, cost effective

services to people with mental ill-

ness. In this ongoing process, the

Department is expanding com-

munity-based programs while

meeting continuing care needs of

individuals in public psychiatric

facilities.

The critical components

of a strong public mental health

system have not changed despite

continued changes in the health

care world. These components

include: flexible community-

based programs, cost efficient

state hospitals and community

mental health centers, and high

quality continuing care and acute

inpatient and diversionary ser-

vices. These services must be ac-

cessible to those in need. We
must not fall into the trap of re-

ducing cost while compromising

quality. And we must create

movement within the system to

ensure services we provide and

purchase are clinically appropri-

ate.

After a budget reduction

of$26.7 million in FY'91, DMH
has experienced moderate bud-

get growth since FY'92. In re-

cent years, spending increases for

the mentally ill have been very

modest — growth of 1.8% in

FY'95, 2% in FY'96, and only

1 .2% in FY'97. While there have

been minimal increases in re-

sources, the Department has

made optimum use of these dol-

lars to address unmet need.

Budget expenditures in FY'97

looked like this:

• $2 1 3 .8M on state-operated

services;

• $338.5M on state-contracted

services;

• $165M on inpatient services;

and

• $331 .8M on community

services.

In FY'97, the Depart-

ment strengthened rehabilitation

services and developed programs

for people with mental illness

and a co-occurring diagnosis of

substance abuse. We have a long

way to go in these areas in FY' 98

and beyond, but our start has pro-

duced some encouraging results.

Here is where we stand:

Inpatient

Hospitalization

Acute Care:

Inpatient

& Emergency Services

All acute care is provided

in a network of general hospitals

with psychiatric units and private

psychiatric hospitals across the

state. These hospitals are under

contract to the Massachusetts Be-

havioral Health Partnership, a

proprietary managed care orga-

nization administered by Vir-

ginia-based FHC Options Inc.

The partnership is in turn respon-

sible to the Division of Medical

Assistancc/Mcdicaid. DMH pur-

chases acute inpatient hospital-

ization and emergency services

through an interagency service

FY '98 Priorities

• Initiate MHIS Project

• Commence statewide planning on dual

diagnosis treatment

• Promulgate and implement new regulations

• Finalize Individual Service Planning (ISP)

• Clarify case management responsibilites

• Improve health care access for clients

• Develop public awareness campaign on stigma

• Improve internal communication flow

• Increase efforts to recruit and retain culturally

diverse workforce

• Enhance sister agency collaboration

• Implement new program initiatives

• Continue DMA/DMH managed care initiative

6
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agreement with DMA and holds

Medicaid responsible for this

care. The DMH/DMA initiative

supplanted DMH acute care re-

placement beds and designated

emergency treatment programs

on July 1, 1996.

This purchasing initia-

tive, covering non-Medicaid,

DMH eligible priority clients,

strengthens the continuing care

system through expansion of ser-

vices. In FY'97, the Department

used $9M formerly spent on

acute care to develop or improve

rehabilitation that helped adults

and children to remain in the

community. The Department dis-

tributed $7.8M to its Areas for

program development; the re-

maining $ 1 .2M was used on one-

time expenditures to prevent pro-

gram reductions.

Residential services were

increased by more than $3.4M,

allowing for the placement of 70

adults from state hospitals; the

development ofspecialized com-

munity programs, such as ser-

vices for individuals with dual di-

agnosis; and improved residen-

tial supports and respite for 55

other clients. Day and clinical

support services were increased

by nearly $2.5M, allowing cli-

ents to live in the community

through expanded mental health

programs, medical treatment,

medication monitoring, and sup-

port, educational and employ-

ment opportunities. Case man-

agement was increased by

$192,000 to extend the

Department's ability to effec-

tively manage the care of clients

discharged from state facilities.

Assessment and extended inpa-

tient services were increased by

$268,000 to provide specialized

assessments to determine appro-

priate levels of care. Residential

and respite services for children

were increased by $600,000 to

expand respite capacity and resi-

dential treatment for 120 seri-

ously emotionally disturbed chil-

dren and adolescents. After-

school and clinical support day

services for children were in-

creased by $ 1 M, allowing 350 se-

riously emotionally disturbed

youngsters to remain with their

families through in-home treat-

ment.

State Hospitals & State-

Operated Community
Mental Health Centers

DMH continues to di-

rectly operate 13 facilities state-

wide, which include four con-

tinuing care psychiatric hospitals

— Taunton, Medfield, Westboro

and Worcester state hospitals—
and nine community mental

health centers — Quincy,

Corrigan (Fall River), Pocasset

(Cape Cod), Brockton, Solomon

(Lowell), Lindemann (Boston),

Bay Cove/Shattuck (Boston),

Massachusetts Mental (Boston)

and Solomon Carter Fuller (Bos-

ton). The Department's continu-

ing care state hospitals and com-

munity mental health centers

have a total of 986 beds, includ-

ing two adolescent units for chil-

dren 1 3 through 1 8 operated by

the University of Massachusetts

at Westboro State Hospital, and

one adolescent unit for the same

age group operated by Charles

River Health Management at

Taunton State Hospital.

Three ofthe five commu-

nity mental health centers

(CMHCs) outside Metro Boston

have 1 6-bed acute care inpatient

units (Quincy, Corrigan in Fall

River, and Pocasset on Cape

Cod). The Brockton Multi-Ser-

vice Center and the Harry C.

Solomon Mental Health Center

in Lowell do not have inpatient

units. In the Metro Boston Area,

three of the four CMHCs —
Lindemann, Solomon Carter

Fuller, and Bay Cove/Shattuck

— provide both acute and con-

tinuing inpatient care. The Mas-

sachusetts Mental Health Center
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has 12 beds, with statewide ac-

cess, for research and evaluation.

DMH contracts with

Olympus Hospital in Springfield

to provide continuing inpatient

care for 30 adults in Western

Massachusetts while the same

type ofcare is offered in 1 80 beds

in the Hathorne units at

Tewksbury Hospital in the

Northeast Area. For children

ages 5 through 13, DMH con-

tracts for a 16-bed continuing

care unit at Westwood Lodge.

JCAHO Accreditation

HCFA Certification

The Joint Commission

on Accreditation of Healthcare

Organizations (JCAHO), a na-

tional group, surveys facilities to

ensure that quality services are

provided and evaluated in rela-

tion to national standards. The

Health Care Financing Adminis-

tration (HCFA), an arm of the

federal government, certifies in-

patient beds to qualify for federal

financial reimbursements under

Medicaid and Medicare.

For the first time in de-

cades, all DMH operated public

psychiatric facilities now meet

JCAHO standards and all have

received HCFA certification.

The Solomon Carter Fuller and

the Erich Lindemann Mental

Health Centers in Boston were

the final DMH facilities to re-

ceive JCAHO accreditation and

HCFA certification. In FY'91,

only 22 percent of DMH inpa-

tient beds were certified.

Community Support

Child/Adolescent Initiatives

A network of commu-
nity-based services, which pro-

vides both early intervention and

intensive programs to reduce the

need for out-of-home place-

ments, enables children to make

treatment gains and to function

in community settings. The fol-

lowing initiatives have been un-

dertaken: development of after-

school programs for latency-age

children; expansion of school-

based contracts to include vio-

lence prevention programs; ex-

pansion ofhome-based interven-

tion contracts; broadening of ex-

isting interagency teams; and ear-

marking ofresources to purchase

"wraparound" services— that is,

services tailored to meet a child

and family's needs.

The Collaborative As-

sessment Program (CAP), a pi-

lot with the Department of So-

cial Services (DSS) in the South-

eastern Area, operationalized an

interagency restructuring of ser-

vices for children and adoles-

cents to create a unified case

management system, provide

prompt assessments of the needs

of children and their families,

eliminate duplication of services

and define each agency's role and

funding responsibilities. Of the

assessments on the first 69 dif-

ferent families, only 16 youths,

or 23%, ofthose referred with an

initial issue of "in need of resi-

dential" placement were recom-

mended for such placement. The

pilot will be expanded statewide

in FY' 98. When fully imple-

mented, the CAP is expected to

serve 300 to 350 families annu-

ally.

Massachusetts is work-

ing under a four-year grant of

$2.8M from the Annie E. Casey

Foundation to provide early in-
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Other Bed Capacity & Utilization
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tervention and prevention ser-

vices and supports for 7,000 ur-

ban children "at risk" of severe

mental illness and serious emo-

tional disturbance and their fami-

lies. This initiative involves a

partnership of the state, the City

of Boston, and a neighborhood

governing board from the Bos-

ton neighborhoods of Lower

Roxbury, Mission Hill and High-

land Park-Washington Park.

DMH continues to be the lead

state agency. During FY' 97, a

total of 28 children placed out-

side their homes returned to their

families; 259 "at risk" children

were diverted from out-of-home

placements; a satisfaction score

of 89% from a survey of 185

families receiving services was

recorded; decreases in depres-

sion, post traumatic stress disor-

der, abuse, arrests and an increase

in overall child and family func-

tioning when using the Child

Adolescent Functional Assess-

ment Scale and the Children's

Behavioral Checklist were expe-

rienced.

Residential Programs

for Children

Intensive Residential

The Department offers

three different types of residen-

tial services for children and ado-

lescents depending on their acu-

ity.

DMH contracts for two

secure Clinically Intensive Resi-

dential Treatment programs

(CIRTs) for children (ages 5

through 12) with 21 beds at: The

Brighton Center for Children and

Families (11 beds) operated by

Charles River Health Manage-

ment in Boston; and Three Riv-

ers (10 beds) operated by

Northampton Center for Children

in Holyoke.

Intensive Residential

Treatment Programs (IRTPs) for

adolescents (ages 13 through 18)

include 72 beds at: Centerpoint

(12 beds) operated by Justice

Resource Institute in Tewksbury;

Chauncy Hall (16 beds) operated

by Northeastern Family Institute

at Chauncy Hall/Westboro State

Hospital; the University of Mas-

sachusetts Intensive Residential

Treatment Program (12 beds) at

Worcester State Hospital;

Charles River Intensive Residen-

tial Treatment Program (16 beds)

operated by Charles River Health

Management at Taunton State

Hospital; and Solomon Carter

Fuller Mental Health Center (16

beds) operated by Pembroke

Hospital/Westwood Lodge. In

addition, the Department con-

tracted for 309 community resi-

dential beds for children and ado-

lescents in FY'97 and purchased

additional slots on an as-needed

basis within the limits of avail-

able funding.

Adolescent Step-down

Programs

Pathways Residential II

(6 beds), an IRTP graduate pro-

gram operated by Health & Edu-

cation Services at Westboro State

Hospital, and Swansea Wood
School (3 beds), a staff secure

residential program for ED/MR
adolescents operated by Justice

Resource Institute in Swansea,

are two DMH step-down pro-

grams for adolescents.

Residential Services

Adult Community Services

Since 1992, the Depart-

ment has invested $70M of

$74M saved since restructuring

and consolidating facilities. The

funds helped DMH to expand

community-based services. More

than 65% of the Department of

Mental Health's $537.7M FY*98

budget is committed to commu-

nity-based care, up from 49% in

FY'91.

DMH developed 1,518

new residential beds in the com-

munity between FY'91 and

FY'96. The DMH residential

9
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capacity for adults now stands at

5,201 while the Department has

access to 288 additional beds

through an agreement with

MHFA. In FY'97, the Depart-

ment brought 122 new residen-

tial units on line, including 72 for

homeless people with mental ill-

ness.

In addition, the Depart-

ment assisted clients in locating

apartments in the open rental

market. More than 800 individu-

als now live independently in the

community. Housing opportuni-

ties have been expanded from a

system serving 2,100 people with

mental illness in 1988 to a sys-

tem that serves more than 5,700

people with mental illness today.

The Department is slated to add

another 203 units in FY'98.

DMH has 239 residential con-

tracts and expects to spend

S151.8M on residential services

in FY '98.

Siting residential pro-

grams continues to be a struggle.

DMH faces significant commu-

nity resistance across the Com-
monwealth.

Housing Services

Originally a pilot pro-

gram at six locations, DMH now
funds service coordinators on site

at 1 5 local housing authority de-

velopments for the elderly and

disabled. This initiative is cen-

tered on service coordination

from field managers who are

based on site and provide daily

consultation and referrals. In an

evaluation conducted by the

McCormack Institute at UMass
Boston, this program was rated

very favorably. Also, affiliation

agreements have been estab-

lished with many local housing

authorities to facilitate the acces-

sibility of DMH services to the

housing community, including

public housing tenants.

The same legislation is

funding innovative rental assis-

tance called the Alternative

Housing Voucher program. It

provides up to 800 rental subsi-

dies to younger people with dis-

abilities who are on waiting lists

for state-aided public housing.

Of these 800 vouchers, 1 5% may

be allocated to younger people

with disabilities currently living

in state-aided developments for

the elderly and disabled.
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Employment

Employment services

provided by DMH have

evolved to reflect the grow-

ing emphasis on providing

community-based, inte-

grated services to clients.

The Department provides a

mix of services ranging from

placements in enclaves and

work crews to supports in

finding and maintaining

competitive, independent em-

ployment. In addition, club-

houses, which offer psychosocial

rehabilitative support services,

provide an important link to em-

ployment available to DMH cli-

ents.

In FY'97, DMH issued a

request for proposals for a new

initiative, Services for Education

and Employment (SEE), which

emphasizes consumer choice in

selecting, obtaining and main-

taining jobs as well as educa-

tional placements. The program

encourages career planning, typi-

cally in pre-placement counsel-

ing sessions, and offers flexible

and individualized supports that

enable individuals to maintain

employment and educational

placements. A critical piece of

the SEE program is the network

of linkage developed between

SEE providers and mainstream

providers ofemployment, educa-

tion and job training programs.

Twenty-nine SEE contracts total-

ing $5.1 million were awarded

statewide.

Linkage between main-

stream providers ofemployment/

job training, and education ser-



vices are valued because clients

will be served in an integrated

setting, alleviating the isolation

often experienced by the men-

tally ill. Accessing mainstream

resources also represents a more

effective use of limited state

funding. Whenever possible,

DMH dollars are used to provide

support services to individuals

utilizing resources paid for by ge-

neric employment and educa-

tional programs available to all

residents of Massachusetts.

Two successful examples

of this model currently operate

statewide and serve the homeless

mentally ill. They involve part-

nerships with the Division of

Employment and Training

(DET) for career planning, job

development, and placement ser-

vices for DMH consumers.

Employment Connec-

tions, which began serving Metro

Boston Area clients in FY'96,

has resulted in 209 placements in

full-time, part-time, temporary,

and on-call jobs. The average

wage is $7.63 an hour. This pro-

gram is funded through state

homeless dollars, and serves in-

dividuals who have men-

tal illness and are homeless

and/or at-risk ofhomeless-

ness. Department ofMen-

tal Health funding is used

to purchase designated

DET staff time allocated

exclusively to DMH cli-

ents. Support services are

provided by natural service

site personnel. The budget

for this program in FY'98

is $160,125. Individual-

ized DET services will be

provided to 200 clients; half of

whom will be placed in full or

part-time jobs during the fiscal

year.

Employment Connec-

tions II began serving clients

early in FY'97. This program,

an expansion of the Boston pi-

lot, has resulted in 114 place-

ments in full-time, part-time,

temporary and on-call jobs. The

average hourly wage per place-

ment is $6.78. This three-year

program is funded through a

$2.1M grant from HUD's Stuart

B. McKinney Homeless Assis-

tance Fund. The FY'98 budget

for DMH services provided

through this program is

$374,250. Located in seven sites

across the state— Lowell, Lynn,

Framingham, Hyannis, Spring-

field, Quincy, and Worcester—
this program serves a more re-

stricted pool of homeless and

mentally ill individuals. There-

fore, many enrolled clients re-

quire an initial period of stabili-

zation services to ready them for

the job search process. Employ-

ment Connections II's program

design accommodates this re-

striction by funding DMH pro-

vider staff that links program

participants to appropriate ser-

vices. Like Employment Con-

nections, this program has des-

ignated DET staffto work exclu-

sively with DMH clients provid-

ing individualized employment

services in an integrated setting.

Clubhouses

Funding for consumer

clubhouses — community sup-

port programs offering housing,

vocational training, temporary,

part-time job placements, meals

and social contacts — was in-

creased from $11.3M in FY '91

to $ 1 6. 1M by the end of FY '97,

an increase of $4.8M.

Client Initiatives

For the past six years,

DMH has set aside grants for cli-

ents to develop and operate their

own businesses. Central Office

earmarked $94,0000 for 11

projects, while the Western

Mass. Area supported 14 projects

with $60,000 in funding, the

Metro Suburban Area allocated

$76,000 for three projects, and

the Southeastern Area supported

five initiatives with $13,000.

End of Year DMH Inpatient Census
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The agency also believes

in a strong consumer voice and

diversity of opinion. As an ex-

ample, the Department funds M-
Povver with a $127,369 contract

and has done so since 1990.

Case Management

DMH has expanded case

management, supervisory and

support staff for adults and chil-

dren. By the end of FY '96, case

management, supervisory and

support staff totaled 507; by the

end of FY'97, this had been in-

creased to 523. By comparison,

there were 327 case managers in

FY'91. A total of 11,156 indi-

viduals— 9,746 adults and 1 ,4 1

0

children and adolescents— were

assigned case managers during

FY'97, including 2,166 new as-

signments. A total of $15.9M

was expended for direct case

management in FY'97.

Special Populations

Homeless Mentally III

DMH operates a special

initiative for people with mental

illness who are homeless with

$14.1M annually in state appro-

priated funds for statewide ser-

vice projects. Through this ini-

tiative alone, more than 700

people with mental illness who

are homeless were served

through the end of FY '97. An
additional 200 mentally ill people

who are homeless were helped

through other DMH efforts.

For FY'98, DMH re-

ceived $2 million from the legis-

lature for expansion of the home-

less mentally ill initiative. The

legislature also designated an ad-

ditional $1 million from DMH/
Division of Medical Assistance

(Medicaid) retained revenue, to

be generated from maximizing

federal financial participation for

emergency screening services

and inpatient acute care, for the

homeless mentally ill. The to-

tal: $3 million in expansion fund-

ing. The $3M will allow the

Department to leverage $1 1.1M

in additional federal and state

dollars and to create up to 170

residential slots for homeless

mentally ill individuals. Appro-

priated funds for this initiative

are annualized in the DMH bud-

get.

DMI 1 homeless initiative

dollars are used primarily to pro-

vide clinical and residential ser-

vices and to leverage federal re-

sources to fund develop-

ment or to access housing

units (bricks and mortar).

DMH dollars also are used

to fund outreach programs

to homeless mentally ill in-

dividuals in transitional

housing (shelters), on the

streets, and in rural areas.

The DMH discharge

policy is aimed at prevent-

ing homelessness. The

policy states that the Department

will not discharge a client from a

state-run facility to a shelter or

to the streets and that every ef-

fort will be made to help the cli-

ent find adequate, permanent

housing.

DMH has instituted an

enhanced discharge protocol for

its Metro Boston Area, the area

with the highest number of

homeless people in the state

(about 1,200 of an estimated

2,000 statewide). Boston oper-

ates a Homeless Services Unit

which, among other things,

monitors the discharge process

and identifies supportive housing

options for clients. All individu-

als discharged from state-oper-

ated facilities participate in indi-

vidual service planning. This in-

cludes a hospital treatment team

and case manager who determine

residential and support needs as

well as eligibility for entitle-

ments.

Forensic Mental Health

Court Clinics

The forensic mental

health system performed 8,005

adult and 2,486 child/adolescent

court clinic evaluations in FY'97

12



and provided mental health ser-

vices to 1 1 county correctional

facilities and to women prison-

ers at MCI Framingham. This

represents about 40% of the to-

tal number of evaluations per-

formed. Most inpatient evalua-

tions are done in state hospitals.

In addition, consultation and

evaluation services were pro-

vided to the state parole board

and mandatory forensic reviews

were done at inpatient facilities

to help determine privileging and

patient discharge.

For seriously mentally ill

persons in county correctional

facilities, DMH provided the fol-

lowing services: (a) initial assess-

ment and follow-up; (b) crisis

intervention; (c) evaluation and

transfer functions; (d) psychiat-

ric evaluation and treatment

(medication); (e) release plan-

ning and liaison to community

mental health services. In addi-

tion, consultation and training

regarding the identification and

management of seriously men-

tally ill persons was provided to

correctional and medical staff.

Measuring

Performance

Quality Management

The Department has

a quality agenda and Qual-

ity Councils in all Areas. In

FY '94, DMH's quality man-

agement training efforts were

expanded to include line

staff, family members and

clients who were working on

specific problem identifica-

tion and problem-solving ac-

tivities. Quality management

performance standards and per-

formance outcome measures are

in place for providers. They call

for providers to participate on

local site Quality Councils, to

serve as quality team members,

to have a written quality im-

provement plan, and to document

findings from their quality man-

agement activities. These activi-

ties have led to reductions in re-

straint and seclusion, improved

treatment of the dually diag-

nosed, reduced hospital readmis-

sions, and a reduction in readmis-

sions of the same patient to mul-

tiple hospitals;

In FY'95, quantifiable

data concerning licensing, medi-

cal records, critical incidents, and

the like was used for the first time

in the history of the Department

in an RFP process to rate pro-

vider performance. This would

not have been possible without

an established management pro-

gram directed at the Area Office

level. These programs did not

exist before 1991.

Licensing

All Areas now meet the

Department's licensing mandate

with 10 full time equivalent li-

censers to address DMH's com-

munity residential licensing

needs. The Department ofMen-

tal Health licenses a total of 56

private psychiatric hospitals and

psychiatric units in general hos-

pitals.

Research

Centers for Excellence

DMH funds two Re-

search Centers of Excellence

overseen by a statewide Research

and Advisory Board, chaired by

the Deputy Commissioner of

Clinical and Professional Ser-

vices. These centers apply the

best minds and talent in Massa-

chusetts to advance treatment and

rehabilitation modalities for

chronic, persistent and severely

psychiatrically ill patients. The

two centers are The Center for

Psychosocial and Forensic Ser-

vices Research, affiliated with

the University of Massachusetts
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Medical School, which concen-

trates on behavioral and forensic

sciences, and The Common-
wealth Research Center, affili-

ated with Harvard Medical

School, which focuses on clini-

cal neuroscience and

neuropharmacology.

A portion of the Psychi-

atric Residency and Psychology

Internship Training programs at

medical schools in Massachu-

setts is also funded by the Depart-

ment.

Technology

Mental Health

Information System (MHIS)

The Department has been

continuing the expansion of the

statewide telecommunications

network. Currently, all area of-

fices and most of the local ser-

vice sites are connected to the

wide area network. This structure

improves internal communica-

tion at the Department, but more

importantly, it is the communi-

cation foundation for the Mental

Health Information System.

The need for an inte-

grated Mental Health Informa-

tion System has been driven by

the following questions regard-

ing DMH's accountability for its

clients:

• Who is a DMH client?

• What services do DMH clients

receive?

• Where do they receive

services?

• What is the cost of these

services?

The Mental Health Infor-

mation System will be a client

information system that enables

the Department to register con-

sumers, record their eligibility

and service utilization, handle

billing functions related to those

services, and will have the capa-

bility to maintain clinical and

service information with built-in

safeguards regarding client con-

fidentiality. The goals include:

• Provide registration/

enrollment, service delivery/

billing and clinical/service

management functions;

• Develop and follow a carefully

planned implementation and

roll-out;

• Implement a long-term

solution with the support of a

viable vendor;

14

• Be usable across all six

geographic areas;

In FY'94, the Depart-

ment began a phased-in project

to expand and improve upon in-

formation concerning clients us-

ing DMH services and to reduce

the duplication ofmultiple infor-

mation systems. The first two

phases were scheduled to be the

Registration and Enrollment Sys-

tem (RES) and Client Account-

ing and Billing System (CABS).

During their development, the

Department found that software

products were available commer-

cially which would meet the

business needs of RES and

CABS, and match the technical

requirements at DMH.

A request for responses

(RFR) for a MHIS has been com-

pleted and vendors evaluated. A
contract is expected to be

awarded by year's end with

implementation slated for 1998.

Did You Know?

1833: Worcester State Hospital,

the first public mental health fa-

cility in the country, opens;

1879: State Board of Health,

Lunacy and Charity created;

1898: State Board of Insanity

created;

1912: Boston Psychopathic Hos-

pital, later known at Massachu-

setts Mental Health Center,

opens; pioneers concept in treat-

ment of mental illness, includes

on-site training of psychiatrists



and research;

1916: Massachusetts Commis-

sion on Mental Diseases, later

known as the Department of

Mental Diseases, created;

1938: Department of Mental

Diseases reorganized following

Special Commission's Report—
Department of Mental Health

created;

1948: Dr. Erich Lindemann es-

tablishes the first community

mental health center in the coun-

try— the Human Relations Ser-

vice, Inc., in Wellesley;

1961: Joint Commission on

Mental Illness and Health issues

findings and recommendations;

leads to development ofcommu-

nity-based services in Massachu-

setts;

1963: Massachusetts Mental

Health Planning Project created;

results in creation of Mental

Health Area Boards;

1978: Western Mass. Brewster

consent decree initiated; DMH
disengaged in 1992;

1984: Executive Order 244

signed— prohibits children/ado-

lescents under 19 from being

treated on adult inpatient units;

1985: Governor's Special Mes-

sage on Mental Health— a long-

range plan to dramatically im-

prove and expand the mental

health service system; expand

case management and emer-
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gency services; proposes 2,500

new residential units;

1986: Ch. 599 split DMH/DMR
and created new mission for

DMH, effective 7/1/88;

1987: $340M Capital Plan ap-

proved to upgrade and staff state

hospitals and fund 2,500 new
housing units;

1991: Governor's Special Com-
mission on Facility Consolida-

tion; report issued in June 1991;

recommended that DMH close

three state hospitals (Metropoli-

tan 1/92, Danvers 6/92, and

Northampton 8/93); Gaebler

Children's Center later recom-

mended for closure (9/92);

1992: Commonwealth estab-

lishes a first-in-the-nation Med-

icaid behavioral health contract

for mental health and substance

abuse with Mental Health Man-

agement of America; imple-

mented as a result of a federal

waiver;

1993: Center for Mental Health

Services publishes new defini-

tions of serious mental illness

15

(adults) and serious emotional

disturbance (children) in Federal

Register;

1994: Massachusetts awarded a

$3M Annie E. Casey Foundation

Mental Health Initiative for Ur-

ban Children;

1994: Legislature approves

transfer of clinical responsibility

for the Treatment Center for the

Sexually Dangerous at

Bridgewater from the Depart-

ment ofMental Health to the De-

partment ofCorrection; effective

8/1/95;

1995: DMH collaborates with

DSS and DMA on a pilot pro-

gram in the Southeastern Area to

improve coordination of services

to seriously emotionally dis-

turbed children and their families

with introduction of Collabora-

tive Assessment Program (CAP);

1997: DMH begins revising

regulations to provide improved

organizational structure, simplify

and clarify language, eliminate

duplication and better reflect and

address issues related to current

public mental health system.
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