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'10 'lHE FISCAL <DMlTl'.EE OF 'lHE Gl!lftRAL <XllRr: 

We have conducted a program results audit of the mental health system 
in the state of New Hampshire in accordance with reconnnendations made 
to the Fiscal Committee by the Joint I.sgislative Performance Audit and 
OVersight Committee. OUr audit was conducted in accordance with 
generally accepted govermnental auditing sta.rrlards and accordingly 
included such procedures as we considered necessa:ry in the 
cirCl.UliStances. 

The primary objective of our audit centered on an evaluation of the 
efficiency and effectiveness of state-provided services for persons 
with serious and chronic mental illness within the state's policy of 
offering these services in the least restrictive envirornnent 
appropriate for each individual. Thus our audit included an extensive 
examination of the services necessa:ry to move from treating mental 
illness in long-tenn, custodial, centralized, institutionally-based 
envirornnents to less restrictive, decentralized, community-based 
envirornnents. 

OUr audit entailed consultation and interviews with the Division of 
Mental Health and Developmental Services, the Deparbnent of Education, 
the Department of Corrections, the Division of Children and Youth 
Services, comrm.mity mental health centers, representatives of consumer 
advocacy groups, general hospital administrators, members of local 
police deparbnents, administrators of homeless shelters, and several 
elected officials. We extend our thanks and appreciation for the 
cooperation we received throughout the engagement. 

This report results from the evaluation of information obtained from 
the sources noted above and is inte.rrl.ed solely to inform the 
legislative Fiscal Committee of our findings and should not be used for 
any other purpose. This restriction in not intended to limit the 
distribution of this report, which, upon acceptance by the Fiscal 
Committee, is a matter of public record. 

January 1990 
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OFFICE OF LEGISlATIVE BUDGET ASSISTANT 

EXECUTIVE SUMMARY 

MENTAL HEAL1H SERVICES SYSTEM 

INIRODUCTION 

Our audit of New Hampshire's mental 
health services system be~an as a study 
of "deinstitutionalizat10n." States 
throughout the country ~enerally 
implemented deinstitutionalizatwn as a 
policy to varying degrees during the 
1960s and 1970s. 

Deinstitutionalization is based on a 
philosophy that more efficient, 
effective, and humane mental health 
care can be provided to the majority of 
individuals with serious and chronic 
mental illness in less restrictive, 
community-based environments than in 
large, centralized, psychiatric hospitals. 

At the state's only public psychiatric 
hospital, New Hampshire Hospital, the 
average client census reached an all­
time high in 1955 of about 2,700, and it 
has decreased steadily since then. 
Federal legislation passed in 1963 
created a community mental health 
center program, and New Hampshire 
first authorized state funds to help 
local governments or non-profit 
corporations establish community mental 
health centers in 1965. However, it 
was 1983 when the state legislature 
passed Chapter 407, mandating that 
people with mental illness be served in 
the least restrictive environment 
appropriate to their needs and 
authorizing plans to restructure the 
mental health system. 

Restructuring focused on reducing the 
system's reliance on institutional care 
and creating stronger and more 
comprehensive community care options. 
The chart on page eleven illustrates the 
mental health service system existing 
today. 

The graphs below show client trends 
for both New Hampshire Hospital and 
the community mental health centers. 

Nllli AVERAGE CLIENT CENSUS 

1955 1960 1965 1970 1975 1980 1985 1989 

flscoJ Years 

CMHC CLIENTS SERVED 

1985 1986 1987 19BS 1989 
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Source: DMHDS. 
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EXECUTIVE SUMMARY 

Restructuring of the mental health 
services system m New Hampshire is 
largely complete. In many ways, the 
Division of Mental Health and 
Developmental Services' 
accomplishments have led to its 
national recognition as an innovative 
leader in the field of mental health 
services, placing New Hampshire's 
system among the best in the country. 

Some of the exemplary accomplishments 
include: 

o the development of broad based 
community services in ten 
CMHCs enabling the transition 
from institutional care to 
community-based care for the 
majority of the seriously 
mentally ill population, with well 
defined systems of accountability 
• 1 mp1.ace, 

o the completion of a fully 
accredited state-of-the-art acute 
care psychiatric facility for the 
most seriously impaired clients, 

o the development of the first 
affiliation of a private medical 
school (Dartmouth Medical 
School) with a state psychiatric 
hospital to provide psychiatric 
services and to staff an office 
of applied research to evaluate 
the quality of services, 

o the establishment of continuous 
treatment teams, funded in part 
by private grants, which are 
seen as highly effective 
mechanisms for achieving 
continuity of care and sharply 
reduced hospitalization rates, 

0 the funding 
notably, a 
employment 
and 

of model programs, 
job training and 
program in Keene, 

o the establishment of innovative 
training programs with the New 
Hampshire Vocational Technical 
system to train residential staff 
and. improve the quality of 
services. 

SYSTEM PROVIDERS 

Our audit focused on the restructured 
mental health system in place today, 
with primary emphasis given to 
community services. The Division of 
Mental Health and Developmental 
Services administers the system, which 
includes two institutions: New 
Hampshire Hospital and Glencliff Home 
for the Elderly. Ten community mental 
health centers plus two additional 
housing providers provide services 
contracted .by the division. Mental 
health services are also provided by 
general community hospitals through 
agreements with the mental health 
centers. The division has designated 
three hospital units as special receiving 
facilities, allowing them to accept 
involuntary emergency admissions and 
serve as alternatives to New Hampshire 
Hospital. 

Community Mental Health Centers 

All the mental health centers that the 
division contracts with annually are 
private, non-profit organizations and 
offer additional services not contracted 
by the division. The division monitors 
and assesses the centers' provision of 
contracted services including 
emergency, brief and partial 
hospitalization, children's, elderly, case 
management, housing, vocational, and 
other services. Several division­
contracted services are limited to those 
clients certified as severely or 
chronically mentally ill, based on 
division criteria. 
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EXECUTIVE SUMMARY 

New Hampshire Hospital 

Almost all persons admitted to New 
Hampshire Hospital today are first 
screened by staff of the mental health 
centers. Because clients' average 
length of stay at the hospital has been 
decreasing, the average hospital census 
continues to decline, despite increasing 
admissions in recent years. In fiscal 
year 1989, admissions totaled about 900. 

The hospital consists of three different 
service units. The acute psychiatric 
unit receives all admissions and 
provides treatment with the goal of 
discharging clients back to the 
communities as soon as possible; 
transitional housing provides long-term 
clients who are not ready for 
community placement a non-hospital 
environment to further develop adaptive 
skills; and the long-term nursing care 
unit serves the elderly with mental 
illness diagnoses. Glencliff Home also 
provides care to elderly mentally ill 
clients. 

FUNDING AND EXPENDITURES 

The shift from institutional to 
community-based services within New 
Hampshire's mental health system is 
reflected in significant changes in the 
state's allocation of financial resources. 
The overall mental health budget 
increased 180 percent between 1980 and 
1990, with the portion allocated to 
community services growing from about 
17 percent to 45 percent of the total 
budget. 

Mental health center expenditures for 
division-contracted programs have 
increased from $15 to $41 million since 
1983 and have exceeded New Hampshire 
Hospital expenditures since 1987, as 
shown in the graph below. Hospital 
operating expenditures were $31 million 
in fiscal year 1989. About 64 percent 
of the centers' costs for contracted 
programs were funded by state funds 
compared to 76 percent of the 
hospital's costs in 1989. 

CMHC AND NHH EXPENDITURES 
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EXECUTIVE SUMMARY 

Our observations relating to the division's implementation and control of 
the restructured community-based mental health system are summarized on 
the following pages. They are organized according to management 
objectives related to financial and administrative controls over mental 
health services, and the level of coordination, effectiveness, and adequacy 
and accessibility of these services. Each observation is parenthetically 
referenced to the detailed discussion in the body of the report. 

The observations summarized here, and discussed in further detail with 
recommendations in the body of the report, are offered in the spirit of 
providing suggestions to enhance the current service system. The division 
has already made good faith efforts m many areas. The division's 
comments on this report appear in Appendix A. 

FINANCIAL AND ADMINISTRATIVE CONTROlS OVER 
MENTAL HEALTH SERVICES 

COST CONTROlS SHOUlD 
ENSURE THE IDGHEST 
QUALITY SERVICE AT THE 
LEAST POSSIDLE COST. 

Sound managerial controls that encourage and 
define systems to maximize productivity and 
set standards for cost-per-unit of service 
are instrumental in procuring cost efficient 
mental health services in a decentralized 
service delivery system. 

Our analysis of division controls in this section focuses primarily on cost 
containment and cost effectiveness controls over contracted services 
provided by the ten community mental health centers. We also discuss 
system controls of New Hampshire Hospital utilization and program data 
reported by the mental health centers. Our observations are summarized 
below. 

1. Wide cost-per-unit variances for program services exist 
among community mental health centers. Review of the 
division's quality assurance evaluations of specific services 
shows no apparent correlation between unit costs and service 
quality, although differences in program models may account 
for some of the unit cost variances. (p. 58) 

2. The division's use of performance measures m allocating 
funds to the community mental health centers is not widely 
standardized, although new procedures implemented during the 
most recent contract negotiations suggest the division is 
moving toward greater standardization. (p. 60) 
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EXECUITVE SUMMARY 

3. The division has not consistently used financial penalties and 
incentives to enforce the quotas for utilizatiOn of New 
Hampshire Hospital beds by the mental health centers. (p. 61) 

4. The division's existing controls over community mental health 
center administrative costs should be strengthened to ensure 
that state dollars are being used most effectively for client 
services. The division's primary control of these costs is a 
"rule-of-thumb" 15 percent cap on total administrative 
expenses. In the centers' fiscal year 1990 budgets, 72 
percent of administrative costs were for personnel. Audit 
guidelines developed by the division for independent financial 
auditors of the mental health centers do not include specific 
procedures for testing administrative expenses. (p. 63) 

5. The division's financial and program data on community 
mental health centers is provided to the division through 
quarterly reports prepared by the mental health centers. 
Currently, the division does not systematically verify the 
accuraC"f and consistency of the program data. (p. 64) 

6. The division's review of the independent audits of community 
mental health centers does not include a: standard review of 
management letters that may accompany the audited financial 
statements. (p. 65) 
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EXECUTIVE SUMMARY 

COORDINATION OF MENTAL HEALTH SERVICES 

MEETING THE NEEDS OF 
THE MENTAlLY ITL IN A 
COMMUNITY-BASED 
SERVICE SYSTEM IS 
CO~LEXBECAUSEOFTHE 
DIVERSITY OF PROVIDERS 
AND RANGE OF SERVICES 
REQUIRED. 

Coordination of services within the state's 
mental health system is especially important 
since deinstitutionalization and restructuring 
have reduced the system's reliance on 
institutions like New Hampshire Hospital. 
While community-based services are generally 
closer to clients' homes and provide less 
restrictive environments, they also make 
meeting the needs of clients more complex. 
Not all services needed by clients at any given 

time are provided m one location or necessarily by one provider, and thus 
require more coordination to effectively meet clients' needs. Clients' needs 
over a long period may require not only services offered within the 
community, but also those offered by a designated receiving facility or New 
Hampshire Hospital. With different levels of service provided by a variety 
of providers throughout the system, coordination becomes even more 
important to ensure clients the easiest and smoothest access to services 
and movement between service levels. Coordination is also necessary to 
ensure that the individual services available are integrated and function as 
a true system of care. Our observations related to the coordination of 
services are summarized below. 

7. The role and level of development of designated receiving 
facilities (DRFs) have changed from what the 1985 mental 
health restructuring plan originally outlined. Although a 
majority of community mental health centers indicate some 
need for more desi~nated receiving facility beds, the division 
appears to be shiftmg its emphasis away from the current 
model of inpatient DRF beds. Data indicate that a DRF can 
help a region reduce its use of New Hampshire Hospital beds, 
but that the impact of DRFs may not be long-lasting. 
(p. 66) 
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EXECUTIVE SUMMARY 

8. Communication and coordiJ?-ation between New Hampshire 
Hospital and the commumty mental health centers and 
designated receiving facilities do not appear to be as strong 
and consistent as they could be. Gaps in communication and 
coordination between the different levels of service 
providers, especially concerning discharges from New 
Hampshire Hospital, reduce the effectiveness of each service 
level and prevent service rroviders from functioning 
efficiently as part of a unified system o services. (p. 68) 

9. The division's ability to compile, coordinate, process, and 
analyze a wide variety of program and client service data as 
efficiently and effectively as possible is hampered by its lack 
of an adequate computerized management information system. 
(p. 69) 

10. The lack of a clear legislative mandate for any one state 
agency to be responsible for comprehensive mental health 
services for all children and the involvement of at least 
three separate agencies in providing public mental health 
services for children indicate a strong need for continuing 
efforts by all relevant agencies to coordinate and improve 
childrens' services. (p. 70) 

EFFECTIVENESS OF MENTAL HEALTH SERVICES 

EFFECTIVENESS SUGGESTS 
THAT ASARESULTOF 
HABIIlTATION OR 
TREATMENT, QUAliTY 
OF LIFE WllL IMPROVE 
TO THE EXIENT POSSffiLE. 

Effectiveness, in the context of _performance 
auditing, is measured by companng actual 
performance against an ideal or standard. 
Analysis of program effectiveness can help 
to determine whether programs achieve the1r 
objectives and also to generate 

------------- recommendations for improvement. 

To maintain our focus on the overall system of mental health services, we 
chose not to evaluate the effectiveness of specific community mental health 
services. Instead, we reviewed findings of the division's Office of 
Evaluation and Quality Assurance, which assesses and strives to ensure the 
effectiveness of mental health center policies, procedures and performance. 
Our observations are summarized below. 
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EXECUTIVE SUMMARY 

11. Program standards are the principal basis for monitoring the 
quality of community mental health services in New 
Hampshire. Although program standards are necessary to 
define basic guidelines for service provision, other outcome­
oriented measures of program effectiveness need to be 
developed that tie delivery of mental health services to 
changes in client conditions and behavior. In the absence of 
outcome effectiveness measures, the division cannot evaluate 
which service models and which providers are delivering the 
most effective programs to mentally ill clients. The division 
recognizes the importance of these measures and should 
continue to develop them aggressively as methodology and 
knowledge evolve within the mental health field. (p. 73) 

12. The division does not conduct quality assurance site reviews 
at all community mental health centers annually, despite their 
usefulness in identifying problems at the centers. (p. 75) 

13. Beyond the site survey/ corrective action process, the division 
has not developed stronger actions to ensure compliance in 
survey areas that are not program-specific, such as 
deficiencies related to client rights. (p. 76) 

14. Despite extensive documentation, the quality assurance office 
lacks a listing or index of each mental health center's status 
in correcting deficiencies cited in division site reviews. 
(p. 77) 

ADEQUACY AND ACCESSIBILITY OF MENTAL HEALTH SERVICES 

LEAST RESTRICTIVE The adequacy and accessibility of community 
ENVIRONMENT IMPLIES mental health services are measured by the 
PEOPLE SHOULD BE SERVED degree to which people needing services 
IN WAYS THAT AREAS receive them when required. In providing 
CLOSE TO NORMAL UVING services that are adequate and accessible, 
PATTERNS AS POSSIBLE AND the division faces a variety of diagnoses and 
IN A MANNER WHICH LEAST degrees of mental illness demanding individual 
DEPRNES INDIVIDUAL service plans. This mandate for personalized 
LIBERTY AND FREEDOM OF care drives the division's efforts to 
CHOICE. coordinate, monitor, and provide community 

mental health services. 
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EXECUTIVE SUMMARY 

To determine the adequacy and accessibility of state-funded mental health 
services in New Hampshire, we concentrated on several areas directed or 
monitored by the division: housing services, the homeless mentally ill, 
unmet needsfwaitin~ lists and client eligibility (certification). Our 
observations are summanzed below. 

15. Housing for the mentally ill is insufficient to meet the needs 
of clients currently receiving state mental health services, as 
the demand for community-based housing continues to out­
pace the supply. (p. 78) 

16. The division is presently very active in assisting the state's 
homeless population.· Its efforts include the administration of 
federal funds available through the Stewart B. McKinney 
Homeless Assistance Act and oversight of two Housing and 
Urban Development grants. The division also oversees the 
Mental Health Services to Homeless Block Grant, specifically 
addressing the homeless mentally ill, and the Emergency 
Shelter Grant-in-Aid program. In addition, the division 
participated in a 1988 study by the New Hampshire Task 
Force on Homelessness, which estimated that 30 percent, or 
about 4,300, of the state's homeless are mentaliy ill. Other 
studies reviewed by the LBA confirm that the majority of 
homeless people are not mentally ill. However, the division 
could improve targeting of services to the homeless mentally 
ill through expanded data collection efforts directed at 
identifying the unmet needs of the homeless mentally ill and 
linking them to available mental health services. (p. 80) 

17. The division does not regularly collect data on the number of 
clients on mental health center waiting lists and thus cannot 
fully document trends in the number of clients needing 
services that are unavailable. However, the division does 
collect comprehensive data on services needed by New 
Hampshire Hospital clients in order to return to their 
communities. The division also does not maintain a "needed 
services database," as required by its rules. (p. 82) 

18. The division has not conducted annual certification reviews 
of all mental health centers during the last two fiscal years. 
Certification reviews test the eligibility. of clients served in 
state-contracted programs. In 1989, the four certification 
reviews conducted covered clients certified as chronically 
mentally ill only and excluded those certified as seriously 
mentally ill. (p. 83) 
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EXECUTIVE SUMMARY 

OTIIER ISSUES 

Other issues of importance are discussed beginning on page eighty-five. 
These issues include comments on involuntary emergency admissions criteria, 
incompetency rulings, outpatient commitments, client issues and 
miscellaneous results of our community mental health center surveys not 
discussed elsewhere in the report. 
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We perfonned our audit of New Hampshire's mental health services system 
in accordance with recommendations made to the Fiscal committee by the 
Joint Legislative Performance Audit and OVersight Comnittee. Directed 
to study "deinstitutionalization," we sought first to define this tenn. 
We detennined that deinstitutionalization, perhaps generally understood 
to refer to the depopulation of state mental hospitals since the 1960s, 
'WaS a much broader concept that included the development of a full 
range of mental health services provided in the conununity. 'Ihus the 
report 1 s title, "Mental Health Services," and its content reflect a 
broad view of deinstitutionalization in New Hampshire, with an emphasis 
on the state 1 s current service provision in a "deinstitutionalized" 
environment. 

OUr audit evaluates the efficiency and effectiveness of state-provided 
services for persons with serious and chronic mental illness within the 
state 1 s policies of offering such services in the least restrictive 
envirornnent appropriate for each individual and within each person's 
own connnunity. OUr audit did not evaluate the policies themselves, 
which are based on certain philosophies of treating persons with mental 
illness. Instead, we looked at how services had been developed and 
changed to implement those policies. Because most persons receiving 
mental health services today receive them in the conununity, we focused 
our efforts on the efficiency and effectiveness of conununity-based 
services. OUr audit addressed the following objectives: 

1. Determine the basis for the concept of deinstitutionalization 
and how it was implemented as policy, both nationally and in New 
Hampshire. 

2. Identify key goals and objectives in shifting the treatment for 
persons with serious mental illness from long-tenn, centralized, 
institutionally-based services to less restrictive, 
decentralized, connnunity-based services, and determine the 
extent to which such goals and objectives have been achieved. 

3. Determine and compare current and historical trends in the 
funding, costs, staffing, services, and client base of New 
Hampshire Hospital and the conununity mental health centers. 

4. Determine the type and range of mental health services provided 
through the state and the extent to which they are: 

a. adequate and accessible for persons needing services, 

13 



SCX>PE AND OlillCI':lVES (<nfl'INOED) 

b. effective in providing appropriate placement and treatlnent 
that helps persons cope with their illness and reduces their 
dependence on services over time, 

c. coordinated among different levels and providers, and 

d. controlled by the Division of Mental Health and 
Developmental services to ensure their cost efficiency. 

5. Detennine the extent to which persons with mental illness are 
represented in the homeless population. 

MEIHooou:x:;y 

To develop background infonnation on deinstitutionalization policies, 
we reviewed a variety of national and state reports and professional 
journal articles. To identify New Hairpshire's goals and objectives in 
implementing those policies, we reviewed various plans and documents 
from the Division of Mental Health and Developmental Services. We paid 
particular attention to the state's plan for restructuring mental 
health services, which was developed beginning in 1983. We also 
interviewed legislators, division staff, New Hamp$hire Hospital and 
cormnunity mental health center staff, and representatives of other 
mental health service and advocacy groups. Data on the hospital's and 
mental health centers' staffing, clients, costs, and funding were 
compiled from division statistics, state financial records, and 
independent audit reports of the cormnunity mental health centers. 

In assessing the adequacy, accessibility, effectiveness, control, and 
coordination of services, as well as in detennining the extent to which 
planned service goals and objectives were met, we reviewed and analyzed 
a wide variety of division reports, files, and documents, and 
infonnation from other states, federal agencies, and private 
organizations. We interviewed staff of the division, New Hampshire 
Hospital, designated receiving facilities, cormnunity mental health 
centers, and other state agencies, as well as staff of selected police 
deparbnents, homeless shelters, and advocacy agencies. We used a 
written questiormaire to obtain additional infonnation from the mental 
health centers. 

To detennine the extent of mental illness among the homeless, we 
reviewed research reports from a variety of cities and states, 
including New Hampshire. 

'Ihroughout the audit, we reviewed applicable state and federal laws, 
regulations, and policies. Most of the reported data has not been 
independently verified. 'Ihis audit was conducted in accordance with 
generally accepted govermnental auditing standards. 
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BACKGROUND 

states first became involved in the care of mentally ill persons in the 
19th century when state mental hospitals were constructed. 'Ihe New 
Hampshire Asylum for the Insane, the forerurmer of today' s New 
Hampshire Hospital, was established in Concord in 1842. 'Ibis marked a 
shift in responsibility for those with mental illness from families and 
local conununities to the state. In 1903, the New Halrpshire legislature 
assigned responsibility for the care, control, and treatment of all 
indigent mentally ill persons to the state. 

'Ih.e federal goverrnnent first became involved in mental health care 
after World War II, in response to the large numbers of people rejected 
or discharged from active duty because of mental problems. In 1946, 
Congress passed the National Mental Health Act, creating the National 
Institute of Mental Health (NIMH) to help states and conununities 
develop and provide mental health services 1 to support research on 
mental illness, and to help train mental health professionals. 

MOVEMENT 'IOWARD DEINSI'I'IUI'IONALIZATION 

In 1955, the federal Mental Health study Act was passed, creating the 
Joint Commission on Mental Illness and Health. 'Ihe recamrnenjations 
made by the joint cormnission in its 1961 report, Action for Mental 
Health, were the start of the movement toward deinstitutionalization 
and conununity care. 'Ihe act was passed at the same time that the 
numbers of inpatients in state mental hospitals, both nationally and in 
New Hampshire, were at all time highs: half a million patients 
national! y and 2, 700 in the state. 

From a wide variety of interviews and a review of mental health 
literature, it appears that deinstitutionalization means very different 
things to different people. 'Ih.e public policies CClllll'lonly labeled 
"deinstitutionalization" were based on the treatment philosophy that 
persons with mental illness could receive more effective and 
humanitarian treatment in smaller, less restrictive, conununity settings 
that were closer to home than in large, restrictive, centralized state 
hospitals. Growing concern for the individual liberties and humane 
care of persons with mental illness as well as greater Jmowledge abOut 
mental illness and its treatment contributed to this philosophy. 
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srATE AND FEDHW:. HISmRY OF MENI2U.. HEAUlH CARE (crm'INUED) 

'!he push to apply this treatment philosophy in the provision of public 
mental health services came from several directions. New 
antipsychotic, psychoactive drugs under development in the 1950s became 
widely available, allowing greater control of symptoms. Strong 
advocacy for civil rights in many areas during the 1960s spilled over 
into mental health care as well, raising such issues as hospital 
patients' consent to their treatment and rights of non-dangerous people 
to retain their liberty. States began to tighten their comrni tment 
laws, making cormnitments to state hospitals more difficult, and the 
idea that persons seeking treatment for mental illness should be placed 
in the least restrictive environment possible gained popularity. 
states• desires to reduce the fiscal burden of increasing mental health 
care costs also added impetus to the movement to "deinstitutionalize." 

Two federal actions in 1963 added momentum to the movement. First, 
Congress passed the Community Mental Health Centers Construction Act, 
amended in 1965, to provide grants for the initial costs of staffing 
the new mental health centers. ·second, federal aid to those with 
mental illness became available under provisions of the Aid to Disabled 
(A'ID) program, now known as SUpplemental Security Income (SSI) . '!his 
change allowed many of those with mental illness to live outside of 
state institutions without significant cost to the state. As federal 
1-iedicaid and VJedicare progratTtS and Scx:;ial Security Disability Income 
(SSDI) were developed as funding sources for the care and support of 
those with serious mental illness, states had stronger incentives to 
discharge patients from state mental hospitals, where the state paid 
most of the cost, into the community, where patients became eligible 
for federal aid. 

DEINSI'ITUI'IONALIZATION - DEFINED 

Deinstitutionalization has been defined many ways. 
definitions from the mental health literature follow. 

A few selected 

Deinstitutionalization refers to the movement of individuals who cannot 
function independently and need continuing mental health care from 
large, long-term, public institutions, to smaller, more flexible, and 
less restrictive settings in the community.1 

Deinstitutionalization is a 25-year transition from a mental health 
system that relies on long-term hospitalization of patients in large 
state institutions to one that emphasizes cost-efficient care in the 
community. 2 

1 Plum, Kathleen c., ''Moving Forward with Deinstitutionalization: 
I.essons of an Ethical Policy Analysis, 11 American Journal of 
Orthopsychiatry, october 1987, p. 508. 

2 Adapted from Craig, Rebecca T. and Wright, Barbara, Mental 
Health Financing and Programming: A Legislator's Guide, National 
Conference of state I.Bgislatures, May 1988, p. ix. 
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S'TIITE AND FEDERAL HISIORY OF MENrAL HEi\UIH CARE (aN.ITNUFD) 

Deinsti tutionalization is a process involving the [avoidance] of 
traditional, institutional settings, particularly state hospitals, for 
persons with chronic mental disabilities, and the concurrent 
development and ~ion of community-based facilities for the care of 
this population.3 

EFFECI'S OF DEINSTI'IUI'IONALIZATION 

During the main thrust of deinstitutionalization, roughly duri.IB the 
1960s and 1970s, three basic changes took place affecting state mental 
hospitals' client populations: (1) clients were discharged from 
hospitals who might not have been otherwise, (2) people who were 
admitted to hospitals did not stay as long, and (3) many people who 
traditionally would have been admitted to hospitals received care in 
the community and were never admitted. 

large numbers of hospital discharges are probably the most canunonly 
perceived effect of deinstitutionalization. In the 20 years from 1955 
to 1975, the number of mental hospital patients declined 57 percent in 
New Hampshire and 65 percent nationally. 4 Shorter hospital stays are 
evident from statistics that show the average client census declining 
while the number of admissions continued to increase. (See the graph 
below.) The median length of stay for New Hampshire Hospital clients 
was at.out 25 days in 1979 but had dropped to seven days by 1989. 

NEW H.A"MPSHIRE HOSPHAL CLIENT STATISTICS 

Source: DMHDS. 
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3 Bachrach, Leona L., and lamb, H. Richard, "Conceptual Issues in 
the Evaluation of the Deinstitutionalization Movement," Chapter 6 from 
Innovative Approaches to Mental Health Evaluation, eds., stahler, 
Gerald J. and Tash, William R., 1982, p. 141. 

4 DMHDS data and Craig, p. 8. 
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The diversion of people with mental illness from admission to mental 
hospitals is probably the most significant change in client populations 
that is still occurring today. Although an estimated 5, 500 chronic and 
severe mentally ill persons were served by the community mental health 
centers in fiscal year 1989, only about 330 new patients were admitted 
to New Hampshire Hospital for acute psychiatric services, just under 
six percent of those served in the community. Before 
deinstitutionalization, it is likely that many certified chronically 
mentally ill and at least same severely mentally ill persons would have 
been admitted to psychiatric hospitals rather than served in the 
community. 

The policy of deinstitutionalization has faced much criticism within 
the past decade. One of the more cormnon criticisms has been that only 
half of the philosophy behind deinstitutionalization was ever 
implemented as policy. The theory that persons with mental illness 
receive more effective treabnent in the community than in state 
hospitals was often put into practice by focusing primarily on the 
reduction of hospital populations, and paying less attention to the 
development and funding of community services for the seriously 
mentally ill population. In New Hampshire, state support of cormnunity 
mental health centers lagged significantly behind support of New 
Hampshire Hospital until the mid-1980s, 'When the state began shifting 
more resources from the hospital to community services. 

DEINSTITUI'IONALIZATION AND THE DEVEIDPMENT OF CDMMUNITY MENTAL HEALTH 
CENTERS 

The 1963 federal legislation first authorizing community mental health 
centers was originally intended to direct community services to those 
with the most serious mental health problems. However, the federal 
regulations implementing the law did not ensure that mental health 
centers would provide services to the seriously mentally ill. In New 
Hampshire, the legislature authorized state funds to assist cities, 
towns, counties, or non-profit corporations in establishing mental 
health programs in 1965. state dollars were a match for the federal 
dollars going to community mental health centers. According to 
division staff, the federal government exercised most of the control in 
evaluating and funding center services. 

states found political, service delivery, and other barriers to closing 
their mental hospitals and continued to fund them, diverting resources 
away from community-based services. A cycle developed in 'Which 
inadequate funding for cammunity services meant the continued need for 
more hospital care and funding 'Which often meant less funding for the 
conununity services. The federal goverrnnent tried to improve the 
availability of community services through new initiatives such as the 
1977 Community SUpport Program (CSP), designed to address the needs of 
people with long-term or chronic mental illness. By 1980, only about 
half of the expected 1500 community mental health centers had been 
established nationally. 
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In 1981, New Hanpshire passed Chapter I.aw 492 stating that the 
conrrnunity mental health centers' priority errphasis was to be on the 
"severely mentally disabled," who were former patients of New Hampshire 
Hospital or persons at riSk of being institutionalized. The division 
established certification criteria in 1983 to assure state-furrled 
conrrnunity services were going to those that were the most seriously 
ill. 

A major shift in funding for the conrrnunity mental health centers 
occurred in 1981 when a new federal block grant for all mental health, 
alcohol, and drug abuse programs was created, consolidating various 
federal categorical grants into a single block grant that went directly 
to the states. 'lhis change gave the states much greater discretion to 
control how federal mental health funds were spent. 

About 1982, the division began pushing conrrnunity mental health centers 
to give higher priority to serving the seriously mentally ill. In its 
plans for fiscal years 1983 to 1985, the division outlined expanied 
services and development of a full array of each region's conrrnunity 
services to the seriously mentally ill. 

NARDI AND WHEELOCK REPORI'S 

At the end of 1982, legislative and executive branch study reports on 
the state's mental health services were released, known as the Nardi 
and Wheelock reports. 'lhe reports' recommendations for improving 
mental health services centered on funding and developing community 
programs to serve a large majority of clients ancl on reducing reliance 
on institutional care. A new, smaller central facility was proposed to 
replace the existing adult psychiatric units at New Hampshire Hospital. 
'lhe new facility would serve primarily as a back-up for the services 
offered through the mental health centers, but would also treat a 
small', special needs group that could not be served in the community. 

In response to the reconunendations in the Nardi and Wheelock reports, 
the New Hampshire legislature passed Chapter 407, an Act Restructuring 
the Mental Health System, in 1983. In this statute, the legislature 
mandated that the state's policy would be to serve the mentally ill in 
the least restrictive envirornnent that was appropriate for the 
individual. It also established a COllUl\ittee, known as the 11407 
Committee," to plan for stronger community-based programs, a new 
central psychiatric facility, treatment models for children and the 
elderly, and redeployment of New Hampshire Hospital staff as the 
emphasis of state mental health services shifted to the communities. 
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PlANNING FOR PROGRESS - 11407 COMMI'ITEE" 

In March 1985, the 11407 Corrnnittee" released its final report, Planning 
for Progress, on the plan for restructuring New Hampshire's mental 
health system. The plan was to decrease reliance on institutional 
services and increase reliance on community-based services, as well 
as expand community services from traditional outpatient psychotherapy 
to include supports such as case management, housing, vocational, and 
resocialization services. 'Ihe plan was based on a five-level system of 
services as follows: 

level 1 Community Mental Health Services 
For those with severe mental illness or need for long-tenn 
services; services include cr1s1s response, case 
management, community support services, outpatient and 
vocational services provided by community mental health 
centers under contract to the division. 

level 2 Housing Services 
For those meeting level 1 criteria plus a need for 
supported living; services are same as level 1 plus a range 
of housing supports and supervision; provided by mental 
health centers or other housing providers under contract to 
the division. 

Level 3 Brief Hospitalization Services 
For those meeting levels 1 or 2 criteria plus acute and 
moderate symptoms and medical complications or uncertain 
diagnosis, with willingness to enter hospital; services 
include psychiatric and medical diagnosis and evaluation, 
with 24-hour nursing supervision; provided by mental health 
centers in conjunction with local general hospitals under 
agreements with the mental health centers. 

Level 4 Designated Receiving Facility Services 
For those meeting levels 1 or 2 criteria plus acute and 
severe symptoms, or severe agitation or confusion, plus 
medical complications or uncertain diagnosis, with or 
without willingness to enter hospital; services are same as 
level 3 plus secure management and special legal rights 
protection; provided by mental health centers and regional 
general hospitals with legal designation to receive 
involuntary admissions under agreement with the division. 

level 5 Acute Psychiatric Services 
For those meeting level 4 criteria plus highly complicated 
diagnosis, or symptoms repeatedly unresponsive to treatment 
at other levels; services are same as level 4 plus 
specialized diagnostic units and program units organized 
for specific target populations; provided by the division 
through New Hampshire Hospital with contracts for medical 
and some support services. 
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Services at levels 1, 2, ani 3 were to be offered in each region, level 
4 services would be offered in about half the regions, ani New 
Hampshire Hospital would offer level 5 services to the entire state. 

In addition to exparxied conauunity services, the restructur~ plan 
included development of designated receiv~ facilities {DRFs) to which 
involuntary, short-tenn camrl:bnents could be made, IrOre coordinated 
services for children ani elderly, ani a neM, central psychiatric 
facility to treat the IOOSt difficult cases, evaluate clients with 
developmental disabilities, and provide research arrl training for the 
whole mental health system. Plans related to the :new central facility 
included reaccreditation by the Joint Commission on Accreditation of 
Healthcare organizations {JCAHO) , reduction of the adult psychiatric 
population, and the transfer of forensic mental health services to the 
state prison. 

Restructuring for the community mental health centers involved a major 
shift from early intervention services am short-tenn counsel~ 
therapies to more cx:mprehensive services for clients with serious 
mental illnesses. 'Ihe division used three approaches to help shift the 
emphasis of the mental health centers: 

- revised clinical starJjards that specified who were to be served 
and how they were to be served, 

- adopted new financial reporting starJjards with uniform line items 
and cost centers which ·the centers were required to use, 

- initiated performance contracts that set program starrlal::ds, 
recordkeep~ ani audit procedures, ani other requirements for 
the centers to implement. 

In 1986, New Hampshire's mental health laws were consolidated in RSA 
135-c, re-enphasizing that the state's first priority was to ensure 
services to the most seriously mentally ill ani that those services, to 
the extent possible ard as appropriate to each person's needs, be 
provided within each person's own community, be the least restrictive 
of a person's freedom of m::wement ard ability to function nonnally, and 
promote each person's irrleperdence. 

THE C0RRENT SERVICE SYSI'EM 

Today, restructur~ of the state's mental health system appears to be 
largely completed. Clients in New Hampshire Hospital's old adult 
psychiatric units were transferred to the :new acute care facility in 
October 1989. All ten community mental health centers provide services 
to the chronically and severely mentally ill which include hous~ arrl 
vocational services, case management, and partial hospitalization. 

{see chart on the following pages.) 
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DIVISION-CONTRACTED SERVICES OFFERED BY COMMUNITY MENTAL HEALTH CENTERS 

WEST LAKES MONADNOCK COMMUNITY GREATER STRAFFORD CENTER FOR 
NORTHERN CENTRAL REGION CE:NTRAL FAMILY COUNCIL MANCHESTER SEACOAST GUIDANCE LIFE 

NHCMHC SERVICES CMHC NHCMHC SERVICES OF NASHUA MHC MHC CENTER MANAGEMENT 

REGION: 1 2 3 4 5 6 7 8 9 10 

CLIENT SERVICES 

INTAKE SCREEN.ING AND PLACEMENT X X X X X X X X X X 
Services which provide medical and psychiatric screening 
and di11911ostic services and develop a plan for service 
syste<D intervention upon an eligible client 1 s application 
foe adnission to the service system. 

MOBILE. CRISIS RESPONSE X X X X X X X X X X 
Service which is available 24 hours a dar, 7 days a week, 
to provide rapid expert response to persons experiencing 
psychiatric emergencies. The service has the capacity to 
be provided at COIIliUDitr locations outside of the agency 
or boopi tal emergency rOOIIIS. 

MAINTENANCE X X X X X X X X X X 
Service to maintain the client in the C001lJUDity and reduce 

N the likelihood of a hospital admission, including medication 
N monitoring, administration, education, and counselling. 

INPATIENT X X X X X X X X X X 

Brief inpatient psychiatric services provided in medical-

surgical or in specialized units of general hospitals, 
offering brief psychiatric treatment close to home. 

DESIGNATED RECEIVING FACILITY * X X X 
Facility approved to accept persons who ere referred for 
involuntary emergency admission. 

CASE MANAGEMENT X X X X X X X X X X 
Services consisting of monitoring, brokerage, advocacy, 
supportive counselliog, and outreach in order to assure 
that the individual receives the services required for 
successful COIIIIIUIIit.Y adjustment and is provided with 
continuity of care. 

INTENSIVE/RESTORATIVE PARTIAL HOSPITALIZATION X X X X X X X X X X 
Structured, active treatment to stabilize and return clients 
to pre-crisis level functioning or to alleviate the effects 
of mental disorders through clinical activities. 



DIVISION-CONTRACTED SERVICES OFFERED BY COfOOJNITY KEN'l'AL HEALTH CENTERS {Continued) 

WEST LAKES MONADNOCK COMMUNITY GREATER STRAFFORD CENTER FOR 
NORTHERN CENTRAL REGION CENTRAL FAMILY COUNCIL MANCHESTER SEACOAST GUIDANCE LIFE 
NH CMHC SERVICES CMHC NH CMHC SERVICES OF NASHUA MHC MHC CENTER MANAGEMENT 

REGION: 1 2 3 4 5 6 ** 7 a 9 10 

CLIENT SERVICES (Continued) 

CHILDREN AND ADOLESCENT SERVICES X X X X X X X X X X 
Specialized outpatient and in-hon>e servir.e.~ provided by 
a designated program with specialized expertise in 
children's mental health services, providing individual, 
group, and family interventions, and liaison with courts, 
child welfare agencies, and schools. 

ELDERLY SERVICES X X X X X X X X X X 
Specialized services for elderly including individual 
treatment and consultation with nursing banes and senior 
centers. 

EMPLOYMENT SERVICES* X X X X X X X X X X 
Services designed to assist clients achieve supported or 
competitive employment, with emphasis on integrated 
services, where clients work alongside non-handicapped 

workers. 

!\.) HOUSING X X X X X X X X X X w Crisis 
Group Homes X X X ]{ X X X X X X 
Supportive/Supervised X X X X X X X X X X 

CLIENT IDENTIFICATION AND OUTREACH * X X X X X X X X X X 
Services consisting of assertive out-of-office mental 
health services to persons who have rejected traditional 
services, including outreach to homeless shelters and 
soup kitchens, and continuous treatment team services. 

PEER SUPPORT/CLUBHOUSE X X X X X X X X X X 
Services provided by and for consumers of services, 
including peer self-help and advocacy, respite care, hot-
lines, friendly visiting, food hanks, emergency loan 
accounts, and other similar non-clinical services. 

COMMUNITY EDUCATION X X X X 
Services designed to educate the general public, 
landlords, employers, and otherll regarding serious mental 

illness, in order to promote ccxmrunl. ty understanding, 
acceptance, and support for persons vi tb serious mental 
illness. 

Optional services 

*" Region 6 housing services provided by an independent provider. 
Source: LBA compilation of DMHDS data. 



BI§OJM&luq;rr; 'DIE MEN.rAL BFAt3H SYS1'.EM IN NfJf IWftmRE Ccall'INOJ!D} 

'!he division's Mental Health Services Plan 1989-1992, prepared in 
response to the federal Mental Health.Planning Act of 1986, builds upon 
the five-level system of services and focuses on refinements such as 
fuJproved client outreach, client access, continuity of care, greater 
family and peer support, integration of services into the conm.mity, 
increased affordable housing, and other services. 

'!he 1988 report care of the Seriously Mentally Ill was the secorn 
rating of state programs for the mentally ill by the National Alliance 
for Mentally Ill and the Public Citizen Health Research Group. '!he 
first rating, done in 1986, rated New Hampshire seventh among the 
states. 'Ihe IOOSt recent rating placed New Hampshire third. '!he first 
rating was based on states' hospital care and outpatient services; the 
1988 rating added rehabilitative services and housing. New England 
states overall did well in the rating, with four of the top five states 
being in New Eh:Jland. (Rhode Island was rated at the top. ) 'Ihe report 
ranked New Hampshire as "illlproving significantly." (Also see page 56) 

'lhe division's contract with Dartmouth College Medical School for 
faculty to provide psychiatric services at New Hampshire Hospital was a 
significant factor in the high rating. However, the report emphasized 
that IlOWhere are services for the seriously IISltally ill excellent. 
High ranked states like New Hampshire are merely doing better than 
other states, rather than having achieved excellence by any objective 
meaSure. 

We corx:lucted a survey of all ten conmmity mental health centers in 
October 1989. In response to a question concerning the structure of 
the state's neTtal health system, seven of the ten centers rated the 
existirg system as "sanewhat effective;" the other three rated it "very 
effective." 
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Section 135-c:1 of the New Hampshire Revised statutes Annotated (RSA) 
assigns responsibility for the provision and administration of mental 
health services to the Division of Mental Health and Developne:ntal 
Services. The purpose of the law is to enable the division: 

o to establish, maintain, and coordinate a c:orrprehensive, 
effective, and efficient system of services for persons with 
mental illness, 

o to reduce the occurrence, severity, and duration of mental, 
emotional, and behavioral disabilities, and 

o to prevent mentally ill persons from harming themselves or 
others. 

RSA 135-c:1 also states that it is New Hampshire's policy to provide 
persons who are severely mentally disabled with care that is (1) 
adequate and humane, (2) offered within each person's own comnrunity and 
is the least restrictive of each person's movement and ability to 
function normally in society, to the extent possible while meeting the 
person's treatment needs, and {3) directed toward eliminating the need 
for services and promoting the person's independence. 

RESPONSIBILITIES 

The division's powers and responsibilities are broad and include the 
authority to operate, administer arrl/ or contract for any program or 
facility that provides services to mentally ill persons. The law 
directs the division to give first priority in providing services to 
persons who are "severely mentally disabled." The division may also 
provide mental health services on an optional basis to those who are 
not seriously mentally ill, but the law states that in providing 
optional services, the division is to give special emphasis to children 
and the elderly. The law also allows the division to provide such 
general services as information, consultation, education, and 
prevention to all citizens. 

MISSION AND SERVICE SYSTEM PRINCIPLES 

The division's mission statement and overall policies reflect the 
legislative directive to promote each person's independence and 
individual freedom and have focused the delivery of mental health 
services on the following principles, which among others guide the 
development and administration of New Hampshire's mental health system. 
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o SERVICES ARE CLIENT-cENTERED- New Hampshire's mental health 
system is responsive to needs, preferences and desires of 
clients, and includes them in service planning and evaluation. 

o SERVICES FOCUS ON CLIENT STRENGIHS, NORMALIZED SUPPORT'S, AND 
IN'I'E):;RATED CXJMMUNITY ENVIRONMENTS- Services provide supports 
which enable clients to function in living, learning, and working 
envirornnents of choice, attend to primary needs of housing and 
employment, and educate the community to accept and involve 
persons with mental illness in corrrrnunity life. 

o SERVICES PROMOl'E CLIENT INDEPEI'IDEN"CE AND SELF-DIRECI'ION- 'Ihe 
system encourages constnner decision making, promotes peer support, 
and assists development of consumer leadership. 

o SERVICES EN"COURAGE FAMILY STRENGTH AND UNITY- The system provides 
supports to families of persons with serious mental illness, 
including education, outreach, leadership development, and 
involvement in planning. 

These principles are based, in part, on the following statutes which 
promote the concept of individual rights and client-driven service 
plans. 

INDIVIDUAL SERVICE PlANS 

RSA 135-c:19 requires that each client in the mental health services 
system have an individual service plan, developed by the service 
provider with the participation of the client when possible. With the 
exception of authorized involuntary admissions for those cases where a 
client's mental condition poses a likelihood of danger to himself or 
others, all other admissions and placements of persons seeking state 
mental health services are to be voluntary. RSA 135-C states that 
mental illness, in and of itself, is insufficient grounds to 
involuntarily admit someone to the mental health system. 

CIVIL RIGHTS 

RSA 135-c:57 guarantees the client's right to be informed of and give 
consent to any treatment, to refuse all fonns of medication, treatment, 
and services except in emergency cases as defined by law, and to be 
free from seclusion or physical or pharmacological restraint unless the 
client gives informed consent or in cases of emergency treatment. The 
law further outlines the rights of those receiving mental health 
services, stating that those persons shall be treated with dignity and 
respect, shall not be subjected to abuse or neglect, and shall not be 
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deemed incompetent or deprived of any civil right solely because of 
their admission to the mental health services system. All persons 
receiving mental health services are required to be informed of their 
rights. 

'!he director of the division is authorized to nominate a guardian, in 
accordance with legal requirements, for clients in the mental health 
system when such clients are substantially deprived of their capacity 
to manage their own affairs and are at risk of substantial hann to 
person or estate because of mental illness. 

MENmL II..lNESS 

PERSONS IN NEED OF MENTAL HEALTH SERVICES 

Within the field of mental health, there are two basic groups of people 
generally identified as needing mental health services. One group 
comprises people with problems of living, personal growth, coping with 
crises, or change, as well as those with certain maladaptive :behaviors. 
'!he services needed by this group include treabnent, often in the fo:nn 
of counseling or psychotherapy, and preventive services, to help them 
avoid more serious problems like child or spouse ab..lse. '!he division 
currently does not provide funding for these services, although it does 
fund emergency, screening, and· other services which are used by this 
group. 

SERIOUSLY MENTAlLY ILL 

'!he second group of people needing mental health services are those 
with demonstrable or potential major psychiatric disorders. '!his group 
is variously referred to as seriously or chronically mentally ill. 
state law uses the te:nn "severely mentally disabled," defined as having 
a mental illness that is either so acute or so long-te:nn as to cause a 
substantial impairment of a person's ability to care for him/herself or 
to function nomally in society. 'The National Institute of Mental 
Health, a division of the U.s. Department of Health and Human Services, 
defines the chronically mentally ill population to include 

persons who suffer from emotional disorders that interfere with 
their functional capacities in relation to such primary aspects 
of daily life as self-care, interpersonal relationships, and work 
or schooling, and that may often necessitate prolonged mental 
health care. 

27 



The kinds of services needed by this group include early intervention 
to diminish potential illnesses, emergency services for active 
illnesses, and long-tem support services to maintain conununi ty living. 
This is the group for which the division currently funds services. The 
division targets this population through a certification process, with 
certification criteria based on psychiatric symptoms, history, 
diagnosis, ability to function in nonnal family, work, school, social, 
and conmrunity roles, and need for services. Persons may be certified 
as either severely mentally ill or in need of long-tem services 
(chronically mentally ill), and certification is reviewed every 6 to 12 
months by conmrunity mental health center staff. 

SERIOUS MENTAL IU.NESS 

serious mental illness has significant costs to society including lost 
productivity and increased use of social services. A division 
publication reported studies by a branch of the U.S. Depa.rtment of 
Health and Human Services estimating the total economic cost to 
American society of mental illness as $54.8 billion in 1980. The cost 
to New Hampshire was computed at $220 million in 1980.5 

Research during the past decade has provided more evidence that at 
least some serious mental illnesses are brain diseases, although the 
precise causes are not known. Both hereditary and environmental 
factors can play a role in the development of mental illness. 

The two most corrnnon forms of serious mental illness for adults are 
schizophrenia and the affective disorders of clinical depression and 
manic-depressive disease (or bipolar disorder). Affective disorders 
consist of recurrent periods of severe depression and elation or just 
depression. Schizophrenia may be the most devastating of the mental 
illnesses. Hallucinations and delusional or illogical thinking are 
common symptoms. 

The onset of these diseases usually occurs when people are in their 
late teens or twenties for schizophrenia and twenties and thirties for 
affective disorders. Although many individuals with mental illness can 
return to nonnal functioning within a short time as a result of 
appropriate medical and psychiatric management, the illnesses can 
become severe and cause major impairments in an individual's 
functioning for an extended period of time. Persons with serious 
mental illness often experience periods of health interspersed with 
acute episodes of illness. As these persons get older, they often 
learn to cope with their illness better, and treatment can help to 

5 New Hampshire Division of Mental Health and Developmental 
Services Newsletter, July 1982, p. 4. 
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lengthen the time between episcx:les and reduce the severity of the 
episodes. Serious mental illnesses are frequently c.onpared to 
diabetes; there is currently no cure or way to prevent them, but they 
can be treated. 

PREVALENCE OF MENTAL IUNFSS--POPUI.ATION FSI'IMATFS 

National estimates of adults who are chronically or seriously mentally 
ill range from 1. 7 to 2.4 million, including 70,000 children who suffer 
from mental illnesses such as autism and childhood schizophrenia. 6 'Ihe 
division estimates that roughly 7, ooo to 11, 000 adults in New Hampshire 
will develop serious, chronic mental illness sometime during their 
lives, l::>ased generally on schizophrenia prevalence rates. An estimate 
of 0. 8 percent of the population as severely disabled with mental 
illness, used in the 1988 report Care of the Seriously Mentally Ill and 
based on studies for the 1980 National Plan for the Chronically 
Mentally Ill, would place New Hampshire's seriously mentally ill 
population at about 8,900. 

CLIENT PROFILES 

According to our October 1989 survey of New Hampshire 1 s mental health 
centers, clients in state-contracted programs were more likely to be 
female (57%), 18 to 34 years old, and have a diagnosis of adjustment 
disorder, a maladaptive reaction to stress that may imply an underlying 
major mental disorder. According to division staff, clinicians often 
use an adjustment disorder diagnosis to avoid "labeling" clients with 
more serious diagnoses prematurely. Because some contracted programs, 
like emergency services and intake and placement, are open to all 
clients regardless of their certification status, diagnostic breakdowns 
of all clients in contracted programs show smaller percentages of 
clients with schizophrenia and affective disorders than breakdowns of 
certified clients only would probably show. 'Ihe table on the following 
page compares caseload data from New Hanlpshire' s mental health centers 
(as reported in survey responses) and data from a 1987 survey by the 
National Council of Community Mental Health Centers of 335 centers 
across the country. 

6 Manderscheid, Ronald W. and Barrett, Sally A., eds., Mental 
Health, United states, 1987, u.s. Department of Health and Human 
Services, 1987. 
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MEN.I2\L TiliN)'§S (CXJf.l'INUID) 

IIIII 11111111 II II I 111111 I II II I I II I II I I Ill II 11111111111111 I II IIIII 
+ NEW NATIOO'AL + 
+ HMPSHIRE7 CXXlNCIL + 
+ + 
+ Avetc:B]e CHIC caseload 2,015 2,808 + 
+ + 
+ Clients Served: + 
+ Adults 64% 69% + 
+ Children 23% 23% + 
+ Elderly 13% 8% + 
+ + 
+ Diagmses:8 + 
+ Adjusbnent disorder 32% DNR + 
+ Affective disorder 21% 20% + 
+ Schizophrenic disorder 10% 22% + 
+ Anxiety disorder 7% 13% + 
+ SUbstance arose disorder 7% 13% + 
+ Personality disorder 5% DNR + 
+ Psychosis not classified 3% 6% + 
+ All other disorders 15% 26% + 
+ Total 100% 100% + 
+ + 
+ Sources: LBA 1989 and National Council of Conununity + 
+ Mental Health Center 1987 survey results. + 
1111111 11111111111 111111111 Ill I 111111 I I I 1111111111111111 I I I I IIIII 

National figures suggest that a:bout 25 percent of those with serious or 
chronic mental illness reside in institutions such as state or local 
mental hospitals, nursing homes, and jails or prisons. OUr estimate 
of New Han'pshire 1s seriously or chronically mentally ill in 
institutions is about 420, based on the mnnber of clients who have been 
at New Ha.npshire Hospital 1 s acute psychiatric unit for more than one 
year, who are residing at Glencliff Horne for the Elderly and the 
hospital 1 s intennecliate care facility, or who are at the state prison 1 s 
secure psychiatric unit. Assuming a seriously mentally ill statewide 
population of roughly 8, 900, institutionalized clients are a:bout 4. 7 
percent of the total. OUr figures do not include individuals who are 
receiving services in private mental hospitals or in nursing homes in 
the state. 

7 New Hairpshire data reported for division-contracted programs 
only. 

8 New Hanpshire diagnoses based. on data from only eight of the 
ten mental health centers. "DNR" indicates the National Council survey 
did not report rates for the diagnosis. 
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Division staff estimate that roughly 60 percent of the. state's 
seriously mentally ill live with their families. Most of the rest live 
in group homes, in supported hous.irq, or on their o;.m. Division 
statistics indicate that 1,290 persons, or 23 percent of the severely 
and chronically ill served by mental health centers in fiscal year 
1989, were receiving state-supported housing services. (Refer to page 
seventy-eight for further infonna.tion related to hous:i.rq services.) 

PKJITIDERS OF MENrAL HEMllH SERVICES 

state-funded mental health services in New Hanq:>shire are provided 
primarily by two state institutions, New Hanq:>shire Hospital and 
Glencliff Home for the Elderly, and by ten conununity mental health 
centers under contract to the division. Services are also provided by 
the Secure Psychiatric Unit at the state prison (fonoo.rly k:n.aN.n as the 
forensic unit). Mental health services for children and adolescents 
are provided by both the conununity mental health centers and by other 
providers, like the Philbrook Center, administered by the Division of 
Orildren and Youth Services. 'Ihe flowchart on page eleven shows how 
these components relate to each other in the mental health system. 

C'.clmlmity Mental. Health Centers are private, non-profit organizations 
designated as "community mental health centers" by the Division of 
Mental Health and. Developmental Services according to state statutes 
and regulations. '!hey corrprise the core of the state's community-based 
service system. '!heir designation as mental health centers gives them 
certain advantages in providing mental health services including the 
ability to collect certain insurance reimbursements. All the centers 
rated their designation by the division as "very inp:>rtant" to their 
successful ope:r:ation. 'Ihe centers generally administer directly or 
indirectly all state-supported community mental health services in 
their region. '!here are ten regions (or catchment areas) established 
throughout the state. (See map on the follow:i.rq page.) Fach center 
may have several satellite offices located throughout its region. 

'Ihe services provided by mental health centers consist of services 
contracted by the division, as well as non-contracted services. Non­
contracted services receive no fun::ling from the Division of Mental 
Health and Developmental Services, although they may receive funds from 
other state agencies. '!hey are provided at the mental health centers' 
option and may include individual and group counseling for children, 
adults, and families to cope with a wide variety of problems, stress 
management, parenting skills and child arose prevention, and various 
other services. 
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Region One 
Northern N.H. Mental Health 
and Developmental s·ervices 

Region Two 
West Central Services, Inc. 

.Region Three 
Lakes Region 
Mental rfealth Center 

Region Four 
Central N.H. Community 
Mental Health Services, Inc. 

Region Five 
Monadnock Family & 
Mental Health Services 

Region Six . 
Community Council of Nashua 

Region Seven 
Greater Manchester 
Mental Health Center 

Region Eight 
Seacoast Regional 
Mental Heaith Center 

Region Nine 
Strafford Guidance 
Center, Inc. 

Region Ten 
Center for 
Life Management 



PROVIDERS OF MI!Nl1\L HEATIIH SERVICES (CXNI'INUED) 

Mental health centers reported serving about 20,150 clients in their 
contracted programs during fiscal year 1989. Division-compiled data 
indicate centers served alx>ut 21, 3 60, or an average of 2, 136 clients 
per center. Nine out of ten centers reported clients served in non­
contracted programs totaling 10,924, or an average of about 1,214 per 
center, in the same year. 

In their contracted programs, the centers serve clients who are 
certified as chronically or severely mentally ill, those who were 
formerly certified as severely mentally disabled, and many more who are 
not certified, but who require contracted services. In fiscal year 
1989, certified clients comprised 26 percent of all clients served in 
contracted programs, and received 87 percent of all services provided. 
During the past four years certified clients served in division­
contracted programs increased about 48 percent while non-certified 
clients served increased only about 8 percent. 

The graph at the top of the following page shows the percentage of 
clients receiving different types of contracted services. Because 
many clients receive multiple services from the mental health centers, 
the percentages of clients receiving each type of service does not add 
to 100 percent. 

The division measures services provided in units; generally one unit of 
service is equal to 15 minutes, although vocational services are 
measured in hourly units and all housing services are measured in one­
day units. Of the approximately 2. 7 million units of prinlary services 
the centers provided in fiscal year 1989, about 51 percent were partial 
hospitalization service units. The graph on the following page shows 
the percentage of other service units provided. OVerall, centers 
provided about 128 units of all types of service per client served in 
fiscal year 1989, but units per client varied greatly among service 
categories: from an average of 794 units per client in partial 
hospitalization services to only six units per client in intake and 
placement. 

Comparisons of the graphs at the top and bottom of the next page show 
several types of services that are provided at levels very different 
from the levels of clients served. SUch differences are due to the 
severity of illness among the clients being served and the nature of 
the services themselves. For example, partial hospitalization is an 
intensive service only open to those more seriously ill clients who 
meet certification criteria. While relatively few clients received 
partial hospitalization services, they tend to be the more seriously 
ill clients, who require the most services. Conversely, while large 
numbers of clients required emergency and other out-patient services, 
such as intake and placement, these are less intensive services, 
requiring fewer units of service per client, and serving many less 
seriously ill clients. 

33 



Emrgey Children Eldorty Co•e Ugt. \loc. Port Hosp. other lnpotlent Hooslng 

FY 1989 CMHC EXPENDITURES BY CONTRACTED PROGRAMS 
(• = Outpatlent Service&) 

• (7.7%) 

• (11.&%) 

Eldorty ' (3.1%) 

Coso l.lonogemerrt • (10.6%} 

lnpotlent (5.8%} 

Portio! HospltoltzatJ<>n • (14.2%) 

FY 1989 CMHC UNITS OF SERVICE BY CONTRACTED PROGRAMS 
(• = Outpatlent Service&) 

Other Clutpotlerrt 

• (10.1%) 

Vocatlonol • (10.4%) 

PorUol Hoep~oll2:atloo • (51.4%) 

Source: LBA.. calculations based on DMHDS program data. 
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Total costs and division funding for the different services also vary 
widely. The middle graph on the previous page shows the percent of 
mental health center expenditures for contracted services. Total 
expenditures vary among different services according to actual costs of 
a service as well as the amount of service units provided. The 
division funds about 62 percent of overall service costs, but that also 
varies by type of service, according to funding available fran federal, 
Medicaid,· private insurance, or other sources that reduce the 
division's share of costs. For example, the division ftmded about 93 
percent of housing service costs but only about 25 percent of 
children's services in 1989. The most expensive services, which 
include inpatient care, housing, and emergency services, receive 
significantly higher levels of division funding than other services. 

Conununity mental health services are also provided through general 
hospitals and hospitals approved as "designated receiving facilities" 
in conjunction with the mental health centers. The hospitals' services 
and their relationship to the mental health centers are discussed in 
separate sections below. 

General OJnmmity Hospitals across the state have agreements with the 
mental health centers to help provide emergency care, brief inpatient 
and partial (day) hospitalization, and maintenance services. There are 
currently twenty hospitals working with the centers in their reg-ions. 
Although reg-ions have organized their emergency and inpatient services 
in different ways, generally hospital staff provide basic round-the­
clock emergency and nursing care while mental health center staff 
conduct screening and evaluations, and provide varying amounts of 
treatment and therapy. Inpatient care is supposed to be brief, with a 
goal of clients' quick return to the conununity. 

The hospitals bill clients who are admitted as they would any other 
hospital patient and do not receive any reimbursement from the mental 
health centers. The division's funding for contracted emergency, 
partial and brief hospitalization services primarily covers the 
centers' cost for staff to provide evaluation, treatment, and therapy 
services for clients admitted to the hospital. 
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PRJYll)fl§ OF MENrAL HEATIIH. smyiCES (c::mr:INUED) 

Designated Receivioj Facilities (DRFs) are special units designated by 
the division to provide secure psychiatric treatment and to serve as 
regional alternatives to New Hampshire Hospital. The DRFs generally 
serve only those clients in the DRF' s region. Regions without a DRF 
use New Hampshire Hospital for clients needing involuntary admission. 
There are three DRFs in operation; all are units in general hospitals, 
located in Berlin, Portsmouth, and Manchester. The DRFs have 
contracts, ?lPProved by the division, with the mental health centers in 
their regions. 

While close to 90 percent of all DRF admissions in fiscal year 1989 
were voluntary, the DRFs have the ability to accept involuntary 
admissions. They differ from other hospital units that serve clients 
with psychiatric diagnoses in that they are staffed and equipped to 
provide more intensive inpatient services and can handle more 
disruptive clients. (For more detailed discussion of DRFs, refer to 
page sixty-six. ) 

NE!w JJanpshire lb;pita1 - Acute Psychiatric Unit provides inpatient, 
intensive, secure psychiatric services to persons 18 years old or 
older. In October 1989, this unit moved to a new facility on hospital 
grounds in Concord. Although the new unit has only a 144-bed. capacity, 
it provides services to significantly more clients because of their 
generally short length of stay (from three days to a mnnber of weeks). 

Although the law allows any board-certified psychiatrist to admit 
persons to New Hampshire Hospital, most acute psychiatric unit 
admissions are screened first by community mental health center staff 
and referred directly by staff from general hospital emergency units, 
the centers, or later, by a designated receiving facility. Most 
admissions to the hospital are involuntary emergency admissions; for 
fiscal years 1985 through 1989, involuntary admissions have corrprised 
an average of about 85 percent of total admissions. About 65 percent 
of those involuntarily admitted are found by the courts to be dangerous 
to themselves or others. Other admissions are voluntary, although 
clients generally still meet the "dangerousness" criteria, and it is 
not \.ll1COOIIDil for persons admitted involuntarily to later switch to a 
volillltary admission status. 

In addition to current admissions, the acute psychiatric unit serves 
persons needing continuing care in a secure envirornnent and 'Who have 
generally .been at the hospital for several years. The new facility 
also provides services to a small group of clients with a pr.llnary 
diagnosis of mental retardation 'Who are also mentally ill. 
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PRJVIDER.S OF MENI2\L IJFAI1IH SERVICES (<XJill'INOED) 

Psychiatric staff, including the hospital's medical director, are 
primarily faculty at Dartmouth College Medical School, rather than 
state employees. A five-year, $10.6 million contract between the 
hospital and Darbnouth, entered into in 1988, provides for hiring a 
total of 14 psychiatrists. As of October 1989, seven had been hired, 
including the medical director. The contract requires all 
psychiatrists at the hospital to be Da.rbnouth employees by 1991. 

The acute psychiatric unit is primarily state-funded, rut can receive 
federal reimbursement through Medicare based on federal detennination 
of clients' needs for hospital services. Funding sources also include 
client fees (adjusted on ability to pay) and private insurance. (See 
more detailed discussion of New Hampshire Hospital funding on pages 
fifty and fifty-one.) 

New R:mp:;hire Hospital - Intermediate care Facility provides long­
term, nursing home care for the elderly mentally ill. CUrrently, this 
unit is housed in two separate buildings on the New Hampshire Hospital 
grounds, Dolloff and Thayer. However, as a budget reduction measure, 
the division is closing Dolloff and transferring clients to the Thayer 
as vacancies open. Thus, in effect, new admissions to the intermediate 
care facility have been closed. The two buildings together had an 
average client population of 242 in fiscal year 1986. The population 
is being reduced primarily through attrition to the 130 beds certified 
at Thayer Building. As of November 1989, there were 128 clients at 
Thayer and 20 remaining at Dolloff. 

About 90 percent of the clients receiving services at the inte.nnediate 
care facility were referred from the hospital's acute psychiatric unit. 
The others were referred directly from the canm.mity mental health 
centers or from Glencliff. All admissions to this unit are voluntary. 
About half of the clients are very long-term New Hampshire Hospital 
clients who have been institutionalized for decades. others are 
shorter-term hospital clients, or those who have been receiving 
services from conununity mental health centers or nursing homes but can 
no longer be served adequately by those facilities. Most clients 
admitted to the intermediate care unit stay for a long time, usually 
until their death; the discharge rate is minimal. 

Officially certified as an Intennediate Care Facility/Institute for 
Mental Diseases (ICF /IMD) by the Health Care Financing Administration, 
it is the only facility with this classification in the state. This 
makes it eligible for Medicaid reimbursement for those clients that are 
over 65 years old, that meet the financial need criteria, and who have 
a psychiatric diagnosis with a need for medical monitoring. 
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New Dmpshire Hospital - Transitional lblsirg is a relatively new 
component of hospital services, serving its first clients in May 1988, 
and is funded in part by the federal Department of Housing and Urban 
Development. Transitional housing provides clients a place to learn 
ccmnunity living skills in a residential setting witl:lout leaving the 
security of the hospital campus. Five houses along the outer edges of 
the campus are being used: three of them have room for 11 clients each; 
the other two serve three to four clients each. 

Transitional housing serves long-term New Hampshire Hospital residents 
with chronic mental illness and those who are developmentally disabled 
and have chronic mental illness. While clients in transitional housing 
are currently CO\.U1ted as clients of the acute psychiatric unit, the 
hospital plans to separate transitional housing services and let it 
stand as a semi-independent unit. When this separation occurs, clients 
will be officially discharged from the acute unit to transitional 
housing, lowering the census figures for the acute unit. 

New llaq;E!hire Bospital-D:lrtDDith Office of AJ;plied Clinical Research 
was jointly created in 1988 as part of the hospital 1 s contract with 
Darbnouth. The purpose of the office is to increase applied research 
funding and activities within the state's mental health service system 
and inrplement an applied research program in order to erJhance clinical 
services for the chronically mentally ill and improve treatment models 
used in the system. The office is to be staffed by two full-time 
equivalent staff, and funding over the five-year contract period is 
about 5 percent of the total contract funds. 

Gl.e.rx::l.i.ff BaDe far the Elderly also provides long-tenn, nursing home 
care for the elderly mentally ill, but clients generally do not need 
as intensive care as those at the hospital's Intermediate care 
Facility. Glencliff used to accept only long-tenn residents from New 
Hampshire Hospital, but since 1984, has received admissions through 
both the hospital and the ten community mental health centers. It also 
has some developmentally disabled residents who were admitted from 
laconia Developmental Services. Glencliff has recently opened a 
separate 3-bed group home for fo:nner New Hampshire Hospital residents 
with primary diagnoses of developmentally disabled. 

Most clients at Glencliff stay a long time, and there are few 
discharges. All admissions are voluntary, and admission criteria 
specify that individuals are to be 60 years old or older, do not 
require physician or psychiatric care on a daily basis, and are not 
likely to inprove to a point that long-term care will not be needed or 
that placement in the ccmnunity will be possible. Glencliff is 
certified as a general Intennediate care Facility, and is eligible to 
receive both Medicaid and Medicare reimbursements for client care 
costs. 
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'!he Secure Psydrlatrlc Unit was established at the state prison in 
Concord in 1985 to replace the old forensic unit at New Hanpshire 
Hospital and is the most restrictive alternative in the state's mental 
health system. '!he unit has a capacity for 60 residents arrl held 48 
residents as of January 1990. 

'!he unit conducts inpatient and outpatient evaluations for district, 
municipal and superior courts to determine individuals' competency to 
stand trial or to determine sanity. It also conducts the only 
inpatient sex offender program in the state. Admissions to the unit 
include (1) persons who, convicted of crimes, are serving sentences in 
other units of the state prison or in any correctional facility in the 
state and need psychiatric care, (2) persons involved in serious crimes 
who are declared not guilty by reason of insanity, (3) persons civilly 
committed to the mental health system but who are detennined to be 
dangerous to a point requiring additional security, and (4) persons 
admitted to the mental health system on an involuntary emergency basis 
whose dangerousness requires additional security. '!hose admitted under 
a not guilty by reason of insanity determination are conunitted. to the 
unit for a minimum five-year period. others' length of stay at the 
unit depends on their psychiatric needs or their level of 
dangerousness, but it is bounded by the term of their sentence or civil 
conunitment. 

P.ruviders of <hild. ani Adolescent Services include not only the 
Division of Mental Health and Developmental Services (L'MIDS) rut also 
the Division of Children and Youth Services (DCYS) and its district 
offices, the Department of Education through its special education 
bureau, and local school systems. DMHDS provides outpatient services 
through its contracts with community mental health centers to children 
and youth under age 18. 

DCYS, with a legislative mandate to provide comprehensive services to 
children who have come through the court system due to al:use, neglect, 
or conunission of an offense, provides inpatient and outpatient services 
directly or through private sector providers. As of February 1990, 
DCYS was administering Philbrook Center, New ~ire's only public 
facility providing secure, inpatient, psychiatric services to children. 
Philbrook is also a designated receiving facility, allowing it to 
accept involuntary admissions. 

'!he Department of Education is mandated to ensure a free education to 
all "educationally handicapped" children, including those with mental 
or emotional handicaps, from ages 3 to 21. It works with local school 
systems to provide special education services to children, either in 
the local school or through special placements. 
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ANAIHSIS OF @l'S AND FUNJ)IR2 'fRENOO 

OF NEW lmMPf1liRE ImPlTAL 1\NO <nH1NI'1Y MEND\L HEAillH SERVICES 

HIS'IDRY 

'!he plan for restt.ucturing the mental health system, Planning for 
Progress, stated that the goals of the planned changes were intended to 
provide for ''more cost-effective and decentralized services" for the 
mentally ill. Using the five-level service typology described on page 
20, the plan stressed the need for additional and expanded services at 
levels two, three, and four - housing services of all kinds in the 
conmunity, regional hospital services, and designated receiving 
facilities outside of Concord. '!he build-up of these services was to 
reduce the reliance on level five services- acute psychiatric care at 
New Halrpshi.re Hospital- when it was not required. 

'Ihe plan outlined several reasons for replacing some portion of 
hospital services with other service options: 

(1) placing people in services that are more restrictive than 
necessary is contrary to clients' rights and state policy, 

(2) centralized services provided away from family and community 
supports could hinder clients recovery and return to productive 
lives, and 

(3) level five services (acute care) are more costly in the long 
run than the lower level services. 

Restt.ucturing included replacing the existing hospital facilities, 
which were "antiquated, no longer safe or efficient to maintain" with a 
new, smaller facility that would restrict services to only the most 
corrplicated, serious cases and those in need of a secure envirorunent. 

'Ihe plan indicated that once restructuring was completed and the 
planned facilities and services were fully established or expanded, the 
new system would yield "substantial savings" over the costs of the 
existing system. 

'Ihe system today largely reflects the restructuring plans laid out in 
1985. Housing services have expanded, with a 68 percent increase in 
beds from 1985 to 1989; the number of regions having service agreements 
with general connmmity hospitals has grown from eight to ten; 
designated receiving facilities have been established in three 
locations; and New Harrpshire Hospital clients and staff moved to a new 
144-bed acute psychiatric unit in the fall of 1989. More clients with 
serious or chronic mental illnesses receive services in their community 
- avoiding unnecessary trips to New Hampshire Hospital -- and 
generally receive services in less restrictive envirornnents than they 
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ANALYSIS OF CDSI'S AND FUIDING ~ (a:lfl.'INUED) 

might without the option of community-based services. The trend of 
increasing mental health service provision in cormnuni ties is shCMn in 
the graph below, 'Which illustrates the changes in number of certified 
clients served by community mental health centers since 1985. 

CERTIFIED CLIENTS SERVED BY MENTAL HEALTH CENTERS 
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Some critics of the state's mental health system say that it may not 
provide care that is restrictive enough in some cases. It thus ap!_)ea.rs 
that the goal of a decentralized service system, providing a range of 
service enviromnents less restrictive than the state hospital, has 
basically been met. 

The following analysis on pages 42 to 56 examines the changes in mental 
health expenditures and sources of funding, and changing trends in the 
allocation of resources resulting from the state's policy to provide 
mental health services in a decentralized environment. 
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ANALYSIS OF rnsrs AND FUNDJK; TRENDS (rrNI'INUED) 

cc:MPARISON OF ACI'UAL OOSTS 'ID FSI'JMATED OOSTS OF RESTRUCI'URING 

Determining whether the shift in service emphasis as a whole has 
yielded. the substantial savings pred.icted is difficult since the costs 
of a "non-restructured." service system can only be estimated.. A 
division summary based on the Wheelock and Nardi reports that compares 
state cost estimates for the mental health system with and without 
restructuring, shows that by fiscal year 1987, a bigger shift from 
institutional care to cormnunity care was estimated. than actually 
occurred.. (See table below. ) Community costs may not have been as 
high as predicted with restructuring due to fewer designated. receiving 
facility bed.s having been developed.. The actual costs to the state for 
conmn.mity and hospital care were lower than what was anticipated. from 
restructuring in 1987, mainly because conmn.mity care costs had not 
risen to the expected levels. However, in 1987, hospital costs began 
rising again. With cormnunity· care costs also continuing to increase, 
:the system costs today are significantly higher than they were in 1987. 
Without knowing what the costs of the system would be today without 
restructuring, it is not clear what net savings restructuring has 
achieved., if any. 

FY 1987 
Estimates of net state 

costs - no restructuring 

Community Services $17.7 
(including DRFs) 

N.HH $24.1 

Total $41.8 
(Does not include 
Glencliff or Secure 
Psychiatric Unit) 

CDST a:MPARIS:NS 
(in millions) 

FY 1987 
Actual NEr 
state costs 

$19.2 

$16.7* 

$35.9 

FY 1987 
Estimates with 

restructuring-net 

$22.2 

$14.6 

$36.8 

*Total N.HH operating expenditures net of fed.eral revenue, client 
fees and 3rd party reimbursements. 

Determining whether the goal of a more cost-effective system has been 
met is also difficult. System costs have increased. since 1985, yet 
that does not necessarily indicate that the system is less cost­
effective today than it was in 1985 or than it would be today without 
restructuring. If the services provided. are more appropriate, effect 
bigger and more lasting changes in clients' abilities to lead 
independent and productive lives, and maintain clients' dignity and 
self-worth to a proportionately greater degree for the dollars spent 
than less costly services, then they are more cost effective. Although 
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the people we interviewed throughout the mental health system generally 
thought that the services provided today were more appropriate and 
effective than those provided five years ago, the division does not 
have a comprehensive way to measure this yet. (See page 73 on outcome 
measures.) 

DIVISION EXPENDITURES 

In fiscal year 1989 the Division of Mental Health and Developmental 
Services expended $145.4 million in operating funds and an additional 
$10.2 million in capital funds. Almost all of the division's capital 
expenditures (83%) were for the new acute psychiatric facility at New 
Harrpshire Hospital. Of the operating expenditures, 51 percent were for 
mental health services - Glencliff, New Hampshire Hospital, and 
community mental health service contracts and administration- as well 
as emergency shelter services for the homeless, which are administered 
under mental health programs. (See graph below. ) Another 4 7 r.x=rcent 
of operating expenditures were for laconia Developmental Services 
(formerly the laconia state School) and community developmental service 
contracts and administration. 'Two percent of expenditures were for 
central office activities supporting both mental health and 
developmental services. 

DIVISION OF MENTAL HEALTH AND DEVELOPMENTAL SERVICES 
Fiscal Year 1989 Expenditures 

(27.1%) 

Community D. S. (37.2%) 

Glencliff (2.5%) 

Laconia Developmental Services (9.6%) 

Central Office (2.3%) 
New Hampshire HospitoJ (2 1.3%) 

Source: 1989 Statement of Appropriation. 
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ANALYSIS OF aRrS AND Ft:HJJH; 'lREN.OO (<X.NI'INUED} 

IDVEMENT 'ITmARD CX>MMUNITY SERVICES 

'Ihe decision to move toward community-based services has resulted in a 
large shift in the allocation of financial resources between 
institutional providers and. community providers. The allocation of 
state mental health appropriations in 1980 compared to the allocation 
of mental health appropriations in 1990 is shown below. The budget has 
increased by 180 percent between fiscal year 1980 and. 1990 and. the 
percentage of resources allocated to community mental health centers 
grew from 17 percent of the budget to 45 percent of the budget. 

1980 MENf AI. HEALTH APPROPRIATIONS 

Glencllff (5.3%} C<>ntrol Office Adminlstrtrtion (1.5%) 

1990 MENT AI. HEALTH APPROPRIATIONS 

C<>ntrol Office Admlnlstrotlon (2.2%) 

Mootol Health ctrs. (45.3l() 

New Hampshire H<>sp. ( 43.4%) 

Sources: 1980 and. 1990 State Operating Budgets. 
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MENTAL HEAL'IH EXPENDITURES 

Because implementation of deinstitutionalization policy primarily 
affected state hospitals and connrn.mity mental health centers, we 
analyzed funding and expenditure data in further detail for these 
components of the mental health system. Although cc:mparative 
statistics on the hospital and mental health centers are presented in 
this section, it is important to recognize that these two types of 
service providers offer different kinds of services and generally treat 
clients with differing types and degrees of illness who may be in 
various stages of their illness. Cost and funding data for the two 
types of providers are presented together to illustrate past and 
continuing shifts in service errphasis. When making comparisons between 
these two groups, it is important to understand that the care provided 
by both has changed in ways that tend to increase costs per client. 
New HaJ:rpshire Hospital has gone from custodial care for many clients to 
active treatment for all clients; mental health centers have gone from 
fledgling organizations with errphasis on counseling and prevention 
services to fully-developed organizations providing services to the 
seriously and chronically mentally ill. 

NEW HAMPSHIRE HOSPITAL EXPENDITURES 

During the past 15 years, New Hampshire Hospital operating expenditures 
have increased 156 percent, from $12 to $31 million. (Some hospital 
expenditures are attributable to other state activities unrelated to 
mental health services.) After adjusting for inflation, expenditures 
have decreased a net one percent, illustrated belOIN. Expenditures 
generally decreased from 1978 to 1987, but have been rising since 1987 
as hospital admissions have been increasing. ·· 
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based on Consmner Price Index. 
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ANALYSIS OF <DSrS AND FOND:rt«; 'lRENOO (<XNr.INUED) 

HOSPITAL COSI'S PER CLIOO 

'!he average expenditure per client bed (based on the daily client 
census) in fiscal year 1989 was $257 a day, or $93,944 a year. Hospital 
costs per client bed have increased almost 900 percent since 197 4, when 
the average yearly expenditure per bed was $9,408. 'Ihis increase is 
due to sharp declines in the average client census and increasing 
costs, resulting in fewer clients sharing fixed physical plant costs as 
well as the increased costs involved in shifting from custcx::lial care to 
active treatment. When adjusted for inflation, the average cost per 
client bed increased 284 percent, from $9,408 to $36,160 during the 
same pericx::l, illustrated below. 

Because the number of hospital admissions has a greater effect on costs 
than the number of beds filled at any given time -- especially since 
hospital stays have become shorter -- we also analyzed costs per 
admission. Average cost per admission in constant dollars shows a net 
increase of only 28 percent for the past ,15 years, from $10,167 to 
$13, 013 per admission. Several years shoWed declining average costs 
per admission. From 1987 to 1989, the adjusted cost per admission 
declined a little more than 10 percent, at the same time the number of 
admissions increased 29 percent. 

NHH A VERAOE COST PER CLIENT BED AND PER ADMl:S:SION 

$100,000 
(Dollars Adjusted tor lntlat"ron - 1974) 
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Source: LBA calculations based on statement of Appropriation and I»lliiS 
data. Constant dollars based on Consumer Price Index. 
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CDMMUNITY MENTAL HEALTH PRCGRAM EXPENDITURES 

From 1983 to the present, center expenditures for contracted programs 
have increased 175 percent, from about $15 to $41 million. When 
adjusted for inflation, it increased by 122 percent, illustrated in the 
graph below. The ratio of mental health center dollars spent to 
hospital dollars spent has steadily increased from 63: 100 in fiscal 
year 1983 to 132:100 in 1989. Mental health center expenditures for 
division-contracted programs have exceeded hospital expenditures since 
1987. (See graph on page 3.) 

During the pericx:l of mental health restructuring, from 1985 to 1989, 
mental health center expenditures increased 63 percent (based on 
constant dollars) compared to a one percent decrease in hospital 
expenditures. The total number of clients served in mental health 
centers' contracted programs increased 16 percent during this pericx:l. 
At the same time, the average client census at the hospital declined 37 
percent, and total admissions declined by a net 4 percent. 

CMHC CONTRACTED PROGRAM EXPENDITURES 
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ANAUlSIS OF CXEl'S AND F(H)JR; 'l:RENIE (a:Nl'INUED) 

While cormnunity mental health centers were operating in New Halr~I?shlre 
during the late 1960s and throughout the 1970s, Corrlplete and comparable 
financial data on the centers is not available prior to about 1983 or 
1984. In our financial analysis, we focused primarily on the division­
contracted programs offered by the centers. Contracted programs are 
the only ones that receive funding from the Division of Mental Health 
and Developmental Services, and they generally serve the more seriously 
ill clients. About 78 percent of the centers' fiscal year 1989 
expenditures were for contracted programs. 

MENTAL HFAIJIH CENTER CDST PER CLIENT 

Conununity mental health center expenditures for clients served in 
division-contracted programs averaged $1,920 per client in fiscal year 
1989. Total cost per client increased 61 percent from 1985 to 1989, 
illustrated belOW'. When analyzed in constant dollars, cost per client 
increased only 40 percent. The average state cost per client served 
grew from $554 in 1985 to $1,245 in 1989, increasing 125 percent. At 
least part of that increase was due to larger increases in certified 
clients than in total clients served. Because certified clients are 
those who are more seriously or chronically ill than others eligible 
for division-contracted programs, they also tend to be more costly for 
the mental health centers to serve, requiring more services and more 
intensive services. 

AVERAGE COSTS PER CMHC CLIENT 
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Source: IBA calculations based on community mental health center 
financial audits and IMIDS program data, 1985-89. 
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CDMPARISON OF QVIHC EXPENDITURES WITH NHH EXPENDITURES 

To draw a closer comparison between costs per mental health center 
clients served and New Hampshire Hospital admissions served, we 
computed cost per certified client by allocating total mental health 
center contracted program costs by the overall percentage of units of 
service provided to certified clients. Although only a rough 
approximation, the graph below shows the significantly higher cost per 
client for certified clients. A more refined analysis of certified 
client costs by type of service would probably show a larger disparity 
since the more intensive services required by more certified clients 
also terrl to be the more expensive. In fiscal year 1989, the average 
cost per certified client was 236 percent higher than the average for 
all clients served in contracted programs. However, the average 
hospital cost per admission in 1989 was still 425 percent higher than 
the cost per certified client served by the mental health centers. 
These vast differences in costs are due primarily to the relative 
differences in staffing levels between an accredited hospital and the 
community mental health centers. 

AVERAGE COSTS PER CLIENT 1985-1989 

Campari::lon of Mental Health Centers to N.ew Hampshire Hospital 
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Source: LBA calculations based on statement of Appropriation, 
community mental health center financial audits, and CMHDS 
program data, 1985-89. 
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ANALYSIS OF a:si'S AND FUND:n«; 'lliDIDS {<nn'INUED) 

HOSPITAL FUNDING 

In fiscal year 1989, about 17 percent of New Hampshire Hospital 
experrlitures were reimbursed through federal revenues and another 7. 5 
percent came from non-federal revenues such as client fees, private 
insurance, and other sources. About 76 percent of hospital 
experrlitures were not covered by. federal or other revenues and can be 
considered state-funded costs. National data from the U.S. Department 
of Health and Human Services show public mental hospitals received 
about 78 percent of their revenue from state sources in 1983, 14 
percent from federal sources, 2 percent from local government sources, 
and about 4 percent from client fees. Hospital data from fiscal year 
1983 show a higher percentage of federally-re.ilnbursed costs (22%) and a 
corresporrlingly lower percentage of state-funded costs (55%) • 

state funding for the hospital has fluctuated over the past 15 years 
rut has shown a net increase of 146 percent between 197 4 and 1989. 
From fiscal years 1986 to 1989, state-funded costs increased steadily, 
about 49 percent. When adjusted for inflation, state cost figures show 
an overall decrease from 1975 to 1983 and then more fluctuation. In 
1986, state funding of the hospital was about 30 percent below 1974 
levels in constant dollars, reflecting a 38 percent net decline in 
admissions and a comparable drop in staffing levels during roughly the 
same period. However, as hospital experrlitures began climbing again in 
1987, so too did the level of state funding. '!he division and hospital 
staff give several reasons for recent increases in costs, including 
rising admission rates, implementation of the Dartmouth contract for 
psychiatric services in 1988, parallel costs of completing the new 
acute care facility while still operating the old facilities, and 
increased staff and New Hampshire Hospital grounds maintenance costs. 

NHH STAT£ FUNDING AND EXPENDITURES 
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Federal revenues, primarily Medicaid and Merlicare, increased 
significantly in fiscal year 1977 and have fluctuated. since then. 
Division and hospital staff suggest that periodic settlements with 
Merlicare may account for some of the fluctuation. Some decline in 
federal revenues is expected due to the declining number of Medicaid­
certified beds under the intermed.iate care facility (ICF) programs. 
The ICF for elderly mentally ill has basically closed admissions and 
will consolidate all clients in one Wilding as client populations 
decline. Also, the hospital no longer has an ICF unit certified for 
clients with both developmental disability and mental illness. 

Non-federal revenues (primarily client fees arrl third party 
reimbursements) have also fluctuated over the years and shaw a net 
decline of about 36 percent since 1985. (See graph below.) Hospital 
staff attribute at least some of this decline to the shift in treatment 
environment from the hospital to the mental health centers for many 
clients. Because clients at the hospital are usually those who are 
most seriously ill and least able to cope in the community, they also 
tend to be less likely to have insurance or to afford to pay for the 
services they receive. They are less likely to have jobs than clients 
served in the co:rmmmity and more likely to have used up their mental 
health benefits from any insurance they did have by the time they 
require hospital care. 

NEW HAMPSHIRE HOSPITAL REVENUES 
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MENTAL HEALTH CENTER FUNDING 

In fiscal year 1989, the private, non-profit, community mental health 
centers (including two housing providers contracted by the division 
directly) had total revenues of $52.6 million. They received 52 
percent of their revenues from state sources, 16 percent from federal 
funds, only 1 percent from local government, and 22 percent from client 
fees and insurance. In corrparison, data from a 1987 survey of 
connnunity mental health centers by the National Council of Corrrrnunity 
Mental Health Centers indicated that on average, responding centers 
received 48 percent of their funding from state sources, 15 percent 
from federal funds, 13 percent from local government, and 17 percent 
from client fees and insurance. New Hampshire's centers differ most 
from those National Council member centers surveyed in the 
significantly lower revenues from local government sources, which are 
made up by higher revenues from all other categories. 

Of the centers' total revenues, arout $41.9 million (80%) were for 
division-contracted programs. There are significant differences in 
funding sources between contracted and non-contracted programs. 
Whereas 64 percent of the centers' non-contracted program revenues come 
from client fees and insurance payments, only 11 percent of contracted 
program revenues come from these sources. Most contracted program 
revenues come from state government. (See graphs on follov;ing page.) 

state funding of mental health centers is primarily through the 
Division of Mental Health and Developmental Services' annual contracts 
and through the state portion of Medicaid reimbursements. Figures on 
state funding of the centers are incomplete prior to arout 1984, but 
the figures available for 1979 to 1984 suggest relatively small 
increases each year. The state increased its funding significantly in 
fiscal year 1985 as it continued to shift from providing general grants 
for services to contracting for specific services defined by program 
standards, with increased emphasis on services for the seriously and 
chronically mentally ill. (See graph at top of page 54.) 

Federal categorical grants for the mental health centers were replaced 
by federal block grants to the states in 1981. Because the division 
allocates its mental health block grant dollars to the centers as part 
of its annual contract process, the large state funding increases in 
1985 and 1986 may be at least partially due to some federal block grant 
dollars being counted as state contract dollars by the centers. 
Centers are now req:uired to separate these funds in their financial 
reporting. In 1983, the state implemented the Home and Corrrrnunity­
Based Service Waiver, which greatly expanded the services that were 
rei.Inlxlrsable under Medicaid, affecting both state and federal revenues. 
state funding increases for the centers have slowed significantly since 
fiscal year 1987 and are primarily attributable to the state's portion 
of Medicaid reimbursements, which have increased much faster than 
division grants. 
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CMHCS' CONTRACTED PROGRAM REVENUES 
F"l.'!lcal Year 1989 

Private lnsuronce (8. 1 %) 

Other Fees (0. 7%) 

Stole 

CMHCS' NON-CONTRACTED PROGRAM REVENUES 
Fiscal Year 1989 

Local/County Govt. (5.3%) 

Private lnsuronce ( 47.3%) 

Source: IBA calculations based on community mental health center 
financial audits, 1989. (state revenues include the state 
portion of Medicaid funds. ) 
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of Appropriation, and Detail Unrestricted Revenues, FY 
1984-89. 

As with total experxlitures, state funding of mental health centers has 
exceeded that of New Hampshire Hospital since 1987. (See graph al:ove.) 
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Federal revenues received by mental health centers include federal 
mental health block grant monies allocated by the division, Medicare, 
and the federal share of Medicaid. Mental health center financial 
data show large increases in federal revenue between 1984 and 1987. 
(See graph on previous page. ) These are due partially, if not 
largely, to more corrq;>lete and consistent financial reporting by the 
centers that allow better identification of federal dollars .in 
contracted programs rather than to true increases in federal :furrling. 
However, from 1987 fonvard, detailed data is available, showing that 
most of the federal increases were from the 33 percent increase in 
Medicaid reimbursements between 1987 and 1989. Federal revenues for 
the mental health centers have exceed.ed New Han'q;:lshire Hospital's 
federal revenue since 1988. (See graph below.) 

other revenues for the centers 1 contracted programs come from client 
fees, insurance, interest, rental, and other revenues, and a minimal 
amount from local and county govermnents and private donations. 'lbey 
have increased sporadically over the past three years. In fiscal year 
1989, the centers had a combined total ·of $7.1 million in non-federal, 
non-state revenues (17% of revenues for contracted programs) corrpared 
to New Hampshire Hospital's $2.3 million (8% of expenditures) • 

Sources: 

NHH AND CMHC FEDERAL REVENUES 

1985 1985 

Fisc oJ Yeors 

r::J Community Mental Healtn Centers 
+ New Hampshire Hospital 

1987 1988 1989 

Community mental health center financial audits, statement 
of Appropriation, and Detail Unrestricted Revenue, 1984-
1989. 
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ANAULSIS OF CXRrS AND FUNDING 'IRE2C> (a:tJI'INUED) 

FUNDING AND QUALITY OF SERVICES 

A report published in 1988 by the National Alliance for the Mentally 
Ill and the Public Citizen Health Research Group entitled Care of the 
Seriously Mentally Ill found that, :beyond a necessary minimum spending 
level, there was no correlation :between states' per capita mental 
health expenditures and good mental health services, as rated in the 
report. In fact, the report found that the single most inlportant 
factor in detennining states' mental health expenditures was the m.nnber 
of clients in state mental hospitals. 'Ihe report also found that again, 
:beyond a necessary :minilnum level of psychiatrists, there was no 
correlation between the mnnber of doctors providing services and the 
state's rating in provision of mental health services. 

It stated that spending more money and training more psychologists and 
psychiatrists would not necessarily improve services for the seriously 
mentally• ill. '!he report cited other factors as more important in 
inproving services, such as a high priority for the seriously mentally 
ill, organization of services for client convenience, adequate 
monitoring of service providers, accountability for services at a 
single level with a sinplified funding structure, improved quantity and 
quality of mental health professionals, and cormnitrnent laws that ensure 
treatment when needed. 

'!his report ranked New Hampshire as the third best provider of mental 
health services in the country. It also placed the state as the 
seventh highest spender per capita for mental health services. '!his 
means that although New Hampshire's mental health services are among 
the best in the nation, it pays well above the national average of 
$38.40 per capita to provide these services. Compared to the other 
states that rank among the ten best providers in the country, New 
Hampshire costs compare accordingly: 
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Planning for Progress, issued in 1985, outlined the state's plan to 
restructure its mental health service system. It identified four 
management objectives for the Division of Mental Health arxi 
Developmental Services which were seen as prerequisites to the 
successful operation of the restructured mental health system. '!he 
plan expressed heightened concern with management issues relating to 
(1) cost-effectiveness controls, (2) cost contairnnent, (3) system 
control, arxi (4) service planning arxi management. 'lhese objectives are 
briefly described belOW'. 

Q:st-effectiveness Ull:d::rols shrul.d. ensure the b.iJ.t1est . quality 
service at the lowest CXlSt to the state. The plan raises iSsues of 
quality assurance, discussed on pages 73-77, relating to program 
effectiveness, arxi linkages between cost-per-unit of service arxi 
program effectiveness which are related to financial controls 
discussed on the follOW'ing page. 

QJst canta:inment shalld ensure that the prll:ciples of acc:amtability 
am OJSt-efficierx::y are atserved in the pn:dlase am delivery of 
services. The plan suggests the need for objective performance 
indicators to improve performance-contracting methods. We discuss 
this objective as it relates to financial controls over mental 
health services provided by the connnunity mental health centers 
beginning on page 60. 

System Ull:d::rols shalld ensure SCilD'd managerial Ulld:tol of the 'Whole 
service delivery system, in addition to Ull:d:tol of iniividual 
ccntracted providers. Issues such as linkages of services provided 
at different levels by different providers are addressed on pages 
66-72 relating to overall coordination arxi communication within the 
mental health system. 

'Ihe fwrth objective - service pl..annin} ani :manageaent - is 
c:ancecJed with adequate aaPSS to services in the least :r:est:ri.ctive 
envi.rcnEnts far the target pc:pllat:icn. '!his objective is addressed 
on pages 78-84 which includes issues of eligibility arrl the 
adequacy and accessibility of mental health services. 

our observations and recammendations relating to the implementation of 
these management objectives are presented on the follOW'ing pages, urrler 
the general headings of financial and administrative controls over 
mental health services, coordination of mental health services, 
adequacy and accessibility of mental health services arrl the 
effectiveness of mental health services. 
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Sound managerial controls that encourage and define systems to maximize 
productivity and set standards for cost-per-unit of service are 
instnnnental in procuring cost efficient mental health services in a 
decentralized service delivery system. 

OUr analysis of division controls in this section focuses primarily on 
cost containment and cost effectiveness controls over contracted 
services provided by the ten community mental health centers. We also 
discuss system controls of New Hampshire Hospital utilization and 
program data reported by the mental health centers. 

I WIDE <XBr VARIANCES EXISl' BElWEEN CENl'.ERS CN A UNIT OF SERVICES BASIS I 

OOSERVATICN #1 

Wide CXJSt=per;-unit variances for pnxu;am services exist anr:Jig cammri.ty 
:mental. health centers. Review of the division's quality assurance 
evaluations of specific services shows m aq:m:ent mr:relatian 1:::let:'INeen 
unit costs am service quality, as measured by adherence to division 
stamards. (See exhibit an the followi.n:J page.) 

Brief hospitalization and intake and placement services show the most 
pronounced differences :between regions. 'Ihese differences are 
minimized somewhat when individual services are grouped by general 
service type, such as "outpatient services." 

Insufficient data on the effectiveness of various service m.cx::lels make 
it problematic for the division to determine whether a more expensive 
service in one region costs more :because it is less efficient than the 
same service in other regions or :because it is more effective. Reasons 
for unit cost variances appear to :be primarily due to differences in 
service models developed by the regions, historical costs, and to some 
degree, the mnnber of clients receiving a particular service, 
especially services with greater fixed costs. 

Without measurable and comparable data on client outcomes of different 
program models, the division cannot adequately ensure that it is 
contracting for the most effective services at the lowest overall cost. 
As the number of clients :being served by community mental health 
centers continues to grow and resources remain limited, the division 
needs to make stronger efforts to ensure that effective services are 
provided in the most cost-efficient way. 
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FIN1\NCIAL AND AD«NNSSRATTVE <Df.IRlLS OVER MENrAL HFAI1IH SERVICES 
(<XM'INOID) 

um' C03I' VARr1\NJ!S Rl mm:N - FIS:X. YEM 1989 

EMREC{ miEF lNmt<E ~crfE 'lH!mM!Nl' (lJIEN1' * mY 
REGI<N SERVICES HE?. B:1\CMNl' SERVICES lGNl' ~ <HJI..I:H!N ErJ::IlRX S1RVICES 'DW 

~ $fD.23 $77.76 $31.17 $ 4.10 $25. 'iU $22.12 $56.11 $44.30 $31.05 $4.69 
w. cm:nw:.. $53.~ $49.31 $26.72 $ 5.76 $18.35 $21.14 $16.97 $18.16 $2).78 $3.74 
I.N<;ES $55.71 $28.15 $18.20 $l2.SB $15.01 $17.85 $25.07 $3).18 $23.99 $2.44 
~ $55.82 $51.SB $58.36 $ 9.11 $12.77 $22.46 $22.35 $21.29 $19.85 $4.23 
Ml'miOJ( $61.81 $64.74 $22.00 $ 2.95 $10.45 $ 9.42 $24.76 $16.SB $19.00 $5.87 
~ $38.46 $36.42 $26.23 N/A $12.63 $18.97 $23.96 $14.31 $18.27 $6.95 
MAN:HESIER $64.38 N/A $14.30 $15.66 $22.()) $19.40 $19.42 $18.63 $21.86 $4.76 
SEA:Il\Sl' $63.75 $55.67 $31.52 $ 2.()) $12.46 $22.33 $19.13 $15.05 $22.41 $2.27 
SJ:F1.\FRR) $33.73 N/A $22.55 $12.83 $10.58 $15.27 $21.07 $25.44 $17.63 $2.74 
SAlEM $42.14 $71.97 $32.85 $ 1.17 $16.55 $24.27 $18.00 $31.32 $22.66 $3.ll 

AVEFKE $52.99 $54.50 $28.47 $7.40 $15.66 $19.32 $24.63 $23.57 $21.84 $4.CB 

HIGH $64.38 $77.76 $58.36 $15.ffi $25. 'iU $24.27 $56.11 $44.30 $31.05 $6.95 
IDV $33.73 $28.15 $14.30 $ 1.17 $10.45 $ 9.42 $16.97 $14.31 $17.63 $2.27 

s::m:E: DIVISICN ~ ~ lNJ:rc::mt:R'3 - FY 89 lURIH ~'EllM\Rl RERRI' 

N/A - NJI' AVAII11EtE CR NJI' AWLICNIE 

* JN:IllE) ~ SERVICES, INmKE, crfE ~, M\lNJ.EmN:E, ~' NiO E:r.I:I1R[X SERVICES 

** s::m:E: COvMNriY M!NIK. ImrrH CllN'IER FIN1ll'CIAL ND.riS & DIVISirn :m:::xFIM sm:crsrrcs 

'lhe division shalld identify the 1east effective ani least cost­
efficient service DO'Jel s .in each prrm;am area- It shalld then take all 
available step; to help :mental health centers restructure those 
p.rug:r;ams that are high cost bit canr¥Jt be linked to 1IDt'e effective 
results. SUdJ. step; cai1d ird.me providim tedmi.cal assi.st:arre, 
train:iig, ani withholdi.Jq ar reduci.rg rud:ract :funis. In cases Where 
centers do not reduce a:sts ard/ar increase the effectiveness of sudl 
p.rcgra:m, the division sbruld analyze the administr:ative ani other 
costs of seeki.rg other providers. 
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$31.00 
$74.00 
$55.00 
$46.00 
$34.00 

N/A 
$51.00 
$39.00 
$57.00 
$ffi.(X) 

$47 .(X) 

$74.00 
$31.00 



FINANCIAL AND AJJIINISlRATIVE <nJ.IHlLS OVER MENrAL HEAI1lH SERVICES 
(cnrn:NOED) 

I USE OF PERFOllMl\NCE MEi\SURE'3 NOr SI2\NDARDIZED IN MENrl\L IIFAI!IH CENTER 
FUNDING DECISIONS 

OOSERVATI~ #2 

IJbe division • s use of per.farntaiDe DEaSm"eS in alloca:tim :turns to the 
cnmnnitv DBital health centers is not widely st:amantized. a1thru::Jh 
new p:r;og'd!J.TeS iup lenert:ed durim the liiJSt recent CXJIJ.b:act negot:.:iat.i.m 
~ the divisicn is DDVirg tawrard greater st:amardiza:ticn. 

To ensure the :best use of state dollars, funding negotiations and 
decisions should be based on the centers' cost efficiency in providing 
services and on their effectiveness in meeting division program 
standards and achieving positive outcomes for clients receiving 
services. To help ensure fairness and objectivity, the efficiency 
and effectiveness of centers' performance should be assessed through 
reliable and consistent data-based measures and those measures should 
be applied in a standardized way. 

Since 1986, the division has used measures of efficiency, productivity, 
and compliance it developed, called key perfonnance indicators, in 
negotiating with centers on program costs and revenues. However, the 
use of these indicators has generally not been systematic or 
standardized. As the division's 1989-1992 mental health services plan 
describes it, perfonnance indicators have been used to achieve program 
changes through the "photogenic method" - exposing the perfonnance 
data to the light of day. The plan also states that the division is 
examining methods to tie the indicators more closely into the 
contracting and allocation process. other cost efficiency data used in 
the division's contract negotiations with the mental health centers 
include historical analysis of centers' budget requests to the past 
year's budgets and financial statements. The centers' effectiveness in 
meeting division program standards is also used in funding decisions, 
although measures of program outcome effectiveness are still under 
development. (See page 73 for further discussion of outcome measures.) 

In fiscal year 1990 contract negotiations, the division did use two key 
perfonnance indicators systematically to detennine the level of funding 
increases - ranging from 3.5 to 7 percent - for the mental health 
centers. The division measured the centers' efficiency in using New 
Hampshire Hospital beds and division contracted funds during the past 
year on three levels: use per capita, use per certified client, and use 
per chronically mentally ill client served. The division weighted 
these measures and assessed the results, grouping the centers as low 
(efficient), average, or high (non-efficient) users. The centers 
ranked as more efficient received larger percentage increases. 
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F.INANCIAL AND ADUNISlRATIVE amroi.S OVER MENmL BFAHRJ SERVICI!S 
(<XBr.INUID) 

'Ihe division could link funding for mental health center services more 
closely with centers' perfonnance by applying stamardized use of 
perfonnance nteasures, as was done for a small portion of centers 1 

fiscal year 1990 fun:iing, to a larger portion of division contract 
dollars. 'Ihe division could also use a greater variety of efficiency 
and effectiveness measures, including program outcome measures, in 
assessing centers' perfonnance for funding allocations. 

'lb better ensure effective service provisicn am :ome efficient use of 
state dollars l1f the :mental health centers. the div.isicn slplld 
i.J¥::rease the stamardized use of perfarmance :oeasures in its furl:fug 
process am expard the types of perf~ :oeasures used, especially 
of program effectiveness. 

THE DIVISION HAS Nor <X>NSISTENTLY USED FINANCIAL PENALTIES AND 
INCENTIVES 'ID ENFORCE NEW HAMPSHIRE HOSPITAL BED QUJrAS 

OBSERVATI~ #3 

'!be CXJIIIIlnity :mental health centers have a high degree of C:XXIlrol ave:' 

admissiCB'lS to New Hanpshire Ha;pital through the screen:i.tg lllXlQeSSi 
however r they are not required to bear the cast of services provided w 
the hospital.. 'Ibe hospital am mental health center bdgets are 
separate, am cnsts far hospital bed use are amli.ed to the hospital's 
bd:Jet. Althcu:Jh the divisicn sets quotas to estahl ish the max:i--. 
nJDJber of New Hanpshire Ha;pital beds each center can use, tbe division 
has not consistently used finarx;:ial penalties am :iB:lentives to enforce 
these quotas. Six of the ten mental health centers ~ their 
hospital bed quotas in fiscal year 1989. 

Most admissions to New Hanpshire Hospital today are screened by 
community mental health center staff at general hospitals, designated 
receiving facilities, or center offices. In fiscal year 1986, center 
staff screened 80 percent of New Hampshire Hospital admissions; by 
1989, the percentage had increased to 99 percent. To control New 
Harrpsh.ire Hospital bed days used and encourage non-hospital options, 
the division sets quotas for hospital bed use (excluding the 
intennediate care facility) for each region as part of the mental 
health centers' annual contracts. If the centers exceed that quota, 
they face a possible penalty, based on a portion of the costs of the 
extra bed days used. '!he division actually irrplemented penalties once, 
in 1987, withholding about $134, 000 from seven centers, and has plarmed 
to do so again in fiscal year 1990. 
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FilWfCIAL MD 1\IJUNIS'IRATIV <DliBJlS OVER MENrAL HEAillH SERVICES 
(CXM'JNOID) 

Although division staff indicate that a feN centers did receive 
"incentive" payments in 1987 for their under-utilization of hospital 
beds, such payments are not authorized in the division's contract with 
the mental health centers. consistent use of both penalties and 
incentives every year for variance from quotas in centers' hospital use 
would bring the centers' financial accountability for hospital 
admissions more in line with their existing accountability for 
screenin:J clients. 

'!he method for setting hospital bed day quotas is a key component in 
this system. Aa::ording to division staff, quotas are set on the basis 
of the percent of certified clients in a center's region and, to a 
lesser extent, the region's population. In our survey of all the 
mental health centers, six out of ten rated their fiscal year 1989 bed 
day allotments as "not adequate," and seven of the ten rated 1990 
allobnents as inadequate. Achieving greater consensus on methods for 
setting quotas may help improve overall system effectiveness. 

A more direct means of assigning financial responsibility to the mental 
health centers for their hospital admissions would be to allOW' the 
centers to "buy" hospital bed space. If the division funded the 
centers for "acute psychiatric service," IlU.lch as the centers are 
currently funded for other program services, the centers would have 
direct responsibility for their regions' hospital costs as well as 
their admissions. In addition, it would link NeN Hampshire Hospital 
and the centers more closely together in providing services for those 
with mental illness. 

'Ibe divisicn shalld cxnsistently use both penalties am incentives to 
crea1:@ a JIDre direct link between mental health centers' use of New' 
H:mp;hire Hospital am the costs of such use. It shruld also llilOIX with 
the oent:ers to refine Dethods far sett..:i.rg quotas am det.enn:i.nirg rates 
of penalties ani incentives. 'Ibe divisicn sba:dd stoiy the feasibility 
ani pptential effectiveress of Tfflllnratim :fuOOs ani revisim rutmd: 
sb:u::tur.'es to assign cxmnnnity DBita1 health centers direct f~ial. 
resp;~mbi 1 itv far tbeir use of the hospital. 
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FIIWfCIAL AND ADIIN1SlRATIVE cnmu:.s OVER MEN.rAL HFADIB smviCI!S 
CCDfl'INOED) 

I CX>NTROIS OVER CENTERS I AIMINISTRATIVE CX>STS SHOUlD BE SIRENGIHENED 

'Ille division • s ex:i..st.im culb;ols over CXJmJmity DeJta1 health centers • 
administrative <XJSts should be stremt:hemd to ensure that state 
dollars are beim used DDSt effective1y far client services. 'Ille 
largest pgrtian of centers I total administrative <XJSts is saJ..arieS. rn 
the centers• fiscal year 1990 bDqets, 72 wu::eut of administrative 
<XJSts were far persauJel. 'Ille division • s primary curt:rol of these 
<XJSts is a "rule-of-thumb" 15 pera:~ut cap an total admini.strat:ive 
expenses. Audit guideliiEs developed by the division far :i:g;Epenient 
f~ial aulitar:s of the liBital health centers do nat :itx:Ime specific 
procedures far testirg administrative expenses. 

Budget guidelines define administrative expenses to include executive 
and financial management staff, clerical, typing, and data entry staff 
providing support for executive and financial management activities, 
and related supplies, equipment, staff training, and other costs. 
HOVJever, according to division staff, all mental health centers may not 
allocate these expenses the same way because of variations" among their 
programs and organization. '!he division has no restrictions on the 
levels of mental health centers' administrative salaries, although 
salaries for key administrators are required to be included in 
administrative costs and would thus be included within the 15 percent 
cap. One difficulty facing the division in controlling administrative 
costs is that both division-contracted and the centers' non-contracted 
programs are part of top administrators' responsibilities. 

Corrparisons of salaries of top administrators in New Ha:n'pshires' 
cammunity mental health centers (such as executive director and 
associate executive director) to regional and national nonns reported 
in a 1989 study by the National Council of Cormnunity Mental Health 
Centers show that New Hampshire's center administrators receive 
salaries significantly above the New England regional average. 
Executive directors of seven out of ten mental health centers receive 
annual salaries above the median high salary ($60, 000) paid in the 
region. '!his is true for four of the seven reported associate 
directors, as well. (Median high for associate directors is $44, 000. ) 
'!he median high and the median average salaries for New- England's 
executive directors are among the highest in the country. 
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While medical directors are not necessarily considered administrative 
positions, eight of ten New Hampshire mental health center medical 
directors receive salaries greater than the regional median high salary 
($90,000). However, when compared to the national nonns, only three 
Ne;..r Hampshire medical director salaries exceeded the median high salary 
($95,000). Although high salaries alone do not necessarily indicate 
inadequate controls, when coupled with the lack of fonnal, explicit 
policies on administrative cost control, they suggest a need for more 
comprehensive controls. 

'lb E!!llSlR'e that state dollars are beim used :na;t effectively far client 
ca:r:e, the Div.isiat should develq> sLtager, DDre Wipi:dlensive, an:l 
DDre fQ!1lli"!lized couLtols over administrative cx:st:s at the centers • 
.Aldit gnidel ines §bould be revised to in:llme specific testim 
mocednres m centers• admi.ni..strative expenses. 

I PRCX:;RAM DATA REPORI'ED 'ID 'IHE DIVISION ARE NO!' INDEPENDENTLY VERIFIED 

'Dle divisiat's f:inarx:ial an:l m:oogam data m gJ!!IJmity nenta1 health 
centers are provided to the divisim th:r:t:u;jb. quarterly repgrts prepared 
w the nental health centers.. Cup:ently, the divisiat does nat 
systematically verify the acx:macy am consi.ste.rx::y of the pr;oogam data .. 

Financial data are verified each year through financial audits 
'corrlucted by independent auditors and reviewed by the division. 
Because the division uses program data, such as mnnber and type of 
clients served and units of service provided, for program planning, 
evaluation, and funding decisions, failure to verify the accuracy and 
consistency of such data can lead to decisions that do not promote a 
service system that is as efficient and effective as possible. 

'!he division has developed procedures for data audits that would be 
used to test and verify the number of total active clients, 
unduplicated clients served, units of service provided, and the average 
daily client population for selected programs. It has also conducted 
pilot testing of these procedures. One weakness appears to be that the 
procedures do not provide tests to verify that similar services are 
recorded in comparable program categories. Discussions with mental 
health center and division staff indicate that some centers may label 
similar services differently. For example, a service that one center 
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classifies as part of an independent living housing program, another 
may classify as part of a supervised apartment housing program. Data 
accuracy will help ensure a reliable data base while consistency is 
necessary for a meaningful data base, especially if differences in cost 
and effectiveness of various program models are to be assessed. 

'Ibe division should begin full-scale iDpleJIB'Itatian of the data audit 
Jl[!YY'hn-es already develq?ed, usina either its awn staff ar 
ca:ttrac:t.im. ar havim the Deita.l health centers ca:d:ract. with 
imepement aulitars. 'Ibe division should also deyelop pruoer)n-es to 
ensure data CXJDSi.stency auog pLUOJLam service categories. 

'MANAGEMENT LEITERS OF CENTERS ARE Nor RE.VIE.WED ~y 

'lbe division's review of the i.mepen:)ent aulits of CXIIIIImity mental 
health centers does not i.nclme a stamard review of :mana«]PPUJddd: letters 
that nay a.co "'any the ami ted finarx::ial stat:e.nents. 

'Ihe management letter may identify other issues not included in the 
audit report that would enable the division to nv:::>nitor and assess 
mental health center activities to a greater extent. 

'Ibe division should require the DBJtal. health centers to provide it 
with the manageoout letters alorg with the amited f.i:natci.al 
stat:e.nents am should review all uanaqement letters as st.amam 
review practice. 
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Coordination of services within the state's mental health system is 
especially important since deinstitutionalization and restructuring 
have reduced the system's reliance on institutions like New Hampshire 
Hospital. When clients were served primarily by a centralized 
institution, that institution met all needs for shelter, food, and 
other such services, as well as mental health services. While 
canmunity-based services are generally closer to clients' homes and 
provide less restrictive envirornnents, they also make meeting the needs 
of clients more complex. Not all services needed by clients at any 
given time are prov.i,.ded in one location or necessarily by one provider, 
and thus require more coordination to effectively meet their needs. 
Clients' needs over a long pericx:l may require not only services offered 
within the canmunity, but also those offered by a designated receiving 
facility or New Hampshire Hospital. With different levels of service 
provided by a variety of providers throughout the system, coordination 
becanes even more important to ensure clients the easiest and smoothest 
access to services and movement between service levels. Coordination 
is also necessary to ensure that the individual services available are 
integrated and function as a true svstem of care. 

'!he canmunity mental health centers play the primary role in 
coordinating services since their staff screen most adrr.issicns to New 
Hampshire Hospital and the designated receiving facilities, work with 
hospital staff to plan hospital discharges, and provide services at 
general ccmnunity hospitals, as well as at the mental health center 
offices. '!he division has the ultimate responsibility for ensuring 
that policies, organizational structures, and functional mechanisms are 
in place that allow and encourage the most effective conununication and 
coordination between service providers in the system and for monitoring 
the process to detennine that appropriate connmmication and 
coordination take place. 

I '!HE ROLE OF DESIGNATED RECEIVING FACILITIES HAS CHANGED OVER TIME 

'DJe :role am level. of devel.upoo.ut of designated :receivim facilities 
(IH'sl have chamed fran lllhat the 1985 :mental health :rest:ructurim Plan 
griginally c:utlined. Alt:bcujb the Dajarity of <XIIIIImity mntal health 
centers in:tlca:te saE need far :mre IlRF beds. the divisicn amears to 
be sbift;im its f!lllt¥¥:is away fran the cm1ent DJdel of ima:ti.ent DRF 
beds· D1ta iD:li.cates that a DRF can help a region :reduce its use of 
New Btn•dd:te Hospital beds. rut that the i'll'mCt;, of DRFs may mt be 
l.gq=J¥1;iyp. 
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Designated receiving facilities were originally conceived as the 
"anchor of mental health services in the community," according to the 
1985 restructuring plan. DRFs are mental health care units designated 
by the division to provide secure psychiatric treatment arrl to serve as 
regional alternatives to New Halrpshire Hospital. '!heir mission is to 
provide short-term treatment arrl stabilization, with a rapid return of 
the client to conununity-:based treatment. In all existing cases, they 
are located in general hospitals arrl have contract agreements with the 
conununity mental health center in their respective regions. 

Coverage of DRFs 

In 1985, five to six DRFs were planned with a total capacity of 84 
beds. In 1987, planned beds were expected to total 62 by fiscal year 
1988. CUrrently, there are only three DRF's with a total bed capacity 
of 45. '!he division attri.J:::utes at least part of the slowness in 
development to a greater reluctance of hospitals to participate in the 
DRF program than originally anticipated. As an incentive for 
participation, the division has funded subsidies that allow the mental 
health centers to pay the DRF a per diem for indigent clients who are 
not othenvise covered by Medicaid or private insurance. In fiscal year 
1989, division data show only one DRF received subsidy payments 
specifically for clients. However, all DRFs receive some division 
subsidy for staffing costs. 

When surveyed, a majority of the mental health centers indicated some 
need for additional DRF beds. In response to our survey of all ten 
centers in October 1989, three of the four centers that have used DRFs 
said existing beds were not adequate. Of the other six centers without 
DRF's, three indicated a strong or moderate need for DRF beds in their 
regions. However, the division appears to be shifting its enphasis 
away from hospital DRF development. According to the division's plan 
for mental health services from 1989 to 1992, alternatives to inpatient 
care provided by DRF's include crisis beds, continuous treatment teams, 
arrl intensively supervised aparbnents. '!he division director indicates 
that crisis beds would be designated as DRF's, just as hospital beds are 
now. 'lhese alternatives offer the advantage of lower costs with 
comparable outcomes, according to the division. '!he 1989-1992 plan 
identified a strategy of reallocating resources from DRF subsidies to 
greater support for these non-hospital alternatives. 'Ihe division has 
already implemented this strategy in one region this year. 

Role in system 

'!he role of the DRF's in the mental health system appears to have 
changed since the restructuring plan was developed. 'Ihe three DRF's 
generally serve clients only in the DRF's region. Clients in other 
regions who need DRF services receive them at New Hampshire Hospital, 
which is designated as the "backup" DRF for all regions. In regions 
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that do have DRFs, other inpatient care services, namely brief 
hospitalization, appear to have been absorbed into DRF inpatient 
services. Division staff suggest that running two different hospital 
programs in the same region is not likely to be financially feasible or 
practical. '1h.e inplications for patient care are not clear. 

DRF Effectiveness 

'!he main measure of DRFs' effectiveness is the degree to 'Which they 
reduce a region's use of New Hampshire Hospital beds. Data indicate 
that in at least two of the three regions with DRFs, the opening of the 
DRF was followed by a significant decrease (34% and 42%) related to NHH 
utilization. However, in 1989, only two to three years after the DRFs 
opened, decreases stopped and in one case,. hospital utilization 
increased. After the newest DRF opened, just before the beginning of 
fiscal year 1989, there was actually an increase over fiscal year 1988 
in its region's use of New Hampshire Hospital beds. It is not clear 
whether DRF effects on hospital use are only of short duration or 
whether unique conditions in fiscal year 1989 contributed to increased 
hospital use by all DRF regions. 

~(If 

'lbe divisial shalld. cant:in.Je to assess the effectiveness of OOFs as :mw 
npde]s aze deyelqled arrl shall.d 1«lrX to ident:i.:fy arrl reduce obstacles 
to adrl.eyiJ:g arrl ma:intain:i:m :rednarl New Hanpsbi:r;e Hospital admi ssialS. 
'lbe divisicn shalld. iB::I:ease a:mmmi.ca:tialS with mental health centers 
cap::urlm their IEed far DRF beds am the feasibility of alternatives 
sudJ. as crisis beds, CXll1t:i.mrus trea:t:lJB¢ teams. etc. '1be divisicn 
mav wish to calSider erxxm:agiig lllllti-reqicn use of OOFs bit lllalld 
lpve to adkess :matters sudl as staffim arrl :flnlim far the 
"8DlBQrim" 1IR'1tal health center. 

I cx:Ht1UNICATION AND CXX>RDINATION BEIWEEN SERVICE LE.VEI.S NEEDS IMPROVEMENI' I 
OBSJRVATICB #8 

O"mamicat:i..cn am. ooardinat:iro between New 'H!mp;him Hospital and the 
CXIIIII!mity :mental health centers am designated :receiving facilities 
(WFs) do rot arpe;g to be as strom am ccmsistent as they cruld be. 
Gaps in g•nnn:i.caticn arrl coardinatian between the different leuels of 
service pt'CJYi.der:s, especially camul.im djsdlarqes fl:all New fl!mp=;hi:re 
Haspital. redure the effectiveness of ea.cb service level arrl prevent 
service providers frgo :fm:ct.igrln:r efficiently as part of a unified 
§YSt:em of services-
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Results of an IBA-Auclit survey of the mental health centers, as well as 
interviews with staff of the three DRFs and New Hampshire Hospital, 
indicate inconsistent coordination between the DRFs and the hospital; 
in some cases it appears to be quite good, and in other cases not. 
Open and clear communication concerning transfers of clients from DRFs 
to the hospital and discharges of clients from the hospital were of 
special concern. Hospital concerns are that DRFs transfer clients too 
readily to the hospital, and DRFs' were that clients were discharged 
too soon from the hospital and without adequate notification to the 
region. 

The survey results also indicate problems in coordination between the 
mental health centers and New Hampshire Hospital, again, particularly 
with hospital discharges. Five of the ten centers rated overall 
coordination between them and the hospital as high. However, when 
asked specifically about center/hospital coordination of follON-up 
client treatment after hospital discharge, only one center rated 
coordination as high; six rated it as moderate and three rated it as 
poor. A majority of the centers indicated that the one change they 
would most like to make in their interactions with the hospital is 
irrproved communication, coordination, and/or collaboration. 

'1be division shculd devela> or :revise DEdlani.sms to en;ure lll1lXiDuD 
commtm.ication am CXJCJr:dination between all service muviders. 
especially with regard to New HaDps1pre Hg;pital. di.sdmges. '1be 
exist.:i.m designation of a 1IElital health center liaison ftao each regian 
to the hospital. seems to be a qocxi beqim:irg an which to hdld. 

I MANAGEMENT INFORMATION SYSI'EM WOUlD IMPROVE SYSI'EM WIDE INTERACI'ION 

'1be division's ability to CCIIJ?ile, coardina:te, process. am ana1;yze a 
wide variety of program am client service data as efficiently arrl 
effectively as poosi.ble is haDper;al by its lack of an adegpate 
cx:mpiterized managanent infaruatian syst:an. 

'!he existing system: 

o does not provide New Hampshire Hospital with a unified 
infonnation system that links admissions, medical records, 
pharmacy, and all other key patient services together within the 
hospital, 

o does not allaN for tracking clients through the system or for 
cross-tabulating client and program infonnation across different 
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levels of services (for example, between New Hampshire 
Hospital and the conununity mental health centers or among the 
inli vidual mental health centers) , and 

o does not allow the division to compile, compute, and distribute 
quarterly financial and client service statistical data on 
conununity mental health centers promptly because of the lag time 
between centers' preparation of such data and the division's 
receipt and compilation of the data. 

'Ihese weaknesses in the existing system reduce the ability of the 
hospital to provide client services effectively and efficiently, reduce 
the division's ability to analyze service trends and demands for 
planning and evaluation purposes, and reduce the ability of the 
division and the mental health centers to analyze and use quarterly 
program data well into the succeeding quarter or even the second 
succeeding quarter. I..ong-tenn tracking of clients, their service use, 
and their outcomes would also provide useful infomation for assessing 
the effectiveness of various types of services and service combinations 
and could be used to help improve provision. 

'!he division's need for a management infomation and client tracking 
system was recognized as early as 1985, in the Planning for Progress 
report. '!he division has not received state funding for the proposed 
Psychiatric Hospital Infomation System for New Hampshire Hospital, :but 
has received a federal grant to begin prelllni.nary planning of a 
"uniform, Integrated Mental Health Data Collection System," which would 
serve the entire mental health system and be compatible with the 
Psychiatric Hospital Infomation System if and when it is funded. '!he 
proposed Integrated Mental Health Data Collection System would provide 
the data collection, coordination, and processing abilities that the 
existing system lacks. 

REXDIUHlAT.[aJ 

'lbe divisim sbruld CD1ti..me to wrsue pl..amrin:J and develg;aoo.nt efforts 
of its ptqJOSed ceultctlized catplterized mnagt:!lellt infor:matic:n system 
and take pll :i.DOOnp'liate steps pg;sible to i~ data mllect.ic:n, 
(X)(][dina;t;i,, and processi.Ig across the mental bea1th system. 

I NEED FOR CDNTINUING EFFORI'S '10 OX>RDINATE CHilDREN Is SERVICES 

OOSI!RVAT.Iaf #10 

'lbe 1a.dt of a clear legislative JIICU'Date far agy c:ne state agency to be 
:r:estQ1Sib1.e far g;;ga;dJensive mental health services far all dlildr:en 
and the imolVQ!@tl of at least three separate agencies in Dl'Q'Vid;im 
plblic :mental. health services far dli1dre.n indicate a sb;ag need far 
cmtindm efforts w all relevant aqen:;ies to coar:dinate and i1!'111'!1Ue 
ctrl.ldren •s services-
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Under RSA 135-c: 14, the legislature has designated as optional the 
Division of Mental Health arrl Developmental Services' (J:HIDS) 
responsibility for providing children's services. In addition, RSA 
135-c: 13 provides that eligibility for mental health services for 
children arrl youth under 21 years old shall be detenni.na:l "after 
consideration" of the services provided under Division of <llildren arrl 
Youth Services arrl Department of Education statutes. IMIDS provideS 
outpatient services to children through age 17 by its contracts with 
carnmunity mental health centers. Although intake arrl emergenCy 
services are available for all children, only children meeting the 
division's eligibility criteria (which are similar to adult 
certification criteria) can receive division-contracted services at the 
mental health centers. 

'!he Division of <llildren arrl Youth's Services' (DCYS) mandate under RSA 
169-B, c, and D is to provide comprehensive services, includirg any 
mental health services needed, for adjudicated children. These 
children are J::asically those who have been abused, neglected, or have 
carrnnitted some offense, arrl include those identified as "children in 
need of services" (aiiNS). 

DCYS provides inpatient arrl outpatient mental health services to 
children under its mandate either directly, or through purchase from 
other providers, including some community mental health centers. DCYS 
has administered the Philbrook Center for children, on the groun:is of 
New Hampshire Hospital, since 1985 when it was transferred from IMIDS's 
authority. As of Februacy 1990, it still administered Philbrook, 
although legislation was in process to transfer it back to IMIDS in 
order to maximize opportunities for Medicaid reimbursement. 

Philbrook is the state's only designated receiving facility to receive 
involuntary emergency admissions of children under the mental health 
law provisions (RSA 135-c) . Philbrook also admits children for 
inpatient, psychiatric evaluations ordered by district courts, arrl 
children carrnnitted to the center by probate courts. In April 1989, 
Philbrook added a unit to provide longer-tenn (more than three months) 
inpatient psychiatric care for children. DCYS also administers the 
Tobey School on New Harrpshire Hospital grounds for children coded as 
emotionally disturbed by the schools. 

Under RSA 186-c, the Department of Education (DOE) is to ensure that 
all children, ages 3 to 21 years old, who are "educationally 
harrlicapped" receive appropriate educational services as designated in 
their individual· education plans. DOE's Special Education Bureau arrl 
the local school districts are to work together to ensure that any 
special education services needed by a child are provided, either at 
the local school or in another placement. A child with mental or 
emotional problems may be detennined to be educationally handicapped 
arrl receive special education services from the local school or another 
provider. 
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'!he differing mandates for each of the state agencies, with their 
differing statutory categories and definitions, leave the possibility 
for gaps or confusion in agencies 1 responsibilities for children in 
particular circumstances. For example, non-adjudicated children who 
require inpatient mental health services, such as those offered at 
DCYS-run Philbrook Center, would not be the responsibility of either 
IHIDS or DCYS under existing statutes, but would fall under the 
responsibility of the local schools and DOE, assuming the children are 
determined to be educationally handicapped. 

Develop:nent of additional community-based residential services for 
children with mental health needs seems to be an area of unclear 
responsibility. DCYS staff indicate that they believe it is a DMHDS 
responsibility. RSA 126-A:39 assigns the director of DMHDS the 
responsibility of developing a statewide program of cormnunity living 
facilities for individuals with mental illness. However, 186-c:22 
provides that DOE, with teclmical assistance from DMHDS, is primarily 
responsible for community-based residential and educational services 
for severely emotionally disturbed children. '!he DMHDS mental health 
services plan for 1989-1992 indicates that these services should be 
primarily the responsibility of DOE and DCYS. 

IHIDS identifies lack of planning and service coordination as one of 
the current weaknesses in the state 1 s provision of children 1 s mental 
health services. It would appear that this must be addressed first 
before other problems identified by CMHDS can be addressed, including 
the need for more case management, day treatment, specialized 
inpatient, in-home support, and a variety of housing services; the lack 
of priority attention given to children discharged from psychiatric 
hospitals and other residential treatment services; and the need for 
further reduction of out-of-home placements. 

Preliminary coordination work has started under the federal Child and 
Adolescent Services System Planning grant (CASSP). DMHDS staff 
indicate that one interagency agreement has been signed between DMHDS 
and DCYS, and work is in process on an interdepartmental agreement 
between the Department of Health and Human Services (which oversees 
both DMHDS and DCYS) and the Department of Etlucation. According to 
IHIDS, it has had agreements with DOE covering various areas, and those 
continue to evolve. 

':lbe t:bree state ageo:;ies pr:iBarlly :r:espcmsible far drlldren' s mental 
health services. as well as the local sdlools, Shn1ld caJt:.inle to 
dedicate t1'lfw!elves to developing ccar:dinated pJ.amim ard service 
lii!Bd@ni§ll§. definiticns, evaluati.al ard placgeut criteria, an:l other 
tools to ensure effective ani cost-efficient ser.yices to all dtildJ:en 
with mental health needs. 
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Effectiveness, in the context of perfornance auditing, is measured by 
comparing actual perfornance against an ideal or star.dard. 
"Effectiveness inplies that as a result of habilitation or treatment, 
[clients' ) ••• quality of life will inprove, to the extent possible." 
(Planning For Progress, p. 7) Analysis of program effectiveness can 
help determine whether programs achieve their objectives and to 
generate reconunendations for inprovement. 

To maintain our focus on the overall system of mental health services, 
we chose not to evaluate the effectiveness of specific connnunity mental 
health services. Instead, we reviewed findings of the division's 
Office of Evaluation and Quality Assurance, which assesses and works to 
ensure the effectiveness of mental health center policies and 
performance. 

The IBA also surveyed, by mail, the ten community mental health centers 
in October 1989, regarding the quality of regional mental health 
services. The survey asked centers to judge the services they provide, 
and to consider those offered by other providers in the region. 

The majority of connnunity mental health centers (6) rated the quality 
of adult inpatient and housing services as "good", while the other 
centers rated them "fair". Eight centers gave a "good" rating to 
outpatient services, but the centers were divided over the quality of 
children services, with half each rating them as "good" or "fair." 
Seven of the ten mental health centers rated elderly services as 
"fair." 

I '!HE BASis oF QUALITY ASSESSMENT IS NOr TIED ro ourcxm: MEASURES 

P.rugam stamards are the pri.ooipal :tasis for liiJllitor.i.rg the quality of 
CXIIJIImity :nert:al. health services in New Baopsbire. Alt:hcujl pm;u;am 
stamards are J'lf"'?SSa!Y to define basic guidelines far servioo 
pruvisian, arrl are o '"" •lly used in the profession to evaluate 
services. other art:ca:le-ariented DPasures of mu;u;am effectiveness need 
to be develcp:rl that tie the delivery of :nert:al. health services to 
resul.tim :i:np.rovatert. or the lack thereof, in client cculiti..cns an:l 
behavior. In the al::se.l.'re of outa:uJe effectiveness liPaSUI:eS· the 
division cai'lJDt evaluate wbic:b service lJ¥"del s an1 wbic:b providers are 
deliver.i.rg the :mst effective pr:ocu;ams to Deltally ill clients. 
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Program starrlards conce:m the administrative and clinical facets of 
care, such as staff levels, training and duties, record keeping, 
treatment and emergency procedures. outcome measures proposed by the 
division would directly address the daily living and social conditions 
of clients and their capacity to cope with psychiatric symptoms and 
behavior, the needs for employment and housing and other independent 
living issues. 

One monitoring tool, currently used as part of regular quality 
assurance reviews of cormnunity mental health centers, is intended to 
assess the appropriateness of care provided by the centers. The 
"Client Tracking System," which involves direct client contact, 
documentary research, and staff interviews by quality assurance, is the 
division tool that appears to come closest to evaluating the outcane of 
client care, but it is extremely limited. 

Although the Quality Assurance office looks at the progress of a 
percentage of the clients it tracks with the current system, quality 
assurance does not systematically track clients over a long tenn. The 
office 1 s · choice of a small client sample for review is unmethodical and 
relies too heavily on certain quality assurance staff and their 
personal knowledge of clients. A systematic selection of clients for 
long-tenn tracking would provide more useful information, until the 
division establishes an outcome-oriented monitoring system, currently 
in planning stages. 

The planned system will be a more canprehensive system to measure the 
outcome of treatment and services for clients based on four categories: 
the time clients have been in the cormnunity, and housing, vocational 
services and social supports. With outcome measures, the division will 
be able to assess client movement along a continumn of independent 
functioning in each of the four categories. An outcome-oriented 
measurement system would provide the necessary data to enable the 
division to detennine which program models are best at helping clients 
move toward greater independence in less restrictive environments. 

'lbe divi.sim shalld deye1a> its P:oposed cutcuoe-ariented DDllitarim 
§YStea. am shaJld use the infor:liBticn gained frail it to mawte the 
lllJSt effective pu;gcam :updels far ser:vices. 'lbe divisicn shalld also 
CCIILEid:tate en :methods to evaluate clients lcmi:b.J:linally to obtain 
clearer ey:iderpe of the success .or failure of cuuent mo:nam liQEJs in 
helping clients prosper. 
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I 'IHE DIVISION ooES Nor CONDUCr siTE REVIEWS oF CENTERS ANNUALLY 

OBSERYAT.ICIJ#12 

'Ihe divisi<n does mt caDuct quality assuraiDe site reviews at all 
cxmgmity JIB1tal. health centers anrually. despite their usefulness in 
identifyim prOOlems at the cent:eri;. Quality Assurance staff 
indicate, and related documents support, that the division's original 
intent was to conduct quality assurance site surveys at all the centers 
on an annual basis. The surveys, by which the division evaluates the 
clinical and administrative activities of the mental health centers, 
generate information used by the division in planning and in contract 
negotiations with the centers. 

During the last six years, the division has surveyed each of the ten 
centers an average of every 17 months, according to quality assurance 
schedules of reviewed contract programs from fiscal year 1985 through 
fiscal year 1990. Fiscal year 1985 is the last time the division 
conq:>leted site reviews in all regions. In 1983 and 1984, the division 
also conducted surveys at all the centers. The schedules show that 
only one mental health center received surveys during each of the last 
six years. During the same period, one center went as long as 42 
months unsurveyed, two were surveyed only twice, while two others were 
surveyed three times. 

The quality assurance staff also select roughly 11 to 13 areas from a 
field of approximately 19 possible survey areas for each survey. The 
areas include client rights, the client-centered conference, placement 
into the mental health service delivery system, case management, 
treatment and support services, housing and vocational training and 
others. 

'lb better ensure <XJII)li.arx::e with stamards am to avoid extemed 
a1:sences fran the centers, the divisi<n sbruld ca:lSi.der ways to suryey 
all mental health centers each fiscal year. A decr:ease eyery other 
year in the c:oyerage of suryey areas when their excl.usicn liJOUld :oot 
WlpLQili.se other suryey areas. or the attiiti<n of JDXe staff in site 
suryey -work are possible steps toward this goal. 
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I nm OIVISIOO lll\S NO!' OE\IELOPEI) SI'RONG .=ONS ro ENSURE <XM>LIANCE IN I 
NON-PRCGRAM AREAS 

:Beyt:gl tbe site sm:vey/mrrective actiat pc;CJa:§S, the divisiat bas not 
develcped sb:ak@L actions to ensq:re CXIlJ)liance in sm:vey areas that 
are not puogtcmr-:::;pecific, such as deficiem:ies :related to client 
rights.. 'Ib bring about greater compliance in programs it monitors at 
the community mental health centers, such as vocational, housing and 
emergency services, the division occasionally sets aside money in a 
development fund, common to each center, which the non-compliant center 
may access only after its program ilrproves sufficiently. 

OUr review of division site survey reports indicates that centers are 
recalcitrant in program specific areas, as well as areas that are not 
program-specific. An example of a non-program area is the client 
centered conference, at which a client's treatment and individual goals 
are detennined and client rights issues are discussed. 

In its fiscal year 1988 SUmmary of Community Mental Health Site 
surveys, the Office of Evaluation and Quality Assurance reported that 
all mental health centers had deficiencies concerning the client­
centered conference. '!he Sl..1llUllarY states that centers have failed to 
conduct conferences, to assure client attendance and to satisfactorily 
document the meetings. At one center, the division reported only 30 of 
150 active clients had received a client-centered conference, while a 
fiscal year 1989 Sl..1llUllarY indicates that all but one center had 
deficiencies in this survey area. 

'lbe divisic:m sbclll.d deYelcp sb:ag;g JEaS~.IreS, possibly 11g'letary. to 
EDX'!llJ:CDE! l!J!Pl.ianpe in mrrmWLam areas· just as it does in sp!C]fic 
pr;ogram m:eas such as vccatianal am hous:im services. 
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I '!HE QllALlTY ASSURANCE OFFICE IAa<S AN INDEX OF SITE SURVEY ~I 
ACriONS . 

OBSERVATICH #14 

Despite extensive tkument:ati..al, the OJality AsstlrarDe office l.adg; a 
l.i.st:im or index of each liBll:a1 health center's status in g;a:ra;Qng 
deficiencies cited in divi.sicn site reviews. A chronological irrlex of 
deficiencies and corresponc:lin;J corrective actions would provide a 
record of each center's conpliance progress. It would serve as a 
pennanent accessible source of infonnation for staff not directly or 
currently involved in quality assurance activities. Also, a synopsis 
of conpliance steps would be effective in coordinating the activities 
and goals of both quality assurance staff and review specialists; 
review specialists work closely with each center throughout the year to 
correct their deficiencies and develop their strenft:hs. The 
specialists cooperate with quality assurance staff for site surveys by 
providing written and consultative analysis of community mental health 
centers. 

'Jbe divisionIS Office of Evaluation am Qlal.ity 1\ssU:rame shcWd 
maintain a perl1m'lellt:., dttg:vlogica1 index or l.istiiq of each liBll:a1 
health center's deficiencies am cor:rective actions in order far 
division staff to better DDlitar the moqcess of centers toward 
carpli.atlce. 
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The adequacy and accessibility of community mental health services are 
measured by the degree to 'Which people needing psychiatric care receive 
the services their conditions require 'When they are required. In 
trying to provide services that are adequate and accessible, the 
division faces a variety of diagnoses and degrees of mental illness 
demanding individual service plans. This mandate for personalized care 
drives the division's efforts to coordinate, monitor, and provide 
conununity mental health services. 

In response to our October 1989 survey of mental health centers, seven 
of ten centers rated the availability of adult inpatient and outpatient 
services in their regions as "adequate." However, most (9 of 10) rated 
availability of adult housing and all services for children and the 
elderly as "not adequate." Most centers also rated services for the 
mentally ill homeless population as "not adequate." 

On the issue of accessibility, most mental health centers reported that 
conununity services were "well-publicized" and ''well-known." However, 
only three of the centers said services were "easy to obtain." The 
other seven rated services overall as "obtainable, but with some 
difficulty." 

'Ib detennine the adequacy and accessibility of state-funded mental 
health services in New ~ire, we concentrated on several areas: 
housing services, .the homeless mentally ill, urnnet needsjwaiting lists 
and client eligibility (certification). 

I cc:Ho1UNITY HOUSING FOR CLIENTS IS INSUFFICIENT 

<ESl!RVATIQJ #15 

Hcusim fer the :mentally i JJ is insufficient to :meet the needs of 
clients cm;;u:uUy :receivllq state 1IE!lJtal. health services. as the 
demand far qmnnnity=-btsed bcusir:g c:gnt:irues to out-pace the sumly. 
Although the division allocates 40 percent ($9 .1 million) of its 
conununity mental health center funds to housing programs and declares 
one of its current biennium goals is to "provide additional residential 
support services to address the waiting list of individuals 'Who are in 
need of residences within the conununity," housing services are 
insufficient. 
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ADJDll\CJ AND AOCf.SSIBUJTY OF MENrAL lJlWliH SERYIC1!S (<Dll'11UD) 

Eight of the nine mental health centers that provide housing have 
current waiting lists for that service. Results of our survey of the 
mental health centers show that, as of October 1989, the eight centers 
had a total of 107 clients waiting for housing, ran;Jing fran 4 to 25 
clients in incli vidual regions. A division survey of all ten regions 
done in March 1989 identified 298 clients awaiting housing. 

In addition to clients in the community, New Hampshire Hospital clients 
also await cormnunity housing beds. The hospital arrl division report 
that, at any given time, some hospital clients who are ready for 
community housing are unable to leave because of bed shortages. For 
example, in March 1989, the division identified 43 clients waiting for 
community housing; in May the division arrl mental health centers 
identified 31 hospital clients ready for cormnunity placement. 

The kinds of cormnunity housing, arrl not just the quantity of available 
beds, is part of the problem; housing that is inappropriate for a given 
client still does not satisfy the need for shelter in the cornmunity if 
the bed is more restrictive than necessary. Division housing programs 
include cornmunity residences or group homes, varying levels of 
supported or supervised apartments, crisis housing arrl respite care. 
An inadequate supply of particular housing options can mean that some 
clients are placed or remain in housing that is unsuitably restrictive 
by division standards. 

The division 1 s quality assurance surveys of mental health centers often 
identify clients whose housing placements do not conform to the 
division standard to provide the least restrictive enviromnent given 
each client 1 s needs. Some client placements have been to haneless 
shelters. The division's current plan reports that as of July, 1988, 
there were 4 73 persons known by conununity mental health centers to be 
in substandard housing or in housing with insufficient support. Mental 
health centers responding to our survey indicate that crisis beds and 
supervised apartments {supported housing) are some of their most 
pressing needs. 

'lhe divi.siCil shruld a:m:.i.nJe its efforts to expard halsiig cpticns in 
the CXJIIIImity. As the halsirg env:irolarelt in New l!;mp;hire @rges. 
the divi.siCil should make renewed efforts to educate l.anllards. 
developers. arrl others in the hrusirg iJdustry al:D1t the special 
halsirg reeds of mentally ill persons am abrut wavs to JEE!t tha:ie 
reeds. 
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INCREASED DATA OOLLECI'ION EFFDRI'S OOUID IMPROVE TARGETING OF 
SERVICES 'IO 'IHE MENTALLY ILL HOMELESS 

OBSERVA'I'Ial #16 

studies :r:ev:iewed by the IBA. inlicate the majority of b:::lleless peg:>le 
are mt nent:ally ill. However, no precise estimate of that sulxp:"rup 
exists. 'Jbe estimates of 18 stu:lies corrluct:ed throughout the nation 
~ 1983 arrl 1988 ra:ooe fran as low as 10 percent to as high as 56 
percent, with an average of 28 percent. A 1988 st:ugy by the New 
Hanpshire .'!ask FtD:ce on IJctielessness estimates that 30 percent, or 
a1xJut 4,300, of the state's l:lc:Jreless are nentally ill. Altbalgh 
pr:esentl.y very active in assist.im the state's b:::lleless pcpilation, the 
division could .iDpr.uve targetim of services to the b:::lleless nentany 
ill t:hrcu:Jh expamed data collection efforts. 

Division Activities 

The division's current activities on behalf of the homeless include the 
administration of federal funds available through the ::>tewart B. 
McKinney Homeless Assistance Act, and oversight of two HUD grants: 
Permanent Housing for the Homeless Handicapped and SUpplemental 
Assistance for Facilities Assisting the Homeless. Under the state's 
Emergency Shelter Grant-in-Aid program, the division also contracts 
with 26 non-profit shelters serving homeless persons. 

The division also oversees the Mental Health Services to Homeless 
(MHSH) Block Grant, specifically addressing the homeless mentally ill. 
The division received $267,944 under the MHSH Grant in fiscal year 
1988, which it allocated to six conununity mental health centers. With 
the grant, centers are to provide services for the homeless chronically 
mentally ill persons as well as those at risk of becoming homeless, 
including diagnostic, rehabilitative and referral services, outreach, 
crisis intervention and case management. 

Each of the two survey tools currently used by the division to collect 
data on homeless services, the Review Tool for Emergency Shelter 
Facilities and the Homelessness Service Providers Monthly utilization 
Report, has only one question regarding shelter use of local mental 
health centers. The division could expand the number of questions 
included on these survey tools to obtain more cornprehensi ve data on 
mental illness among the homeless and needed services. 
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Prevalence Estimates 

OUr audit survey of seven community mental health centers shows that, 
as of September 1989, centers estimated the mnnber of homeless ani near 
homeless clients (those living in tenp:>rary circumstances or with 
family) to be about 1.6 percent of their active clients. Eighty 
homeless ani an additional 153 near homeless were reported by the 
responding community mental health centers. 

'!here are several problems in identifying the prevalence of mental 
illness among the homeless. Researchers use widely dissimilar methods 
to measure illness in sanple populations, such as ex:pe:tt judgement, 
self-reported synptoms, structured interviews, record abstracts ani 
provider estllna.tes, or starrlardized psychiatric scales that measure the 
extent of depressive ani psychotic symptoms. 

Rates of psychiatric disorder vary dramatically de:perrling on whether 
current symptoms, clinical diagnosis or treatment histo:ry is used. '!he 
accuracy of research is also affected by inconsistent sample 
characteristics like homeless mobility ani diffusion throughout 
communities ani movement in ani out of homelessness. Regional ani 
municipal attributes like economic development, housing alternatives 
ani governmental assistance all affect the variation of estimates. 

Challenging the assumption of many studies that mental disorders 
precipitate homelessness, research now suggests that mental illness or 
symptoms similar to mental illness tend to result from homelessness. 
CUrrent work in the field tends to identify conditions of extreme 
poverty such as unert'!Ployrnent, income loss or debt, family crisis, 
homelessness, disability, malnutrition, or physical ablse as the 
catalysts or precipitants of mental disorders. In addition, recent 
analysis shows that what appears to researchers ani laymen as serious 
mental illness, may often be psychiatric symptoms resembling those of 
mental illness brought on by impoverished conditions or be exaggerated 
or aberrant behavior that helps victims of homelessness adapt to their 
circumstances. 

REXXHmQ\T.IaJ 

FQr the purposes of pJann:im, analvsis am coar:dinatiat. the division 
should increase its efforts to t:racX, collect am disseninate 
infana.tion al:x:Jut the haEless mentally ill prp1lation as a cc "I aJeiit 
of the en:tire New J!i:mJ!:?lriro haneless prpl] ation, far llirl.c.b it is DJW 

responsible. One cption is to · i..ncrease the nlll!b:!r ard SCX!Je of 
guesti.ms c:oncem:irg that sub:Jrwp in survey tools alJ"!'W!Y available to 
the division. '!be division should also increase efforts to locate 
housirg far hc:Jieless clients, ard to swp;a t the devel,c lliHit of 
preventive hc:Jieless services at the centers such as rental ard security 
deposit assistance am other c::utreadl. services. 
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I THE DIVISION OOES NOr TRACK UNMEl' CMHC CLIENT NEEDS SYSI'EMATICALLY 

OBSERVATI<B #17 

'Dle divisial does rot regularly collect data an the nJII!b::!r of clients 
an nert:al. health center waitirg lists ani thus cannot fully doounent 
t:.reJds in the nlllllEr of clients needirg serv:ioes that are unavailable. 
While waiting lists do nat D::!C~eSSarily reflect the total nlllll-er of 
persms waiting far services. Cat least ooe nert:al. health center does 
rot keep fOCIBl. waiting lists> • they are evidelrJe of the nlllll-er of 
clients in need of particular services that are at full capacity. 'Dle 
division does collect CuiiJtt:bensive data an services needed. l7f New 
IJanp:ib:ire Ba;pital clients in order to return to their cxmnmities. 

'Dle divisial also does nat 1IBint:ain a "needed services datarose." as 
:requ.i.red by its :rules. Adm:i.n:istrative rule He-M 401.08 :requires 
centers to rpt:i.fy the division, in writirg, of services whicb are 
JEeded bJt are rot offered Qy cur:1e11t proy:ider;s, ani :requires the 
divisicn to maintain a :related datamse. RSA 135-C:13 also :requires 
001mmity nert:al. health centers to rpt:i.fy the division of unavailable 
client serv:ioes. 

Division ani mental health center staff indicate that centers do infonn 
the division of clients' urnnet needs, but not necessarily fonnally or 
in writing. '!he division receives data on these needs from a vari~ty 
of other sources such as regular meetings with mental health center 
directors, the Mental Health Planning Adviso:ry Council, quality 
assurance activities, ani others. However, there appears to be no 
systematic or standardized fonnat for compiling the data, as the 
requirement for a database suggests. Fonnalized documentation of urnnet 
client service needs, received on a regular basis, would enhance the 
division's ability to track changes in the amount ani type of services 
needed for each region over time. 

Better data ani documentation of needed rut unavailable services would 
also provide the division with a more comprehensive infonnation base to 
address questions ani concerns of the public, press, legislators, 
clients ani families a1:xJut the statewide availability of services. 
Compiling waiting list data from all the centers on a regular basis 
would provide the division with more infonnation to plan programs ani 
to analyze long-tenn trends in service needs. over the past three 
years, the mental health centers have maintained waiting lists for 
housing, vocational, partial hospitalization, case management, 
maintenance, ani children's services. 
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'1be divisial shaild begin crmilim waitirq list data fi:aD gpnnnity 
mental hea1th anters m a :regular basis am shaild deyelc:p a system 
far dooJIIEflt:im identified service needs in a fOCIIal. st.amardized 
datablse. 

I CERI'IFICATION REVIEWS lACK RmJIARITY & BRFAIJ.IH 

OBSERVATI<Jil #18 

'1be divisim has nat anJucted regular certificatim :mvi.ews of all 
:mental health anters duriiq the last two fiscal years. Certification 
reviews test the eligibility of clients served qy state-caut::racted 
pLWLans. 'Ibe divisim last anJuct:ed certifica:ti..at ;reviews at all 
CXJJJJJmity :mental health am:ers durim 1986 am 1987. In 1988. the 
divisiat did nat caJduct agy cert.:ifica.t:icn reviews. In 1989, it 
reviewed certifica.t:icn far dlranically DEDtally ill in four of the ten 
mental health anters. bit excluded clients d.i.agrp:;ed as serialsly 
mgntally ill. which wp:ise about one half of the certified 
prp11 atim. 

Because of clinical releva~KE of client certificatim am its use in 
catb:act:im. the divisim•s stated policy has been to llglitar it durim 
anrua1 quality assurance site visits. However, 1985 was tbe last year 
duri.rg which the divisial carried out site visits at all CXJJJJJmit;y 
mental health anters. (See p. 75) 

certification reviews ensure the accuracy of client eligibility, and 
thereby affect the cost assumed by the state for yearly contracts with 
the mental health centers. certification is the principal means by 
which the state guarantees services to the most seriously mentally ill 
and is a prerequisite for clients to receive many division-contracted 
services in the community. 

In order to receive mental health services at the~ of the state, 
chronically and severely mentally ill persons nust be certified 
(approved) by the centers, according to criteria outlined in division 
standards He-M 401.04 and 401.05. The criteria include psychiatric 
history and diagnosis, behavioral i.npainnent, and inability to improve 
by other means. 

The division has cited conditions that have made annual certification 
reviews impractical for fiscal years 1989 and 1990. According to a 
division official, the transfer of one quality assurance staff and the 
resignation of the division medical director forced the quality 
assurance staff to omit the fiscal year 1988 certification reviews. 
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Pecause oertifica:ticm is the msis far deteJ"'IIin;im eligibility far :most 
state-ful'Ded gLugtcwti. the divisicm shmld :rev.iew' the oertificaticms 
of both the seripus1y ard du::micallv :nentally ill at all cxmnnnit,y 
De1t:a1 hea1th centers em an anma1 ar biennia1 :review cyc1e. 
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In this section, we outline various points that came to our attention 
throughout our audit, but which we have not developed or explored in 
depth. No observations arrl recanunendations are presented in connection 
with these issues. However, they may touch on areas that the division, 
the legislature, or other interested parties may wish to give 
additional attention or consider for further study in the future. 'lhe 
points presented below include various legal arrl client issues, as well 
as information from our October 1989 survey of the ten comnn.mity mental 
health centers that has not been presented elsewhere in the report. 

Involuntary Emergency Admissions Criteria 

Criteria for involuntary admission and conunitment to state psychiatric 
hospitals throughout the country generally became m:>re restrictive 
after the mid-1950s, when total state hospital populations were at 
their peak. New Hanpshire 1s mental health laws were revised in 1973 to 
establish civil procedures relating to the admission arrl treatment of 
the mentally ill. Provisions included restricting involuntary 
emergency admissions to those individuals whose mental condition, as a 
result of mental illness, created a "strong likelihood of danger" to 
thensel ves or others. SUbsequent revisions of the law added specific 
criteria defining behaviors that would be considered dangerous arrl 
shortening involuntary emergency admissions from 30 to 10 days. In 1986 
involuntary emergency admission statutes were revised to loosen 
admission criteria. Among the changes, eligibility for admission based 
on a "strong likelihood" of danger was changed to just a "likelihood" 
of danger to self or others. 

We reviewed involuntary admission laws in four of the other states, in 
addition to New Hanpshire, that were nationally rated as among the top 
in mental health service provision: Wisconsin, Maine, Vermont, arrl 
Connecticut. We also reviewed Massachusetts 1 s laws. New Hanpshire 1 s 
involuntary emergency admission criteria arrl procedures are generally 
consistent with those we reviewed. 

In our survey of the conmrunity mental health centers, we asked them to 
rate the current involuntary emergency admission laws on their 
effectiveness in three areas. Eight of the ten centers rated the laws 
as "very effective" in protecting clients 1 rights, while the same 
number of centers rated them as only "somewhat effective" in assuring 
the safety of individuals arrl society. Nine of the ten consider 
current involuntary admission laws "somewhat effective" in assuring 
that mental health services are provided to those who need them. 
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'Ihe survey also asked whether involuntary emergency admission laws 
needed revision. Nine of the ten mental health centers thought they 
did. All of the centers suggested changes that would broaden the 
criteria for admission in various ways. While selected police we 
talked to also generally favored broadening the criteria for 
involuntary admissions, staff of the division and New Han'pshire 
Hospital generally thought the existing criteria were appropriate. 

Incompetency and Involuntary Admissions 

Because the laws governing involuntary admission to the state's mental 
health system and those governing criminal defendants' competency to 
stand trial are based on different criteria, they leave a gap which can 
allow indi victuals accused of crimes to be declared incompetent to stand 
trial yet also found not sufficiently dangerous to be involuntarily 
admitted to the mental health system. Unless these people seek mental 
health treabnent voluntarily, their problems go unaddressed by either 
the mental health system or the correctional system. 

While such a gap would generally only occur in cases involving less 
serious crimes, such as criminal mischief, the indi victuals involved may 
repeat such actions until they receive some kind of treatment. 
Defendants who are ruled incompetent to stand trial for more serious, 
violent crimes would, in all likelihood, meet the criteria of a danger 
to themselves or others to be involuntarily admitted to the mental 
health system. 

Possible means for addressing the gap left by the mental health and 
criminal justice laws include revising involuntary admissions criteria 
for those persons declared incompetent to stand trial for criminal 
offenses. 

OUtpatient Commitments 

Although the law currently provides for courts to involuntarily conunit 
individuals to outpatient mental health services, including cormnunity 
mental health centers (RSA 135-c:45), this provision appears to be 
little used. The division does not currently collect data on 
outpatient conunibnents to mental health centers. 'Ihere do not appear 
to be any criteria or procedures that specifically address outpatient 
conunibnents, other than the statutory provision that the court retains 
jurisdiction of the case if there is an order for treatment at a 
facility other than an inpatient receiving facility. The criteria for 
nonemergency, involuntary admissions currently address admissions to 
receiving facilities only. 
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OUtpatient commitment ma.y be a useful alternative to inpatient 
conunitment for those clients with a history of multiple 
hospitalizations, who have been shown to benefit from treatment, but 
who do not conply with conmunity treatment, especially if used in 
conjunction with other outreach services such as continuous treatment 
teams. Increased use of outpatient commitment might be encouraged 
through development of clear criteria arrl procedures to be used 
specifically for outpatient commitment orders arrl their enforcement. 
North carolina is one state that has .inplemented more detailed 
statutory provisions specifically for the use of outpatient commitment. 

Services for Elderly 

Despite a nationwide trend of an increasing elderly population, and 
thus a likely need for increased mental health services at all levels 
for this population, the division is in the process of reducing the 
long-term nursing care beds at New Hanpshire Hospital's Intennediate 
care Facility for elderly mentally ill. According to hospital staff, 
this reduction is a J::udget-cutting measure, as it will all0111 the 
hospital to close another building. '!he plan is to reduce beds 
approximately 46 percent from the 240 that were available in 1986. 
Glencliff Home, which also provides care for elderly mentally ill, has 
no plans to expand in the near future and currently has a waiting list 
of those seeking placement there. With the likelihcx:d of increasing 
demand for elderly mental health services, as well as the gr0111ing issue 
of treatment for Alzheimer's disease, planning for additional elderly 
inpatient beds may need to be made a higher priority. 

Readmissions 

One criticism of stricter commitment criteria and overall shorter 
client stays at psychiatric hospitals in recent years is that they have 
turned hospitals into "revolving doors," with clients being readmitted 
over arrl over again, arrl discharged before they can cope with their 
illness for any length of time in the conununity. In New Hampshire, 
there is some evidence that readmissions have increased more than new 
admissions. 

Between 1955 arrl 1971, total admissions to New Hampshire Hospital 
continued to increase although client census was steadily declining, 
suggesting decreases in average length of client stays. During that 
period, new, first-time admissions and readmissions increased at about 
the same rate as total admissions. H0111ever, when total admissions 
began declining after 1971, new admissions decreased to a much greater 
extent than readmissions. As a result, the number of readmissions have 
exceeded new admissions consistently since 1974. 'Ihe data suggest that 
the stricter hospital commitment criteria established in 1973 had some 
effect on readmission rates. 
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Division data on clients' average length of stay from 1983 through 1989 
show that the number of readmissions varies conversely with the average 
length of stay. In years 'Where average length of stay increased, the 
number of readmissions decreased, and vice versa. A direct cause and 
effect cannot necessarily be assumed :because length of stay data for a 
given year were not necessarily for the same clients 'Who had 
readmissions in that year. 

According to hospital officials, increased numbers of readmissions do 
not irrlicate inadequate or ineffective treatment. '!hey cite the nature 
of mental illness itself, 'Which often follows a cyclical pattern of 
relapse and remission. Although some of the professional literature 
suggests that one, relatively longer, hospital stay initially may be 
more therapeutic than several short stays, division and hospital staff 
said that shorter stays help clients avoid the "institutionalization" 
syndrome of passivity and helplessness and allow them to remain in less 
restrictive envirornnents 'When hospitalization is not required. 
Hospital staff do track readmissions of clients and said they work to 
lengthen the time between admissions and address those factors that 
contrib.rted to the readmission. 

SURVEY POIRI'S 
(See Apperrlix B for a copy of the survey instrument and full results. ) 

staffing 

Average staffirg reported by the ten mental health centers for fiscal 
year 1989 was 126. Turnover for all centers was alxmt 13 percent, 
although two centers had rates as high as 25 percent. Eight of the ten 
centers rated the level of competition for staff from private 
facilities as high. 

Certification criteria 

'!he majority of centers rated the division's certification criteria for 
seriously mentally ill and chronically mentally ill as "appropriate." 
Eight of the ten centers said certification criteria were ''moderately 
effective" in ensuring that the most seriously ill clients were served; 
the other two rated them as "very effective." Despite general approval 
of the certification criteria, six of the ten centers said they needed 
to be changed. SUggestions for change included broadening the criteria 
to include clients with addictions, substance ab.lse, or antisocial 
behavior, to include less ill clients 'Who cannot afford private 
services, and to allow clients to remain certified longer once they 
start inproving. 
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Vocational Services 

Seven of ten centers rated errployers in their regions "somewhat 
receptive" to errploying mentally ill clients; two rated them "very 
receptive." 'Ihree centers reported having clients who were errployable 
but for whom jots were not available during fiscal year 1989. Eight 
centers reported a total of 513 clients who became errployed in that 
same year. 

Working Relationships 

'Ihe centers had split op1.mons on their working relationship with the 
division. Three rated it "very good," four said "good," two rated it 
"fair," and one, "poor." Half the centers agreed their relationship 
was "much better" now than it was five years ago. Four said it was 
"somewhat better," and only one rated it as ''worse" than five years 
ago. 

As for the centers' working relationships with other agencies, eight 
rated their relationships with the other centers as either "good" or 
"very good." With only three categories - good, fair, and poor - the 
majority of centers rated their relationships with police, other law 
enforcement, and homeless shelters in their regions as good. 'Ihey were 
evenly split between characterizing their relationships with local 
hospitals as "good" or "fair." 
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M. Mary Mongan 
Commissioner 

STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

DIVISION OF MENTAL HEALTH AND 
DEVELOPMENTAL SERVICES 

Department of Health and Human Services 

APPENDIX A 

Donald L. Shumway 271-5007 
Director 
Division of Mental Health and 

Developmental Services 
105 Pleasant Street 
State Office Park South 
Concord, NH 03301 
603/271-5000 
225-4033 TDD 
800-992-3312 TDD 

TO: WILLIAM KIDDER, CHAIRMAN 
LEGISLATIVE FISCAL COMMITTEE 

March 19, 1990 

FROM: DONALD L. SHUMWAY, DIRECTO~~~ 
DIVISION OF MENTAL HEALTH AND DEVELOPM~~ 

RE: LBA PERFORMANCE AUDIT 

In responding to the Performance Audit of the Mental Health Services 
System, I would like to first compliment the LBA audit staff for a thorough and 
thoughtful product. We find this audit helpful to our management priority 
setting. We also find this audit a validation of many of the efforts we have 
been engaged in to provide accountable, life-supporting services to some of the 
most needy citizens of this state. 

Given the stresses of these times, we are especially appreciative of the 
findings on Page 2 of the audit where it indicates that we have had many 
successes in transitioning clients from expensive institutional care to 
community services and that we have done so with "well defined systems of 
accountability in place". The staff of the Division have worked with skill and 
diligence in developing an accredited acute psychiatric hospital and an 
affiliation with Dartmouth Medical School. We also appreciate the recognition 
of our use of private grant funds to establish continuous treatment (outreach) 
teams in the community, and our establishing successful vocational training and 
placement programs. We are thankful for the support we have received from this 
Committee and the Legislature as a whole. 

We also took to heart the suggestions that the LBA made for further 
improvements in the mental health system. We do not take exception to any of 
the listed audit findings. In most cases we are proceeding in directions that 
are indicated and find the audit a helpful refocusing on management issues. We 
would particularly like to comment on the findings in number 15 and number 16. 
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Wi 11 iam Kidder 
Page Two 
March 19, 1990 

#15 The community housing needs of our citizens with mental illness 
continues to outpace the supply. We are the only state that has 
reduced and stabilized our high cost institutional population. We 
will not be able to maintain that stability without additional 
community housing support. We are planning new low cost models of 
outreach housing support and would hope to have them considered in 
the future. Instead of looking to group homes, where a fairly 
constant, shift staffing pattern occurs, supported housing is based 
on a client's personal choice of apartment (or other setting). The 
agency titrates its staffing to the minimum necessary levels such as 
phone contact, crisis outreach, routine visits, or crisis 
supervision. This offers the best hope of an economical support base 
for our clients. 

#16 Again, we are the only state to have both a major homeless shelter 
development effort, as well as a community mental health-to-shelter 
liaison effort managed concurrently by a state mental health 
administration. We will continue to develop the homeless 
prevention/transition programs on behalf of mentally ill persons. We 
are expanding our planning effort per the recommendation. 

I assure the Fiscal Committee that we will further develop the 
accountability mechanisms listed in the audit to the extent of our resource 
capabilities. It should be noted, however, that major personnel reductions 
have limited our capacities. Again we thank LBA staff and the Fiscal Committee 
for their support to mentally disabled people. 

DLS:mry 
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AP.P.F.HliX B 

SliM\RY OF :RF.SRmF.S 

OCTOBER 13, 1989 

Please respond to the following questions by choosing the one best answer. 
If you feel you have no :basis on which to fonn an opinion, simply indicate 
your answer as "Don't Know." Please feel free to add any comments or 
explanations you wish to make to the questions or to your responses. 

All survey resp::>nses will be kept strictly confidential. Results of the 
survey will only be rep::>rted in the aggregate so that specific regions 
cannot be identified. 

We would appreciate your participation in order that we can prepare a more 
accurate and comprehensive rep::>rt on New Hampshire's mental health system. 

1. OVerall, how would you rate the effectiveness of the state's current 
structure of mental health services with connm..mity mental health 
centers, designated receiving facilities (DRFs), and New Hampshire 
Hospital? 

_3_ very effective 
not very effective 

_7_ somewhat effective 
don't krlow 

2. How would you rate the Division of Mental Health and Developmental 
Services' overall coordination of the three levels of mental health 
services? 

3. 

_1_ very good 
_1_ not very good 

_6_ good 
poor 

_2_ fair 
don't know 

How would you rate the degree of coordination between the following 
service provider levels in your region? (check one response for each 
item) 

Does 
Don't not 

High Moderate I.I:M know .9P.Qly 
a. mental health center 

and DRF? _ 2_ _ 1 _ _ 1 _ _6 _ 

b. DRF and New Hampshire 
Hospital? _ 2_ _ 2 _ _1 _ _ 5 _ 

c. mental health center and 
New Hampshire Hospital? _ 5_ _4_ _1 _ 

NOIE: When all ten mental health centers did not respond to a question, 
the rnnnber that did respond is indicated in parentheses. 
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4. a. FOR CENTERS aJRRENTLY USING A DRF: How adequate are the number 
of DRF beds for the needs of clients in your region? 

( 4) _ more than adequate _J._adequate _L not adequate _ don't know 

(6) 

(9) 

(9) 

b. FOR CENTERS NOr USING A DRF: How would you rate the need in your 
region for DRF beds? 

_J._ strong need __L moderate need _Lslight need don't know 

5. How would you rate the effectiveness of DRFs in serving their 
intended client population? 

_3_ good fair __L poor _3_ don't know 

6. a. How adequate is your current allotment (fiscal year 1990) of New 
Hampshire Hospital beds for the needs of your clients? 

_ more than adequate _L adequate _L not adequate _don't know 

b. How adequate was last year's (fiscal year 1989) allotment of New 
Hampshire Hospital beds? 

_ more than adequate _L adequate __§__ not adequate don't know 

7. How would you rate the effectiveness of New Hampshire Hospital in 
serving their intended client population? 

_5_ good _4_ fair _1_ poor don't know 

8. How would you rate the level of competition from other private (for­
profit) mental health facilities for your center's: 

a. staff? 

b. paying clients? 

High Moderate low 

_8_ 

_6_ 

_2_ 

_ 2_ 

Don't know 

_1 _ 

9. To what degree does the competition from other private mental health 
facilities affect the ability of your center to operate efficiently 
and effectively? 

....L a high degree __§__ moderate degree ....L low degree _don't know 
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10. HOI!l i.rrportant is the state's designation of your agency as a 
"canununity mental health center" to the successful operation of your 
agency? 

_jQ_ very i.rrportant 
not i.rrportant 

mcx:leratel y i.rrportant 
don't know 

11. HOIN' would you rate the Division of Mental Health arrl Developmental 
Services' controls over the revenues arrl e.xperxtitures of your 
agency's state-funded programs? (for exan1ple, financial records 
required, independent audits, financial reviews, etc.) 

_9_ burdensome (too many arrlfor too strict controls) 
_1_ adequate 

not adequate (tex> few arrlfor tex> lex>se controls) 
-- don't knOIN' 

12. HOI!l much have the Division's financial controls over your agency's 
state-funded programs changed in the last five years? 

_6_ much stricter nOirl 

much lex>ser nOIN' 
2 stayed al:x>ut the same 

_2_ a little stricter nOIN' 
a little lex>ser nOirl 

don't knOIN' 

13. HOI!l would you rate the Division's controls over the clients served, 
units of service provided, staffing, and other program elements ·of 
your agency's state-funded programs? (for exan1ple, program records 
required, quality assurance or program reviews, staffing 
requirements, etc. ) 

_9_ burdensome (too many arrlfor too strict controls) 
_1_ adequate 

not adequate (too few and/or too lex>se controls) 
-- don't knOIN' 

14. HOW' much have the Division's program controls over your agency's 
state-funded programs changed in the last five years? 

_6_ much stricter nOIN' 
much looser nOirl 

2 stayed a.l::x:>ut the same 

_2_ a little stricter nOirl 

a little lex>ser nOIN' 
don't knOIN' 
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15. If you could make one change in the way the Division administers its 
contract with your agency, what would it be? 

(9) Two centers eadl ~ reduci.rg cxxrt:tols aver details mrl 
reduci.rg duplicative 111lDitor:.inJ. other ~ens adfressed cash 
flow, fixed rate per service unit, .i.ncenti.ves, mrl :rosiness needs. 

(8) 

16. Please indicate the number of unduplicated clients served in your 
agency's state-funded programs for the year July 1, 1988, through 
June 30, 1989, by the following diagnostic categories: 

1, 530 schizophrenic disorder 
1, 173 sul:stance abuse disorder 
_m organic mental disorder 
_m i.npulse control disorder 
___a§ paranoid disorder 

413 psychosis not classified 
elsewhere 

3,344 affective disorder 
799 personality disorder 

5, 124 adjustment disorder 
1, 138 anxiety disorder 
1, 659 all other disorders 

192 diagnosis unknown 

17. Please indicate the number of unduplicated clients served in your 
agency's state-funded programs for the year July 1, 1988, through 
June 30, 1989, by their sex: 

8,521 male 11,525 female 103 unknown 

18. Please indicate the number of unduplicated clients served in your 
agency's state-funded programs for the year July 1, 1988, through 
June 30, 1989, by the following age categories: 

4,509 o - 17 years old 156 age catego:ry unknown 

4,666 18 - 34 years old > 
(6) 3,104 35 - 49 years old>>> 12,812 18 - 59 years old if mare 

915 50 - 59 years old > specific data is not available 
(10) 

2,533 60 years or older 

19. Please indicate the number of unduplicated clients screened through 
the intake process by your agency for the year July 1, 1988, through 
June 30, 1989, who: 

724 were admitted to a designated receiving facility voluntarily 
(4) ~were admitted to a DRF involuntarily 

_(§). agency does not use a DRF 
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20. Please indicate the total number of unduplicated clients served in 
your agency's non-funded programs for the year July 1, 1988, through 

(9) June 30, 1989: 10,924 (_1_ no data available) 

21. How would you rate the appropriateness of existing criteria for 
certifying clients? 

SMI: too strict _2_ 
00.!. too strict _3_ 

appropriate _8_ too lenient 
appropriate _7_ too lenient ----

22. How effective is the certification system in ensuring that the most 
seriously ill clients receive needed services? 

_2_ very effective 
not effective 

_8_ moderately effective 
don't know 

23. Do the criteria for certification need to :be changed? 
__§__ yes __Lno 

( 6) If so, how? All StqJeSti..ans were to 1:a:caden criteria or 
definitions in varic::us ways, sud:l as i.nclolii:g clients with 
addictions, sritst:arD! abJse, antisocial beha.v:i..or, less ill 
clients en p.lblic 'Welfare, etc. other ~ were to JDt 
reJIIJVe ~icati.an as fast for those startiig to .iDp:ove ani 
clari.:fyi.DJ drlldr:en •s stama:rds. 

(9) 

24. How many full-time equivalent staff did your agency have (on average) 
during the year July 1, 1988, through June 30, 1989? 1.260 

25. What was your staff turnover during that same year? 
(respond with either percent turnover or actual mnnber of full­
time equivalent staff who left during the year) 

12. 6 % (Total) _l1L no data available 

26. What is the current average case load for case managers in your 
agency? 364 

27. What was the average case load for case managers last 
year? 384 
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28. Please irrlicate how many clients your agency had on waiting lists for 
the Division-funded programs listed below on the dates specified. If 
data is not available for all dates, please irrlicate "NA. " If there 
were no clients on waiting lists at certain dates, please irrlicate 
"O." 

10/1/89 or 
MOst CUrrent 6/30/89 

a. Housing 107 (8) 
b. Vocational Services __R(3) 

_.2£_(5) 
~(3) 

6/30/88 

84 (3) 
31 (2) 

6/30/87 

95 (3) 
____TI_(1) 

( 6) Please list any other services for which your agency maintains 
waiting lists an:i the rnnnber of clients waitin]: Two centers each 
listed d:l:ildr:en's services ani :restora.tivef:rebahi1i:tative partial 
haspitalizat:i.al. One center eadl listed case ~, 
:naintenance, adu1t outpat:ient, ani adul.t J'lal-'Certified services. 

(9) 

29. How has the rnnnber of beds in Division-funded housin] programs 
changed from a year ago? 

gained _5_ lost __ _ stayed the same _4_ 

30. 
(0) 

If your agency has lost beds, how many? 
To what do you attritute this loss? -------

31. Please rank the followin] housin] options by need in your region. 
( 1= most needed, 2 = second most needed, 6= least needed) 

(7) 2.29 independent livinJ 
(9) 1. 88 supervised apartments (Scm:es are avaage 
(9) 3. 44 community residences caJirl:ned :msp:nse. ) 
(8) 1.87 crisis housin] 
(6) 4.00 respite care 

32. What client populations are hardest to place in appropriate housinJ? 
(for exanple, clients with families, elderly clients, dual diagnosis, 
etc.) 

(8) Seven centers cited clients with dual. diagrv:sis of :mental illness ani 
su1::stance ablse, four cited those with disruptive or: t:hreate.n.:i.J 
beha:vi.ar, ani t:bree centers eadl cited elderly ani those with pear 
daily liv.i.Ig s1dll.s. 
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(7) 

33. As of September 30, 1989, how many clients does your agency estimate 
to be: 

homeless? 80 

don't know _ ___._.(2._..}_ 

near homeless? 153 
(living with frierxis, 
relatives, or others in a 
temporary situation) 

34. Of the unduplicated clients served in your agency's state-:funded 
vocational services program during the year July 1, 1988, through 
June 30, 1989, how many: 

(8) a. became employed in a "non-sheltered," salaried job? 322 
(4) b. became employed in a "sheltered" job? (full-salaried or 

subsidized) 191 
(3) c. became employable, but no jobs were available? 40 

d. no data available (2) 

(9) 

(9) 

35. How would you rate the receptiveness of employers in your region 
toward hiring your agency's vocational services clients? 

_2_ very receptive 
__ not receptive 

_7_ somewhat receptive 
_1_ don't know 

36. Please rate the availability and quality of mental health services in 
your region, taking into consideration services provided by private 
agencies/institutions and any other public agencies/institutions, in 
addition to services provided by your agency. 

AVAIIAB1I.J.TY OF SERVICES IS: 
(check one response for each item) 

Services Not 
Adeauate Adeauate 

a. Adult inpatient 7 3 
b. Adult outpatient 7 3 
c. Adult housing 9 

d. All child/adolescent 1 9 
e. All elder services 1 9 

Dual Diagnosis: 
f. I substance abuse 9 
g. /mentally retarded 2 6 
h. /homeless 1 8 
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36. (COntinued) (J1ALI'lY OF SERVICES IS: 
(check one response for each item) 

Don't 
Services §QQ9 Fair Poor Know 

i. Adult inpatient _ 6_ _4 _ 
j. Adult outpatient _ 8_ _2 _ 
k. Adult housing _ 6_ _3 _ _1_ 

1. All child/adolescent _ 5_ _5 _ 
m. All elder services _ 3_ _7 _ 

Dual Diagnosis: 
n. /substance abuse _1_ ___§_ _2_ __l._ 
o. /mentally retarded _L _4 _ _4_ 
p. /homeless _ 2_ _3 _ 3 ___£_ 

37. In general, how would you rate the accessibility of mental health 
services in your region: (check one in each section) 

38. 
(7) 

a. Available services are: _6_ well-publicized/well-known 
_4_ somewhat publicized/known 
__ not publicized/little-known 

don't know --
b. Available services are: _3_ easy to obtain 

Any additional conunents? 

_]__ obtainable, but with some 
difficulty 
difficult to obtain 

-- don •t know 

Four centers cited l..a.dc. af service cptians far :mn-oertified, m:n­
.insm:ei adults; bJo centers noted that clients with private :insu:ran:::e 
have access to private sector services. ot:her o ••••en.t:s ment::i.aled 
inadequate insuratrJe coverage, substantial. waitinj lists, inadequate 
plblic transpartat:.:i in rural areas am tbe success af tbe divisim 
in pnwidi:oJ an array af services am qpx1mriti.es far dlrarl..call.y 
am severeJ.y :mentally ill. 

39. How would you rate your agency's control over admissions to New 
Han"pshire Hospital from your region? (which clients, when, etc.) 

_1_ more than adequate 
don't know 

_8_ adequate 
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40. Hov.r would you rate your agency's control over discharges from New 
Hanpshire Hospital to your region? 

more than adequate 
don't know 

_6_ adequate _4_ not adequate 

41. Hov.r would you rate the coordination of client treatment between your 
agency and New Hanpshire Hospital on: 

a. admissions to NHH? _Lhigh _§_IOOderate _Llow don't knov.r 

b. follov.r-up after 
discharge from NHH? _l_high _§_IOOderate _Llow don't knov.r 

42. overall, hov.r would you rate your agency's working relationship with 
New Han"pshire Hospital? 

_2_ very good _4_ good _2_ fair _2_ not very good 

-- poor don't knov.r 

43. If there were one way you could change your agency's interactions 
with New Hampshire Hospital, what would it be? 

{8) Five centers StqJeSt:ed the need far JDX"e CCIIIIIlllicatial, 
coll.al:xJratim., ard/ar cxxmlinatim., especially at di.scbazges ard 
follc:Jiilf""UP. Two cited the need far JDX"e resc::Jlli.'CeS to ioprove 
cxxmlinatim. ard to mpmsize clinical needs OW!r quotas. other 
~ inc1uded center cantro1 OW!r its share of the bospita1 
bldget ard the need far JDX"e ext:erD:d treatment beds. 

44. 

45. 
(7) 

How effective are current standards for involuntary emergency 
admissions (IEAs) in : (check one response for each item) 

Very Somewhat Not Don't 
effective effective effective Know 

a. providing mental health 
services to those who 
need them? _1 _ _ 8_ _1_ 

b. protecting clients' rights? _8_ _E_ 

c. assuring the safety of 
individuals and society? _1 _ _ 9_ 

Do current IF.A laws need to be changed? _9_ yes 1 no 
If yes, how? 'lbr:ee c:ent:ers StqJeSt:ed allowi.Ig 1:EAs of clients 

who are not darger:ws but are too d:isturlJed to k:J:Di they need care. 
others suggested allowi.Ig a serious possibility of harm. to camt m:n:e 
than an actual :r:ea:!lt act, all.owiDJ p;ydlo1ogists as liJell as doctatS 
to institute I:EAs, ard all.owiDJ those who are .i.ntaxi.Ca:ted, 
darger:ws, ard have a histar:y ar sy.nptans of mental. illness to be 
invo1tmtarily admitted. 
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46. How much interaction does your agency have with other community 
mental health centers in the state? 

_4_ a lot (daily to weekly contact) 
_6_ :rocrlerate (Ironth.ly) 

not much (less than once a Ironth) 
-- virtually none 
-- don •t know 

4 7. overall, how would you rate your agency • s working relationships with 
other mental health centers? 

_2 very gocx:l _6_ good _1_ fair 

__ not very good --poor _1_ don •t know 

48. OVerall, how would you rate your agency's working relationship with 
the Division? 

_3_ very good 

_1_ not very good 

_4_ good 

poor 

_2_ fair 

don't know 

49. How has your current relationship with the Division changed from five 
years ago? 

_5_ much better now 

about the same 

much worse now 

_4_ somewhat better now 

_1_ somewhat worse now 

don't know 

50. Please rate the working relationships your agency has with the 
followin;J groups in your region: (check one response for each item) 

Not Don't 
~ Fair Poor Applicable Know 

a. police ~ _1_ 
b. other law enforcement _6 _ _ 3_ _1_ 
c. homeless shelters _7 _ _ 1_ _L _1_ 
d. local hospital _4 _ _ 6_ 
e. DRF _2 _ _ 1 _ _ 1_ _6_ 
f. private mental health hospital _3_ _L _2 _ _4_ 
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(7) 

50. (Continued) 
Not Don't 

Good Fair Poor Aoolicable Know 
others you deal with regularly: 

g. Div:isicn of <h:i.ld:ren & Youth _2_ _.l_ 

h. Sdlools _2_ _.l_ 

i. state Welfare _2_ _.l_ 

j. I.ccal Welfare _2_ 

k. C1mgy /Cllur'dl _2_ 

other arganizaticns were listed by ally one CXI!IJimity mental health 
center eadl. 

51. Would you like a copy of the final perfonnance audit report? 

_!Q_ yes no 

Please return this survey with your responses by OCIOBER 
27, 1989, in the enclosed, postage-paid envelope to: 

Office of legislative Budget Assistant -- Audit Division 
state House, Room 102 
Concord, NH 03301 

If you have any questions, please call Linda Wannack, senior 
auditor, at 271-2785. 
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