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GLOSSARY

Acute Care Hospital . A short-stay health care facility
licensed by the state for the treatment of emergency, chronic
or short-term illness, disease or other health problem.

Acute mental illness . A mental illness that is serious
enough to require prompt intervention. (1987 Statute.)

Affective Disorder . A disturbance of mood which has a manic
or depressive syndrome not due to any other physical or
mental disorder. Major affective disorders include bipolar
disorder (manic depression) and major depression.

Bipolar Affective Disorder . See Manic Depression.

Board and Lodging . A licensing category applying to all
facilities which provide rooms and/or meals. These facilities
are inspected for safety and sanitation standards, but not
licensed to provide medical or health care. These facilities
do not provide mental health programs, although some provide
limited activity programs and assist their residents in using
community resources. In a number of these facilities,
especially in Minneapolis and St. Paul, a majority of
residents have been hospitalized for mental illness.

Borderline Personality Disorder . A personality disorder in
which there is instability in a variety of areas, including
interpersonal behavior, mood, and self-image. Interpersonal
relations are often intense and unstable with marked shifts
of attitude over time. Frequently there is impulsive and
unpredictable behavior that is potentially self damaging.
During periods of extreme stress psychotic symptoms may
occur. There is often considerable interference with social
or occupational functioning.

Case Management . The Comprehensive Mental Health Act
(Minnesota Statutes, section 245.462, subdivision 3), as
amended in 1988, defines case management activities for
persons with mental illnes as "activities that are
coordinated with the community support services program...and
are designed to help people with serious and persistent
mental illness in gaining access to needed medical, social,
educational, vocational, and other necessary services as they
relate to the client’s mental health needs. Case management
activities include developing an individual community support
plan, referring the person to needed mental health and other
services, ensuring coordination of services, and monitoring
the delivery of services.
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An expanded definition was suggested in 1976 by the Joint
Commission on Accreditation of Hospitals:

Case management services are activities aimed at
linking the service system to a consumer and
coordinating the various system components in order
to achieve a successful outcome. The objective of
case management is continuity of services...Case
management is essentially a problem-solving
function designed to ensure continuity of services
and to overcome systems rigidity, fragmented
services, misutilization of certain facilities and
inaccessibility.

Community Social Services Act (CSSA) . Legislation passed in
1979 which shifted the responsiblity for planning and
implementing human service programs from the state level to
the local level. CSSA is a block grant replacing a variety of
categorical funds dedicated to specific health and social
purposes. CSSA funds incorporate federal Title XX funds ($45
million annually) state dollars ($50 million annually) and
county tax dollars ($200 million annually). An average of
twenty percent of CSSA funds, approximately $60 million in FY
1988, goes toward mental health services.

Community Support Services Program (CSP) . Programs offering

community support to persons with mental illness originally
encouraged by the National Institute of Mental Health. (In
Minnesota Comprehensive Mental Health Act, Minnesota
Statutes, section 245.462, subdivision 6.) a "Community
support services program” means services, other than
inpatient or residential treatment services, provided or
coordinated by an identified program and staff under the
clinical supervision of a mental health professional designed
to help people with serious and persistent mental illness to
function and remain in te community. A community support
services program includes;

(1) client outreach,

(2) medication management,

(3) assistance in independent living skills,

(4) development of employability and supportive work
opportunities,

(5) crisis assistance,

(6) psychosocial rehabilitation,

(7) help in applying for government benefits, and

(8) the development, identification, and monitoring of
living arrangements.

The community support services program must be coordinated
with case management activities.
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Continuum of Care . The availability to clients in a
geographic area of a comprehensive array of preventive,
emergency, diagnostic, treatment, and rehabilitative mental
health services which offer varied amounts of support and
care depending on the individual client’s needs.

Decompensation . The deterioration of an individual’s mental
health severe enough to cause a significant increase in
symptoms and a decrease in functioning.

Deinsitutionalization . The movement away from traditional

institutional settings, particularly publicly operated
facilities, for persons with mental illness and retardation
and the concurrent expansion of community-based settings for
the care of these individuals. Deinstitutionalization was
supported by the conviction that persons would have an
improved quality of life with "normalization” in the
community than in institutional settings.
(Deinstitutionalization also describes the decline in the
population of state hospitals and the return of persons to
the community without the creation of adequate community
services. )

Delusion . A false personal belief based on incorrect ideas
about reality and firmly adhered to in spite of proof to the
contrary. Common types of delusion include:

1. being controlled by some external force

2. grandiosity - an exaggerated sense of the person’s own
importance, power, knowledge, or identity

3. Jjealousy

4., persecution

5. reference - events or objects have a special
significance.

6. somatic - pertaining to the person’s body.

Diagnostic Assessment . A written summary of the history,
diagnosis, strengths, vulnerabilities, and general service
needs of a person with mental illness using diagnostic,
interview, and other relevant mental health techniques
provided by a mental health professional. The diagnostic
assessment is used in developing an individual treatment plan
or individual community support plan.

Emergency 72 Hour Hold . The 1982 Commitment Act provides for
a 72 hour hold (not including Saturdays, Sundays or legal
holidays) in cases where persons with acute mental illness
are "in imminent danger of causing injury to self or others
if not immediately restrained." The patient must be given a
medical examination within 14 hours. After 72 hours the
hospital either 1) allows discharge, 2) allows voluntary
admission, or 3) asks for prepetition screening, the first
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step toward legal commitment, to be initiated. The court may
issue a hold order for up to 14 days.

General Assistance (GA) . A state and county income program
to low income persons who do not qualify for any federal

., programs. General Assistance recipients receive payments of
$209 monthly.

General Assistance Medical Care (GAMC) . Health coverage for
low income persons not eligible for other health care
programs; supported from state and county funds.

Hallucination . A perception of the senses without the actual
stimulation of the sensory organ. Types of hallucinations
include:

1. auditory - voices, music, and other sounds

2. gustatory - taste

3. olfactory - smell

4, somatic - the perception of a physical experience within
the body

5. tactile - feelings of touch on or under the skin

6. visual - sight.

IMDs (institutions for mental diseases) . According to
federal legislation passed in 1988, IMDs are facilities which
provide diagnosis, treatment or care to more than 16 persons
who have mental illness. Persons between the ages of 22 and
64 who reside in IMDs do not qualify for Medicaid coverage
for any medical services, or for case management. IMDs
include hospitals, nursing homes and Rule 36 facilities.

Individual Community Support Plan . A written plan developed
by a case manager on the basis of a diagnostic assessment.
The plan identifies specific services needed by a person with
a serious and persistent mental illness to develop
independence or improved functioning in daily living, health
and medication management, social functioning, interpersonal
relationships, financial management, housing, transportation,
and employment.

Treatment Plan . A written plan of intervention,
treatment, and services for a person with mental illness that
is developed by a service provider under the clinical
supervision of a mental health professional on the basis of a
diagnostic assessment. The plan identifies goals and
objectives of treatment, treatment strategy, a schedule for
accomplishing treatment goals and objectives, and the
individual responsible for providing treatment to the person
with mental illness.

Major Depression . Persistent unhappiness characterized by
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listlessness, loss of appetite, sleep disorders, thoughts of
suicide, etc. A diagnosis of major depression requires that
the person’s behavior meet a number of specific criteria over
a period of at least two weeks.

Manic Depression (or bipolar affective disorder) . A disorder
in which an elevated, expansive or irritable mood alternates
or intermingles with a depressive mood. The manic phase may
be marked by increased activity, or restlessness, a flight of
ideas, inflated self-esteem, (gandiosity, which may be
delusional), a decreased need for sleep, and excessive
involvement in activities which have a high potential for
painful consequences.

Medical Assistance -(also known as Medicaid, MA or Title XIX)
A matched federal, state, county program of medical insurance
for persons receiving AFDC, SSI or meeting income eligibility
guidelines.

Medicare . Federal health insurance for elderly and certain
disabled persons (Title XVIII of the Social Security Act.)

Mental Health Practitioner . A mental health practitioner is
a person providing services to persons with mental illness

who is qualified in at least one of the following ways:

(1) holds a bachelor’s degree in one of the behavioral
sciences or related fields from an accredited college or
university and has at least 2,000 hours of supervised
experience in the delivery of services to persons with mental
illness

(2) has at least 6,000 hours of supervised experience in
the delivery of services to persons with mental illness;

(3) is a graduate student in one of the behavioral
sciences or related fields from an accredited college or
university and has less than 4,000 hours post-master’s
experience in the treatment of mental illness;

(4) holds a master’s or other graduate degree in one of
the behavioral fields from an accredited college or
university and has less than 4,000 hours post-master’s
experience in the treatment of mental illness.

Mental Health Professional . A mental health professional is
a person providing clinical services in the treatment of
mental illness who is qualified in at least one of the
following ways:

(1) in psychiatric nursing: a registered nurse with a
master’s degree in one of the behavioral sciences or related
fields from an acecredited college or university or its
equivalent, who is licensed under Minnesota law (sections
148.171 to 148.285) with at least 4,000 hours of
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post-master’s supervised experience in the delivery of
clinical services in the treatment of mental illness;

(2) in clinical social work: a person licensed as an
independent clinical social worker under Minnesota law
(section 148B.21, subdivision 6) or a person with a master’s
degree in social work from an accredited college or
university, with at least 4,000 hours of post-master’s
supervised experience in the delivery of clinical services in
the treatment of mental illness;

(3) in psychology: a psychologist licensed under Minnesota
law (sections 148.88 to 148.98) who has stated to the board
of psychology competencies in the diagnosis and treatment of
mental illness;

(4) in psychiatry: a physician licensed under Minnesota law
(chapter 147) and certified by the American board of
psychiatry and neurology or eligible for board certification
in psychiatry; or '

(5) in allied fields: a person with a master’s degree from
an accredited college or university in one of the behavioral
sciences or related fields, with at least 4,000 hours of
post-master’s supervised experience in the delivery of
clinical services in the treatment of mental illness.

Mental Illness . (As defined by the Minnesota Comprehensive
Mental Health Act of 1987). An organic disorder of the brain
or a clinically significant disorder of thought, mood,
perception, orientation, memory, or behavior that seriously
limits a person’s capability to function in primary aspects
of daily living such as personal relations, living
arrangements, work and recreation.

Mental Retardation . Significantly subaverage general
intellectual functioning (an IQ of 70 or below) with onset

before the age of 18. Mental retardation may result in
deficits or impairments in adaptive behavior.

Supplemental Aid (MSA) . Payments to supplement SSI

funds for low income elderly and disabled persons, supported
from state and county funds. Ordinarily these payments go to
facilities to support residents rather than to the residents
themselves.

Nursing Home . Facilities licensed to serve persons who
require continuing nursing care as well as personal care and
supervision. Nursing homes are licensed by the Minnesota
Department of Health.

Psychosis (psyvchotic) . A severe impairment of the individual

in relating to reality, often evidenced by delusions or
hallucinations.

Regional treatment centers (RTICs) . Formerly known as state
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hospitals, six of Minnesota’s RTCs, at Anoka, Brainerd,
Fergus Falls, Moose Lake, St. Peter and Willmar, serve
persons with mental illness. The Minnesota Security Hospital
at St. Peter has a capacity of 236 beds for patients judged
mentally ill and dangerous.

Residential treatment facilities . See Rule 5 and Rule 36.

RBule 5 . State licensing rule establishing the requirements
of residential treatment facilities for children and youth
who are emotionally disturbed and/or behaviorally disordered.
Forty-one residential treatment facilities were licensed
under Rule 5 in April 1987.

Rule 12 . State funding stream which supports Rule 36
residential treatment facilities.

RBule 14 . State funding stream which supports community
programs for mentally ill people other than Rule 36
facilities.

RBule 289 . Voluntary certification of mental health clinics
and centers. Facilities must have a multi-disciplinary staff,
a staff of at least four persons, and regular service of a
psychiatrist and psychologist. Licensing ordinarily qualifies
centers for private insurance reimbursment.

Rule 36 . First promulgated in 1974 Rule 36 sets licensing
standards for programs in residential facilities for mentally
ill adults. It ensures that, in addition to providing
residents with room and board, facilities will offer
appropriate programmatic services aimed at maximizing a
resident’s ability to function independently. Such facilities
must obtain a license from the Department of Human Services.

Schizophrenia . A group of diseases characterized by
delusions, hallucinations or a disordering of thought
processes, an inability to think straight. When their more
florid symptoms are absent, persons with schizophrenia may be
characterized by a lack of emotion, apathy and inertia. At
other times, persons may show no signs of the disorder.

Schizophrenia involves deterioration from the persons’s
previous level of functioning during some phase of the
illness in such areas as work, social relations and
self-care.

The age of onset of schizophrenia is before age 45, usually
during adolescence or early adulthood.

section 8 Lower-Income Rental Program . A housing assistance
program, administered by the U.S. Department of Housing and
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Urban Development, under which eligible families, handicapped
and elderly persons pay no more than 30 percent of their
income toward rent. The Section 8 Existing Housing Program,
administered by the local housing authority, gives eligible
tenants "Section 8 Certificates"” for rental subsidy. When the
tenant finds a suitable apartment, the local housing
authority contracts with the landlord to pay the rental
subsidy. Under the Section 8 New Construction Program, now
repealed, HUD agreed to subsidize rents on units occupied by
eligible lower income persons for approved developers.

Serious and Persistent Mental Illness . (under 1987 Minnesota
law) applies to persons who have a mental illness who meet at
least one of the following criteria:

1) the person has undergone two or more episodes of
inpatient care for mental illness within the preceding 24
months;

2) the persons has experienced a continuous psychiatric
hospitalization or residential treatment exceeding six
months’ duration within the preceding 12 months;

3) the person:

(i) has a diagnosis of schizophrenia, biploar disorder,
major depression, or borderline personality disorder;

(ii) indicates a significant impairment in functioning;
and

(iii1) has a written opinion from a mental health
professional stating that the person is reasonably likely to
have future episodes requiring inpatient or residential
treatment, of a frequency described in clause (1) or (2),
unless an ongoing community support services program is
provided; or

4. the person has been committed by a court as a mentally
ill person under chapter 253b, or the patient’s commitment
has been stayed or continued.

Social Security Disability Income (SSDI) . A federal social
security program for persons with disabilities who have
worked a certain time in the past. Monthly payments vary
according to the length of time worked and the person’s
income level during employment. Persons qualify if they have:

Mental illness resulting in marked constriction of
activities and interests, deterioration in personal
habits or work-related situations, and seriously
impaired ability to get along with other people.

SSDI recpients ordinarily qualify for either Medicare or
Medicaid.

Supplemental Security Income (SSI) . A federal program for
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persons with demonstrated disabilities which prevent
productive work. SSI recipients usually qualify for Medical
Assistance. Individual recipients currently receive payments
of $369 monthly. SSI, in contrast to SSDI, is for individuals
who have not worked extensively before the onset of their
disability.

supported Employment . Supported employment assumes that even
persons with severe disabilities can do meaningful productive

work in normal settings if that is what they choose to do and
if they are given necessary supports. Supported employment
helps persons with severe psychiatric disabilities maintain
Jjobs in integrated employment settings by providing the
needed job development, placement, training anhd support.
Frequently Jjob coaches are involved over the long term.

Tardive Dyskinesia (TD) . A disorder characterized by
involuntary movements usually affecting the mouth, lips and

tongue and sometimes the trunk and other parts of the body.
TD generally occurs in about 15 to 20 percent of patients who
have received antipsychotic drugs for many years; however it
can occur in patients treated with these drugs for shorter
periods. Once considered ireversable, TD has now been shown
to improve in some cases.

Title XX . Federal "Social Service" funds passed through to
county by state for use for low income persons and persons
with handicaps.




PREFACE

This monitoring workbook is the second publication in a two
yvyear study of the "mental health system in Minnesota with
particular emphasis on the availability and quality of
community services"” undertaken by the League of Women Voters
of Minnesota. The first report Serving Minnesota’s Mentally
I11ll: An Introduction was published in ‘April 1988.

It is our hope that this workbook will support citizen
monitoring activities by members of concerned organizations,
including county Mental Health Advisory Councils, chapters of
the Alliance for the Mentally Ill and the Mental Health
Association, local Leagues of Women Voters and by members of
the general public.

As a second component of the focus on monitoring the League
of Women Voters of Minnesota Education Fund will offer four
regional workshops in the fall of 1989 to all citizens
interested in monitoring mental health services at the county
level.

The workbook is divided into several parts. An introduction
explains the concept of citizen monitoring. Part One
suggests approaches to monitoring and gives ideas on how to
proceed. Part Two lists the legal requirements for counties
laid out by the 1987 Comprehensive Mental Health Act, as
amended in the 1988 legislative session. This is intended as
a baseline with which all interested citizens should be
familiar. The State and County Information section provide
information, including data on mental health programs, for
all 87 Minnesota counties. The Master Checklist section
contains the seven checklists which are intended to be
monitoring tools. Lastly, there is a place for filing
completed checklists for future reference.

It is our hope that this monitoring project will be
longlasting and that it will evolve. As a first step toward
meeting future needs, the League of Women Voters Education
Fund will make available a checklist on child and adolescent
services after the 1989 legislative session. (See Order
Blank)

The League greatly appreciates the generosity of the
individuals listed under "Resources"” in sharing their time
and expertise with us. The responsibility for the text, of
course, rests with the League of Women Voters of Minnesota
alone.




INTRODUCTION

This monitoring workbook is intended to help Minnesota
citizens assess mental health services in their counties. It
is primarily geared toward the evaluation of publicly funded
programs, some of which are provided directly by counties and
some of which are provided by private agencies under county
contract. Services discussed are mainly those geared toward
persons with acute mental illness and serious and persistent
mental illness, groups which are given priority for service
under the law. Persons with serious and persistent mental
illness include individuals who would once have expected to
spend much of their adult lives in state hospitals. However,
the law requires counties to make services available to all
persons with mental illness and to offer education and
prevention services.

The focus is on monitoring services at the local level
because the 1987 Minnesota Comprehensive Mental Health Act
mandated that all Minnesota counties develop and coordinate

an array of locally available affordable mental health
services.

Researchers at the University of Minnesota estimate that
between 22,000 and 29,000 Minnesotans have a chronic mental
illness (this category generally coincides with "serious and
persistent” mental illness.) According to one ranking,
compared to other states Minnesota now ranks 33rd (up from
37th in 1986) in services for persons with serious mental
illness. Because of the impetus from the 1987 law Minnesota
is cited as one of six states "improving most impressively. "
This ranking is given in Care of the Seriously Mentally I11.
A Ratind of State Prodgrams by Drs. E. Fuller Torrey and
Sidney Wolfe and Laurie M. Flynn published Jointly by the
Public Citizen Health Research Group and the National
Alliance for the Mentally Ill.

In addition to the ranking as 37th in 1986 a report by the
Governor’s Mental Health Commission in the same year declared
that Minnesota had a "nonsystem" of mental health services.
Also in 1986, the Legislative Audit Commission documented the
lack of community services for many persons with mental
illness who were discharged from regional treatment centers
(formerly state hospitals).

These reports, as well as testimony at hearings on mental
health services throughout Minnesota, convinced Governor
Perpich and the Minnesota Legislature of the need to take
action. The Minnesota Comprehensive Mental Health Act
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mandated for the first time that all 87 counties provide a
continuum of services for persons with mental illness.

In Minnesota, as in other states, the
"deinstitutionalization" movement of the 1960°’s and 1970’s
saw the discharge of many persons with mental illness from
state hospitals to the community. The number of persons with
mental illness in state hospitals declined from a high of
11,500 in 1955 to a low of 1,200 in 1985. However,
appropriate community services had failed to develop.

This monitoring project will attempt to help interested
citizens determine the extent to which a complete range os

community services of high quality is being established their
county.

The county level of government is often the one least
understood by citizens. Until the 1960s counties in
Minnesota, as in the rest of the United States, were
Primarily concerned with “"infrastructure" issues, often
involving roads and bridges. Since the 1960’s, however, when
the old township relief system for support was shifted to the
county level, counties have assumed the primary role in
providing a wide variety of human services. Minnesota’s
social service system operates on a state supervised, county
administered basis. Each county has great authority in
creating, funding and operating services.

The 1979 Minnesota Community Social Services Act (CSSA)
shifted much of the responsibility for allocating funds and
planning and implementing human service programs from the
state to the county level. CSSA monies are block grant funds
for a variety of social services which incorporate Title XX
federal funds as well as state and county dollars. In
addition, counties administer designated funds specifically
for community mental health services, including Rule 12 funds
for Rule 36 adult residential treatment facilities and Rule
14 funds for community support pPrograms.

Counties now have great responsibility in planning and
delivering human services. However, county representatives
report that federal and state mandates are frequently not
accompanied by adequate appropriations. Moreover, the county
tax base, which relies almost entirely on the property tax,
is far less flexible than the tax base available to the state
or federal governments. Because of the dependence of county
revenues on the property tax, counties explain, revenues may
fall at precisely the time when the need for social services
rises. Incidents of child abuse and mental health problems,
for instance, increased during the farm depression in much of
rural Minnesota as tax revenues in the counties hardest hit
declined.
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MONITORING STRATEGIES

Several monitoring strategies may be used to assess the

quality and quantity of mental health services at the county
level.

Two of the approaches offered here focus on system-wide
issues.

I. Monitoring may evaluate the extent to which actual county
practice complies with the county mental health plan approved
by the Mental Health Division of the Minnesota Department of
Human Services (DHS). The 1987 Mental Health Act created many
new responsibilities for counties.

The act states:

The county board in each county is responsible for
using all available resources to develop and
coordinate a system of locally available and
affordable mental health services.

However, this mandate has not been interpreted, at least thus
far, to mean that counties must take away funds from other
pPrograms to serve persons with mental illness. And counties
assert that existing dollars cannot provide service for all
who might qualify. Moreover, the state recognizes that
developing services will take time, and has permitted a phase
in period for some services. As one example, the state deemed
service to 25 percent of the estimated number of residents
with serious and persistent mental illness as sufficient at
first.

For many counties, new services are a vast improvement over
previous mental health programs. However commentators agree
that even compliance with the 1987 law, as amended, does not
ensure a complete array of effective services for all persons
who need them.

II. A second systemwide monitoring approach would assess the
extent to which services for persons with mental illnss
approach a complete system of effective services for all
persons who need them. This approach draws attention to the
vision of an ideal system as a long term goal.

—--Are the needs of all persons with acute and serious and
rersistent mental illness in the county being met?

--Does a full array of services exist?

--In each category of service what additional components does
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the county need to have a good or an excellent system?
—--Are there particular problems or g€aps which need attention?

III. A third monitoring approach would assess the quality of
individual programs and agencies which provide service to
persons with mental illness. Monitoring of individual

pPrograms or agencies involves more than one site visit by a
team of trained volunteer monitors.

A SHARED RESPONSIBILITY

If a county fails to provide a complete array of services of
high quality to all persons with mental illness who need them
this is not wholly or even primarily a failure of county
government. Other levels of government share much of the

responsibility for serving persons with mental illness in the
community.

The federal government, through its income maintenance
programs, SSI and SSDI, and through Medical Assistance,
greatly affects the Quality of life for many persons with

mental illness in Minnesota. Small grants s ific
mental health services from the Nati%n%xl s.[ns%?. u Jéb%]i'hﬁe%%gl

Health enhance service. The lack of a major federal fiscal
commitment to community services for persons with mental
illness, in contrast to a substantial committment for persons
who are developmentally disabled (mentally retarded), has
major repercussions on the availability of revenue for
quality services. Federal housing policy also greatly

impacts the supply of affordable housing for many persons
with serious mental illness.

In Minnesota the Mental Health Division of the Department of
Human Services is the major actor directly involved in
planning for mental health services. However, other
governmental bodies play a major role in shaping the lives of
persons with serious and persistent mental illness. The
Department of Human Services as a whole has a major impact on
the lives of many people with mental illness, through its
control of the regional treatment centers (state hospitals),
its responsibility for rulemaking and licensing, and its
administration of Medical Assistance and General Assistance
and General Assistance Medical Care. The Minnesota
Department of Jobs and Training plays a key role in providing
employment opportunities for all persons with disabilities,
including persons with mental illness. The Minnesota
Department of Health, through its liscensure requirements,
has a major influence on communal living arrangements for
many persons with serious mental illness. Decisions by the
Minnesota Legislature are key in the everyday life sitations
of persons with mental illness.
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In addition to governmental agencies, the activities and
priorities of private agencies and groups, churches and civic
clubs, United Way, business leaders and individual citizens
help determine the climate of community acceptance and

quality of life for persons with serious mental illness in
the community.

Attitudes of acceptance and the expenditure of relatively
small sums of money by private groups can often facilitate
the successful integration of persons with mental illness in
the community. The cooperation of two churches, one Catholic
and one Lutheran, in Red Wing to provide a residential center
and a drop in facility for persons with serious mental
illness demonstrate what nongovernmental groups can
accomplish.

OFFICIAL MONITORING

Monitoring of many county services, and of a number of
private agencies and programs, is provided by the state of
Minnesota. Each county mental plan is extensively reviewed
by the Mental Health Division, by representatives of advocacy
groups and by the State Advisory Council on Mental Health.
Failure by counties to comply with the 1987 legislative
mandate can result in the state witholding funds. As of
October 1988 all 87 county plans submitted in January were
finally approved, several after extensive alterations and
considerable communication between the county and the Mental
Health Division. Subsequent plans are due from the counties
in August 1989 and then every two years.

Each county also submits separate plans for its residential
treatment programs (Rule 36 facilities) and for its community

support programs (Rule 14) which must be approved to qualify
for those monies.

A special monitoring unit in the Department of Human Services
reviews county documentation to make sure actual county
practice, at least on paper, reflects the rlan’s objectives.
This review includes contracts with pPrivate agencies
providing service.

Many mental health programs and services are specifically
monitored either by outside accrediting agencies or by
different state licensing bodies. Psychiatric units in
community hospitals and regional treatment centers are
accredited by the Joint Committee on Hospital Accreditation
(JCAH) and/or by the federal Health Care Financing
Administration (HCFA). Community residential treatment
programs (Rule 36s), also referred to as halfway houses, are
licensed by the Department of Human Services. Vocational
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rehabilitation programs are accredited by the Commission on
Accreditation of Rehabilitation Facilities (CARF) and
community mental health centers are voluntarily certified by
the Department of Human Services.

County contracts with private agencies ordinarily include
reporting requirements designed to ensure at least minimal
compliance with county program objectives.

Professionals providing care and therapy to persons with

mental illness must meet licensing requirements established
by the state.

Agencies receiving United Way funds or foundation fugding
must satisfy reporting requirements and participate in site
visits.

Official procedures also exist for reporting abuse of persons
with mental illness and for reporting complaints from persons
with mental illness. These include reporting under the
Vulnerable Adults Act and reporting to the Office of the
Ombudsman for the Mentally Retarded and Mentally I11.

LIMITS ON OFFICIAL MONITORING

However, most existing governmental mechanisms only ensure
that minimal standards are met or take effeot only after
abuse has occurred on a case by case basis. Many licensing
requirements emphasize basic health and safety considerations
which, while important, are not designed to ensure a good
quality of life or program effectiveness. Many persons with
mental illness live in board and lodging facilities,
particularly in the twin cities, which are licensed only for
compliance with minimal health standards, with no licensure
for program. Their program, or lack of pProgram, is not
officially addressed.

Legal licensing rquirements focus primarily on such factors
as staff training, square footage, etc. rather than on the
more elusive but equally important factors such as the
outcomes of different programs and on the process. (See

Governor’s Mental Health Commission, Mandate for Action ,
10-12.)

A particular omission in many official monitoring procedures
is the absence of attention to "quality of life" factors
beyond minimal compliance to health and safety. Most
regulatory mechanisms for programs for persons with serious
mental illness do not attempt to assess such intangibles as
staff morale, respect for the dignity of clients or the
overall attitude of acceptance or nonacceptance of persons
with mental illness in the community.
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Only recently has the dimension of consumer satisfaction been
addressed in official monitoring and licensing activities.

CITIZEN VOLUNTEERS AS MONITORS

Traditionally, the public has relied primarily on official
accrediting or licensing bodies to assure quality in mental
health services. When serious abuses have been reported the
media has sometimes been involved, usually on a crisis basis.
There is a current trend, however, toward systematic citizen
participation in the monitoring process. The National
Insitution of Mental Health has supported the concept of
citizen participation in program evaluation. (See NIMH,
Citizen Evaluation in Practice , 1984; and Peters, Lichtman

and Windle, Citizen Roles in Community Health Center
Evaluation , NIMH, 1979.)

Original federal legislation establishing community mental
health centerz mandated evaluation by citizen boards. 1In
some parts of the country, governmental units depend
volunteer monitors for official evaluation of subsidized
programs. In Lancaster County, Pennsylvania, a volunteer
citizen committe of the county Mental Health/Mental
Retardation Board has conducted all agency evaluations within
the MH/MR system since 1972. The committee uses the PASS
(Program Analysis of Service System) instrument for program
evaluation developed by Wolfensberger, which emphasizes
integration of citizens within the community. Volunteers use
PASS to assess outpatient services, inpatient services,
residential facilities and vocational rehabilitation
pPrograms.

In Michigan the state provides mileage to volunteer parent
monitoring committees of the Macomb-Oakland Regional Center
which visit different group homes housing a total of more

than 300 people with developmental disabilities on a regular
basis.

Other unofficial but systematic volunteer monitoring
initiatives include the Wisconsin Mental Health Law Project
for monitoring nursing homes where persons with mental
illness live and the Partnership for Quality Services
developed by the Association for Retarded Citizens (ARC)
Minnesota for monitoring a variety of Programs. Local
chapters of the Alliance for the Mentally 111 and federally
supported advocacy agencies participate in monitoring of
state hospitals and other services for persons with mental
illness in other states.
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POSSIBLE BENEFITS OF CITIZEN MONITORING

Volunteer monitoring is intended to supplement or enhance
official governmental monitoring programs, not to challenge
or supplant them.

In its Partnership for Quality Services materials the ARC
emphasizes that volunteer monitoring is intended "to
highlight program quality and determine changes or
improvements within the service system."

Volunteer citizens from the community can provide
an independent, informal assessment of programs by
visiting services as neutral observers; people who
may have different expectations and concerns than
those of professionals.

The Pennsylvania PASS program believed citizen evaluation
teams "would be the most objective way of conducting
evaluations on programs throughout the country."” Citizen
evaluation "also provides a means of citizen identification
with the county programs."” The citizen evaluation system has
broadened the base of community understanding and support for
county programs "yielding a service delivery system that is
responsive to the needs of its citizens."

In the Michigan project the monitor’s main responsibility is
to evaluation the "feel" of each home, "its appearnace,
atmosphere, warmth and overall sensitivity to important areas
in the home’s operation and the residents’ well-being."
Monitors do not assess individual client programs, procedure,
compliance or performance toward standards that are reviewed
by other agencies.

The monitors are expected to look at each house
and, in effect, ask themselves how it compares with
their own, homes in the surrounding neighborhood,
and their personal notion of what a group home
should offer its residents. (Provencal and Taylor,

"Security for Parents: Monitoring of Group Homes by
Consumers, " 40-41.)

The Wisconsin Coalition for Advocacy nursing home project
emphasizes that a primary goal is to work cooperatively with
nursing home staff to create a relationship of mutual support
and cooperation which can furnish feedback on services from a
different perspective, not formal regulations or
"professional” standards, but basic assumptions about the
needs and desires of individuals. The goal is to "generate
creative ideas which will enhance the lives of residents. "
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All of these projects stress the importance of training
volunteer monitors and the development and use of consistent
evaluation tools. It is particularly important that citizen
monitoring efforts respect the rights and dignity of program
staff as well as of clients in the mental health system.

ADDITIONAL ADVANTAGES

Citizen monitoring/evaluation of services for persons with
mental illness in Minnesota can serve several purposes. It
can find and publicize areas of strength and creative
approaches to county services. It can call attention to
deficits in services which can be remedied within current
budgetary limits. It can also document gaps in services
which result from inadequate community and legislative
support. Only by building a careful, documented case that
there are deficits in current service can services be
improved,

Attention from ordinary citizens throughout Minnesota is
necessary to determine whether persons with mental illness
are receiving what they need, both in terms of community

attitudes and in terms of the availability of effective
services.

The involvement of members of the general public in
monitoring activities may also result in greater public
understanding of mental illness and contribute directly to
"destigmatizing” both the idea of the illness and the
attitudes which many clients face. Citizen involvement is
particularly important in building services. Government
alone cannot legislate acceptance, creativity and sensitivity
toward its citizens.

Calling attention to the needs of persons with mental illness
and to the fact that persons with mental illness are more
likely to be withdrawn and vulnerable than to be violent,
does not cost a great deal of money. Churches and civie
groups can help by educating their members, by sponsoring
informational programs and in reaching out to persons with
mental illness. County publications can include a focus on
mental illness programs. Local newspapers can feature

success stories and the need for an array of community
services.




PART ONE
HOW TO PROCEED

Because of the great differences among Minnesota counties* in
size, population and character issues in service delivery and
monitoring stratgegies will vary from county to county.
Counties differ in the major barriers to providing effective
and complete mental health services. Urban counties face
problems in coordinating services and reducing concentration
of persons with mental illness in inner city areas. Rural
counties often confront difficulties in covering large -
distances and in establishing a full range of services for a
relatively small number of clients.

*¥Although "county" is used in the singular throughout this
workbook, a number of counties in greater Minnesota combine
to offer mental health services.

CREATING A MONITORING PROJECT

The creation of a monitoring effort at the county level will
depend on local initiative. The League of Women Voters will
hold four regional monitoring workshops in the fall of 1989
for all interested persons. Local mental health advisory
councils, chapters of the Alliance for the Mentally Ill of
Minnesota and of the Mental Health Association would all be
logical groups to initiate and cooperate in a monitoring
project.

Cooperation among a variety of groups and citizens will make
the monitoring project more effective both by broadening the
perspective and by increasing support for quality services.
It is important to include consumers of mental health
services, if possible. Involving interested citizens and
representatives of local church groups and civic
organizations in addition to representatives from groups
directly concerned with mental illness will strengthen the
monitoring project.

Monitoring even once is desirable, but monitoring will be
most effective if it is sustained as a continuing project. If
at all possible, commitment by groups and individuals for
more than year is desirable.

GETTING TO KNOW YOUR COUNTY’S MENTAL HEALTH SYSTEM

Learning the Facts
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The first step in monitoring is to learn the basics about
county mental health services. A good beginning is a working
knowledge of the county’s mental health plan, which should be
available from the county social services department or in
the local public library. Each county submitted its first
mental health plan to the Mental Health Division of the
Minnesota Department of Human Services in January 1988. The
next county plans, for the calendar years 1990 and 1991, are
due in August 989. Subsequent plans will be submitted every
two years.

A knowledge of the estimated numbers of persons with serious
mental illness in the county, per capita spending on mental
health services, the number of persons in the regional
treatment center (state hospital) system, particularly when
compared to similar counties, will also be helpful. (See
State and County Information)

Additional information about your county services may be
obtained from the regional consultant to your region of the
state from the Mental Health Division. (Their names and phone
numbers appear on the map in State and County Information.)

Other resources for a better understanding of the county
mental health system are the local chapter of the Alliance
for the Mentally 111 and the Mental Health Association, if
they exist in your county and are not already involved.

Meeting the QOfficial Actors

Another key part of the process is making yourself known to
the county mental health director and/or the human services
director. Introduce yourself by phone or schedule an
appointment, and explain your interest in county services.
Ask if there are additional written materials on county
mental health policies.

Throughout the monitoring project, it is important to
communicate the project’s goals and plans fully with county
social services and/or commissioners and the mental health
advisory committee. Emphasis should be placed on the
cooperative nature of monitoring, interest in positive
county programs, and the future possibility of using
monitoring results to build public support for additional and
improved services.

Remember that county human services staff are often very busy
and lack strong clerical and logistical support. In small
counties, particularly, it may take a long time to copy
documents you wish simply because of a shortage of time and
copiers.
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Staff constraints also mean that smaller counties have few
written policies on mental health services, or other human
services. It may be necessary to attend county board meetings
when mental health services are on the agenda.

You may wish to have your name added to the mailing list for
county board meetings to alert you to discussions of mental
health services. Attendance at meetings during the
development of the county budget may be particularly helpful.

You may also ask to attend meetings of the county mental
health advisory council to better understand the issues.

Special Considerations

Confidentiality and data privacy for information regarding
persons who are mentally ill is required by Minnesota law and
essential to protect the privacy of persons receiving mental
health services. The names of clients receiving services and
information about them cannot be given out unless the clients
sign a waiver., These safeguards may present an obstacle to
gathering some information. You should expect that the county
will not reveal any names to you without waivers being signed
by clients. Nor can service agencies or the county provide
clients to interview without getting their written
rermission. Confidentiality may pose a particular problem
when visits to residential facilities are suggested. Again,
clients may not wish to participate.

Much systemwide information will be unaffected by concerns of
confidentiality. And, in many cases, clients will agree to
participation if this is presented in a positive manner and
if the purpose of monitoring is clearly explained. In some
cases numbers can be subsituted for client names in written
materials. If county and agency personnel repeatedly cite
confidentiality as an obstacle to sharing any knowledge, this
may reflect their reluctance to cooperate.

Politeness is crucial in establishing a good mutual working
relationship with county and agency staff. Ideally, the
project will continue for some time. It is better to move
slowly and persistently than to express impatience with
county personnel and providers.

CHOOSING A MONITORING FOCUS

Monitoring county services for persons with mental illness
should reflect each county’s unique characteristics. One
monitoring project may choose to concentrate on compliance
with the county mental health plan as written. Another may
focus on a particular issue like housing, or on the Rule 36
(adult residential treatment facility, halfway house)
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facility, or the Rule 5 (child/adolescent residential
treatment facility) facility because of local concern or
interest. Still another may choose to use more than one
approach. Since organizational arrangements vary from county
to county, the target agency may vary even though the issues
addressed will be similar.

How to Choose

Before deciding on a focus for monitoring or beginning formal
monitoring consider

1. arranging an informational briefing from county
personnel on services for persons with serious mental
illness;

2. contacting the local county mental health advisory
council for their suggestions;

3. interviewing knowledgeable citizens on the key issues
they see in county services for persons with mental illness.
These might include the the local Alliance for the Mentally
Il1l and the local chapter of the Mental Health Association if
they are not already involved;

4. using the "Consumer Survey, Systems Checklist III" with
a group of consumers of mental health servicesto elicit their
opinons on the effectiveness and completeness of services and
important unmet needs. Their views on what is needed may
differ from the professionals and from other advocate groups.

Considerations in choosing a focus will include:

available people power;

time constraints, both on a monthly and yearly basis;
county patterns of service;

perceived gaps 1n service.

Monitoring activities in each county should be chosen
partially on the basis of manageability. It will be more
effective to monitor a less ambitious project consistently
than to attempt too much and not be able to follow through.

Other factors in the decision may be a preference for dealing
with systemswide issues--compliance with the 1987 legislation
or completing a housing survey for instance--or a wish to get
into the field and deal w1th consumers and providers on a
face-to-face basis.

IMPLEMENTING THE CHOICE

Having chosen a focus the following steps are necessary:

14
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1. choosing a team of a minimum of two persons for each
interview or visit;

2. deciding on the checklist and specific questions to be
used;

3. pre-training or thorough review of the questions
beforehand;

4. agreeing on and committing to a certain number of
visits necessary to accomplish the task; and

5. reporting the information discovered.

It is probably a good idea to select one person to be
responsible for coordinating, monitoring and reporting the
results.

Yolunteer Obligations

1. It is important that persons monitoring demonstrate an
objective approach to county officials and to agencies being
monitored. Monitors should not be perceived as "having an axe
to grind." Volunteers monitoring individual programs should
neither be current clients of the agency, have family members
served by the agency nor be employed by the agency.

2. Volunteers should be able to accept the view that
monitoring is intended to be a cooperative venture between
providers and monitors.

3. Monitors must be willing to devote a minimum amount of
time to the project. They will need to familiarize themselves
with the questionnaire used, with the county system, to
attend interview(s) with officials or agencies, to attend
followup interviews, if appropriate, and to help in writing
up the monitoring results.

4. Monitors must also agree to respect the confidentiality
of both staff and clients whom they meet while visiting an
agency.

Some monitoring programs use an informal contract for
volunteers to sign, which makes expectations clear.

Particular sensitivity and more time is necessary to prepare
for site visits to monitor agencies or programs. Volunteers

who will monitor specific agencies should be conversant in
building cooperative approaches to the agency or program.

Deciding on Monitoring Questions
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The following section, and the seven checklists in the Master
Checklist section are intended to suggest projects to monitor
within a county.

The questions on the checklists may be ad justed or augmented
to meet specific county needs. Monitors may decide to omit
whole sections or questions. However, because of the
advantages of having some comparable questions from county to
county, it is suggested that local additions to the checklist
be added at the end, so that comparable data will be
available.

Rerorting on Monitoring

When beginning a monitoring project, groups may wish to
announce their interest in mental health services in a letter
to the editor of their local paper or by arranging for an
article,.

Copies of all completed checklists should be sent to the
League of Women Voters Mental Health Monitoring Project, 550
Rice Street, St. Paul, MN 55103. (612) 224-5445,

This will enable results to be coordinated at the state level
and also the circulation of ideas for creative approaches to
service delivery.

Note: Although written reports may be compiled of trends
shown by monitoring in different counties, specific counties

and agencies will not be named in written materials when
citing problems.

Systems checklists
Locally completed systems checklists should be shared with
--the county mental health director or the social
service director or mental health director. This step should
be taken before distributing the results more widely to
prepare these policymakers against any surprises and to
permit a final opportunity to correct any misunderstandings.
-—the mental health advisory committee.
Depending on appropriateness, results may also go
-—to the county commissioners.

--to state legislators representing the area.

--to the local newspaper.
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Complgted agency checklists should be shared with the
agencies concerned.

MONITORING MANDATED SERVICES

A logical beginning to monitoring county services is to
assess the actual implementation of each county’s mental
health plan. The minimum legal requirements for all counties
are listed in Part Two. "Systems Monitoring I, Checklist for
Mandated County Services"” is in the "Master Checklists”
section.

Monitoring the county plan should begin with an interview of
the director of social services for the county, or the mental
health division director to fill in this checklist.

An important additional step would be to interview a
representative of one of the contracting agencies (depending
on county size) to determine if the agency is actually
providing the services which the county said it would
purchase. In a number of counties, the community mental
health center is the main service provider.

In addition to detailing the degree to which the county is
providing mandated services, the checklist provides for
assessing "important but not mandated services" and other
features:

1. Particular strengths of county services, including
creative approaches to enhance service delivery.

2. The identification of barriers perceived by the county
to full implementation of services.

3. The identification of service gaps.

If gaps are found in mandated services, or if some services
are not yet on line but are promised, additional visits
should be planned to follow up on these questions.

Throughout the process, attention should be directed at
finding particular strengths in the system, areas where the
county is showing imagination and skill in meeting service
needs.

ASSESSING THE DEGREE TO WHICH COUNTY SERVICES APPROACH THE
IDEAL

The second level of systemwide monitoring activities assesses

the extent to which county services go beyond the minimum
mandate and approach the ideal. What would be required to
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offer a complete array of effective services to all persons
with serious and persistent mental illness who need them?
Four monitoring guides, Systems Monitoring II, III, IV and V,
deal with systemwide needs, consumer views on the adequacy of
service, residential treatment/ housing options and
vocational/social programs, respectively. Filling in these
systems checklists will result in a partial needs assessment
for the county.

Concerns about the gquantity of services include, but are not
limited to:

1. Failure to serve all persons with serious mental
illness who would like services;

2. Gaps in the array of services;

3. A tendency to refer clients to existing programs rather
than design programs with individual client needs in mind;

4. Time limits on services, with no other appropriate
service for clients;

5. Admission restrictions to some programs which
effectively deny service to the most seriously and
rersistently mentally ill persons;

6. Allocation of mental health dollars to programs serving
persons who do not have serious and persistent mental illness
before all the needs of persons with serious and persistent
mental illness are met;

7. Gaps in the continuum of residential options;
8. Gaps in employment activities;

9. Failure to meet the needs of special populations.

—--persons with a dual diagnosis of mental illness and
chemical dependency

—-—-persons with mental illness and disabilities like mental
retardation and hearing impairment

—-—elderly people

--the farm population

--racial and ethnic minorities

——homeless people

--persons in the criminal justice system.

Systems Checklists I - V should be completed by interviewing
county personnel and, if possible, by interviewing
knowledgeable consumer groups, including local chapters of
the Alliance for the Mentally 111 and the Mental Health
Association and the local Mental Health Advisory Council.
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Note: Before deciding a gap exists, it is essential to hear
from more than one source; one person’s experience may be the
exception to usual experience.

AREAS OF SPECIAL CONCERN

Case Management

Case management is often described as the glue holding the
system together since it can link clients with services.
Minnesota law states that all persons with serious and
persistent mental illness who want case management may have
it. Beginning in 1989, Medical Assistance and General
Assistance Medical Care funds will be available for case
management for persons with serious and persistent mental
illness for the first time.

Some questions to address to counties during and after 1989
are:

1. What is the average client/caseworker caseload? (Many
experts recommend a maximum caseload of 30-35 but caseloads
exceed 60 in a number of counties.)

2. Continuity--does one case manager have the clear
responsibility for each client?

3. Is an assessment done for each client? Are the goals
clearly linked to the assessment? Is ongoing evaluation done?®

4. Is there a waiting list to get on a county caseload?

5. What proportion of persons with serious and persistent
mental illness are receiving case management services?

—--of persons identified as having serious and persistent
mental illness?

--of the estimated number of persons with serious and
persistent mental illness?
6. Has this proportion (or number) increased since 1988%
7. How are clients followed over time?

8. Is there evidence that case managers are referring
clients to a variety of services?

8. Is there evidence that case management is closely
linked to community support services?

Liaison with the Police/and or Sheriff and Corrections
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The first encounter many persons with mental illness have
with public services, especially during acute episodes, is
with the police or sheriff. A number of persons with mental
illness are in Jjails. Yet police officers receive little or
no training in dealing with mental illness.

1. Is there an ongoing attempt by county mental health
services to inservice peace officers and corrections
officials about mental illness?

2. Is there a specific procedure for handling persons with
mental illness who are picked up by the police?

3. Does a qualified mental health professional screen new
detainees in both adult and juvenile detention?

4. Are procedures established to minimize the time persons
with mental illness spend in correctional facilities in your
county?

5. Is the jail ever used to hold persons with mental
illness because county programs and/or facilities
specifically designed for persons with mental illness are
insufficient?

Income Barriers

Another important factor in measuring quality of life for
persons with mental illness in the community is how far their
income will provide for a decent life.

1. Can most people with serious and persistent mental
illness in your county afford decent housing? decent clothes?

2. Are budgetary services and other helps for persons with
serious and persistent mental illness sufficient?

Tracking and Research

1. What steps is the county taking to see if programs work
for clients?

2. How much does the county know about its clients with
mental illness? Does it know which programs work? Does it
know how many clients go back and forth to the regional
treatment centers?

3. Does the county have an estimate on how much service
different clients need?
--the duration of service?
-—the variety of services?
--the intensity of services?
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General Public Acceptance

1. How widely is the sense of commitment to humane
community services for persons with mental illness spread?
Are churches involved? civic groups?

2. Are the needs of persons with mental illness or success
stories of persons with mental illness in the community
explained at public meetings? at meetings of organizations?
in newsletters?

3. What kind of articles does the local newspaper have
about mental health? mental illness?

Use of Creative Low-Cost Technigues

1. Is the county making use of relatively inexpensive
trained laypersons and/or volunteers to help in mental health
delivery? (One possibility is the use of trained lay staff
(the Rhinelander model) as in Winona’s supportive care
workers. Another option is the training of volunteers to work
with clients on a one-to-one basis as in the national
"Compeer"” model being developed in Ramsey County.

2. What about imaginative solutions that don’t cost much?
A coffee shop in The Winona CMHC building which serves all
the offices in the building hires clients who have mental
illness, thus employing clients and heightening public
awareness at the same time.

The Availability of RTCs and Residential Treatment Programs

Systems Checklist III is designed to measure residential
treatment/housing availability in each county.

Common questions raised are:

1. Are there people ready for transfer to RTCs from acute
care hospitals who cannot be admitted because there are no
available beds in the RTC?

2. Are people ready for discharge from the RTC who cannot
leave because there are no places for them in the community?

3. Are there waiting lists for Rule 36 facilities?
The Availability of Housing

The shortage of housing options for persons with mental
illness in the community is frequently raised.
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1. In a number of communities residential programs
designed specifically for persons with mental illness,
transitional supported apartments, etc., are not sufficient
to serve all who need them.

2. Persons with serious and persistent mental illness,
most of whom have low incomes, must compete with other low
income persons for a shrinking supply of decent, affordable
housing.

A growing body of opinion contends that stability of housing
is particularly important for persons with mental illness.

If they require additional services because their illness
worsens, more services should be provided to them allowing
them to stay in their own homes. If they must go to an acute
care hospital, an RTC or a residential treatment program,
they should return home as soon as possible. Some argue that
the frequent moves necessitated by current time limits on
housing contribute directly to the deterioration of peoples
mental health.

Common questions raised are:
1. Are people ready for discharge from Rule 36 (halfway
house) programs in the community who have no appropriate

rlace to go in the community?

2. Are people discharged from acute care hospitals placed
in appropriate programs or housing?

3. Are there long waiting lists for housing programs in
the community?

4. Are there any long term support housing arrangements,
where people would not be expected to graduate or move on?

8. Is a full range of housing options available in the
community?

MONITORING AGENCIES AND PROGRAMS

The third suggested approach to monitoring services is to
assess the quality of services and programs for persons with
mental illness. Such an approach emphasizes site visits to
agencies, with the use of trained volunteers and a carefully
developed questionnaire. Two checklists are offered for use
in monitoring agencies. Agency/Program Checklist I is
intended for assessing residential treatment programs, group
living arrangements, and vocational programs in the
community. Agency/Program Checklist II, Observing in
Insitutions is intended for use when visiting a regional
treatment center (state hospital).
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Agencies of particular interest might include community
mental health centers, day treatment programs, residential
treatment programs, clubhouses and dropin centers. Board and
care and board and lodging homes where persons with mental
illness live which are not licensed for mental health
programs might also be good choices for monitoring. In
addition, groups may wish to monitor conditions in the
regional treatment center serving their community.

Note: It is important when visiting agencies or programs to
realize that shortcomings which may exist may be temporary or
be the direct result of inadequate budgets.

Focus of Agency Monitoring

In general, the monitoring questions presented in this
workbook emphasize "human" or "quality of life" factors,
rather than technical aspects of mental health treatment or
the administrative and financial strengths of the agency.
These checklists incorporate many of ARC Minnesota’s
Partnership for Quality Services "quality of life"” indicators
as the focus of site visits.

1. Environment. The environment should be comfortable,
appropriate to its function and reflect the age and life
styles of the people served.

2. Rights. Each individual’s rights should be respected.
Services should teach people about their rights and assist
them in exercising these rights by encouraging individual
choice, preference and decision making.

3. Use of community resources. People should be integrated
into the community and use resources to their maximum
potential.

4. Personal Relationships. People should have
opportunities to develop a variety of personal and social
relationships.

5. Staff Involvement. Staff should be well-trained,
well-supported and treat consumers with dignity and respect.

6. Commitment to Personal Growth. People should have a
variety of opportunities for personal growth.

Agency Visits

Successful monitoring of agencies or programs depends on
establishing cooperation between the monitoring team and the
agency.
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An interview should be arranged with the agency to explain
the purpose of monitoring. The checklist can be shared at
this time. It should be made clear that an ongoing
relationship will be desirable. The agency may wish to check
with its board of directors, its staff and residents before
agreeing to participate in monitoring.

It is essential that the confidentiality of clients be
respected both during and after the visit. If the agency
agrees to participate, they will ask clients for waivers.
Those clients who do not wish to participate may be absent
during the visit or in their rooms. Monitors should refrain
from discussing the clients with other individuals. They
should also respect any confidences shared by staff. Areas
in which programs might need improvement, in the view of
monitors, should not be shared unofficially in the community.

Arrangements should be made for sharing the results with the
agency involved before other individuals or groups. They
should also be forwarded to the League of Women Voters
Monitoring Project. Directors and staff should be assured
that information learned through monitoring will not be given
to official bodies or problems published citing the name of
the agency.

A forthright and mutually acceptable relationship with the
agency to be monitored is highly desirable.

Yisiting Regional Treatment Centers

Some advocates in Minnesota, as in other states, are very
critical of regional treatment centers. They report that the
sheer size of the facilities makes them institutional rather
than homelike and also assert that treatment is not
individualized. available. However, it is important to
realize that regional treatment centers have operated within
very tight budgets and, in some cases, in antiquated
facilities. Currently there is widespread agreement that
Anoka Regional Treatment Center should be razed and a new one
constructed.

To gain a complete picture of RTCs it is important to see all
units if possible. Some units may be more pleasant and less
restrictive than others, determined in part by the severity
of the patients’ illness.

To get the full picture it is desirable to arrange to speak
with a group of patients, if possible. Although we tend to be
conditioned to accept the opinions of persons in authority,
consumers of RTC services often have valuable observations
about the quality of life and opinions on which policies are
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working and which are not.

It is also important to arrange an interview with the client
advocate who reports to the Ombudsman for the Mentally
Retarded and the Mentally Ill to learn the pattern of
concerns expressed by patients and perceived by the advocate.

Since a number of counties refer clients to the same regional

treatment center, monitoring groups may wish to arrange for a
combined visit.




PART TWO
WHAT EACH COUNTY MUST PROVIDE

(This section is based almost entirely on the State of
Minnesota, Department of Human Services, "Instructional
Bulletin #87 - 53D, " the county mental health plan format
used for the 1988 county plans, and Department of Human
Services, Mental Health Division, Three Year Plan for

Rervices for Persons with Mental Illness , January 1989.)

The 1987 Comprehensive Mental Health Act, as amended in the
1988 legislative session, requires all 87 Minnesota counties
to provide a complete range of services for persons with
mental illness, and to serve all persons with serious and
persistent mental illness who reside in their county. However
each county is only obligated to provide services to the
extent of its resources., (emrhasis ours)

Priorities

Counties are to develop services for persons with mental
illness according to the following priorities:

1. locally available emergency services;

2. locally available services to all persons with serious
and persistent mental illness and all persons with acute
mental illness;

3. specialized services regionally available to meet the
special needs of all persons with serious and persistent
mental illness and all persons with acute mental illness;

4. locally available services to persons with other mental
illness; and

5. education and preventive mental health services
targeted at high-risk populations.

Maintenance of Effort

Counties must demonstrate a paintenance of effort. They
must continue to spend for mental health services "an amount
equal to the total expenditures shown in the county’s
approved 1987 Community Social Services Act plan under State
CSSA, Title XX and County Tax for services to persons with
mental illness plus the total for Rule 5 facilities/for
children/ under target populations other than mental illness
in the approved 1987 CSSA plan."
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If counties receive new funds for mental health expenditures
currently funded from CSSA funds, the Mental Health Act
requires that the CSSA funds be used for additional mental
health services. (This is particularly important as counties
receive federal and state Medical Assistance funding starting
in 1989.)

Deadlines

Counties were required by law to make all services described
below available by July 1, 1988 with two exceptions: case
management services have a deadline of January 1, 1989 and
screening has a deadline of January 1, 1991.

Counties were required to submit their first county plan
showing compliance with the 1987 legislation to the Mental
Health Division of the Minnesota Department of Human Services
in January 1988. County plans for plan for calendar years
1990 and 1991 are due in August 1989. Subsequent plans will
be submitted every two years.

Confidentiality

Various Minnesota statutes, including the Data Privacy Act,
safeguard the confidentiality of persons receiving mental
illness services from public agencies. In 1888, the
protection of confidentiality was somewhat weakened by
legislative language amending the 1987 Comprehensive Mental
Health Act bill. Mental health providers (including mental
health centers and other private agencies) "must actively
attempt” to gain clients’ consent to release their names and
home addresses to their county’s social services department.
Denial of access to names and addresses of persons receiving
mental health services has been disputed by a number of
counties in the past. If they pay for such services, they
argue, then they have the right to know what they are buying.

MENTAL HEALTH ADVISORY COUNCILS

Each county must establish a local mental health advisory
council or a mental health subcommittee of an existing
advisory council.

Membership

Council members must reflect "a broad range of community
interests”. Each council must include "at least one consumer,
one family member of a person with mental, illness, one
mental health professional, and one community support
services program representative.”
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One—-county advisory councils must have at least four members.
The Mental Health Division recommends that multi-county
advisory councils have at least six members.

(The Mental Health Division recommends that county
commissioners and heads of county social service departments
be ex officio rather than voting members of the mental health
advisory councils.)

Functions

The council or mental health subcommittee must meet at leagt

auarterly to "review, evaluate, and make recommendations
regarding the local mental health system.”

Annually the local advisory council or mental health
subcommittee must arrange for input from the regional
treatment center (formerly state hospital) review board
regarding coordination of care between the regional treatment
center and community-based services.

"The county board shall consider the advice of its
local mental health advisory council or mental
health subcommittee of an existing advisory council
in carrying out its authorities and
responsibilities.”

Each county reports to the Mental Health Division "the
methods used to ensure the local advisory council’s active
participation in the county board’s ongoing authorities and
responsibilities for mental health services.”

The local mental health advisory council should identify the
three top unmet needs in the county. The county also lists
three unmet needs identified by other needs assessment
Processes.

REQUIREMENTS FOR ALL SERVICES

Counties are required to offer a number of services to
persons with mental illness. Counties must meet certain
requirements for all services.

1. Counties must list the budgeted total expenditures for
the service from all sources both for services provided
directly by the county and provided under contract (not
including Medical Assistance and General Assistance Medical
Care monies except for case management. )

2. Counties must list the number of contact hours or days
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and the number of clients served.

3. Counties must base services on individual clinical
needs, cultural and ethnic needs, and other special needs of
individuals being served. Services must be accessible to all
age groups.

4. Counties must make services available on a sliding fee
scale basis and serve members of the "working poor" who do
not qualify for Medical Assistance or General Assistance
Medical Care but who have no private insurance.

5. Counties must inform the public that specific services
are available and hom to call if they wish to request such
services.

6. Counties are required to show how different services to
a client will be linked and/or coordinated to assure that
clients may move from one service to another that is more
appropriate,.

7. The state asks for clarification in instances where
projected expenditures for any service by counties appear to
be inadequate or where the contact hours with clients appear
insufficient.

EDUCATION AND PREVENTION SERVICES
(Note: The order in which different services are listed here
generally follows county plan format; it does not always

reflect the relative importance of different services.)

County boards must provide or contract for education and
prevention services for persons in their counties.

Education and prevention services:

1. Provide information regarding mental illness to the
general public or special high-risk target populations;

2. Increase understanding and acceptance of problems
associated with mental illness;

3. Increase people’s awareness of the availability of
resources and services;

4, Improve people’s skills in dealing with high-risk
situations known to affect people’s mental health and
functioning.

5. Prevent the development or deepening of mental illness.
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Target Population

Education and prevention services must be accessible to all
persons residing in the county and to identified high-risk
groups. (e.g., victims of sexual assault; adolescents
expressing suicidal ideation; victims of serious,
unanticipated economic distress; families of AIDS victims;
children of alcoholics, homeless people, etc.)

Counties must list the number of --

--workshops/seminars/classes provided.

--the number of participants at these workshops,
--newsletters provided

--media activities (radio, newspaper, television)
--brochures

Identify High Risk Groups

Each county must also identify up to three special high risk
groups to be served and the activities to be provided.

Funding

Funding for education and prevention services is available
primarily from CSSA funds

24-HOUR EMERGENCY SERVICES

County boards must provide or contract for enough emergency
services within the county to meet the needs of persons in
the county who are experiencing an emotional crisis or mental

illness. (Clients may be required to pay for services on a
sliding fee scale. )

Emerdency services means an immediate response
service available on a 24-hour seven day a week

basis for persons having psychiatric crisis or
emergency.

Emergency services must include assessment, intervention, and
appropriate case disposition.

Intended population

Emergency services must be accessible to all persons in the

county--both residents and non-residents--with an emotional
crisis or mental illness.
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Energency hotline

Counties must provide an emergency hotline for mental illness
crises.

The hotline setting may be located in 1) an acute care
hospital 2) a rule 36 facility or 3) another facility.

If counties decide to use the 911 emergency number they must

provide special training in handling mental health
emergencies.

Counties must include a TDD (telephone device for the deaf)
in their emergency line.

staffing

A mental health professional must be available by
consultation (at least by telephone) within 30 minutes after
an emergency call 1is placed.

Objective

24 hour emergency services are intended to:

1. Promote the safety and emotional stability of people
with mental illness or emotional crises;

2. Minimize further deterioration of people with mental
illness or emotional crises;

3. Help people with mental illness or emotional crises to
obtain ongoing care and treatment; and

4, Prevent placement in settings that are more intensive,
costly, or restrictive than necesary and appropriate to meet
client needs.

Funding

Funding for emergency services uses a combination of Rule 14
monies, CSSA monies, and third party or medical assistance
(MA) reimbursement of face to face sessions.

OUTPATIENT SERVICES

County boards must provide or contract for enough outpatient
services within the county to meet the needs of persons with
mental illness residing in the county. Clients may be
required to pay a fee based on their ability to pay.

31




County Mandate

Qutpatient services are mental health services
(excluding day treatment and community support
services programs) provided by or under the
clinical supervision of a mental health
professional to persons with a mental illness who
live outside a hospital or residential treatment
setting. Outpatient services include clinical
activities such as individual, group, and family
therapy; individual treatment planning; diagnostic
assessments; medication management, and
psychological testing.

Outpatient Services:

Conduct diagnostic assessments;
Conduct psychological testing;
Develop or modify individual treatment plans;
Make referrals and recommend placements as appropriate;
Treat a person’s mental health needs through therapy;
. Prescribe and manage medication; and
. Prevent placement in settings that are more intensive,
costly, or restrictive than necessary and appopriate to meet
client needs.

Target Population

Qutpatient services must be accessible to emotionally and
behaviorally disturbed children and adults with serious and
persistent mental illness, acute mental illness and other
mental illness.

Initial appointments must be provided within three weeks
unless special requests are made for particular days, times,
or therapists which prevent timely initial appointments.

Outpatient services must be provided by an organization with
a multidisciplinary staff consisting of: psychiatrists,
licensed consulting psychologists; and other mental health
professionals.

Staff must meet professional qualifications defined in the
Mental Health Act.

Mental health practitioners must be clinically supervised by
mental health professionals.

The state requires that counties provide a minimum of 4 hours
of outpatient service per client per year.

Funding for outpatient services is available from third party
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reimbursers, MA, GAMC, client fees and CSSA.
COMMUNITY SUPPORT SERVICES PROGRAMS (CSPs)

Before August 1987, only 47 counties received Rule 14 grants
from the state to develop community support services
programs. Much of the new 1987 appropriaton funded
development of community support services in the remaining 40
counties. All Minnesota counties except one accepted funds.

Community support services are "services, other
than inpatient or residential treatment services,

provided or coordinated by an identified program
and staff under the clinical supervision of a
mental health professional designed to help people
with serious and persistent mental illness to
function and remain in the community. A community
support services program is coordinated with case
management activities provided to persons with
serious and persistent mental illness.

All community support services program must include the
following components:
Client outreach
Medication management
Assistance in independent living skills
Employability and supportive work opportunities
Crisis assistance
Psychosocial rehabilitation
. Help in applying for government benefits
. Development, identification, and monitoring of living
arrangements

Currently all counties provide CSP services, but there is
recognition of the need for more funds to meet all needs. The
Governor’s Budget for 1990-1991 includes an increase in CSP
funding.

County boards must provide or contract for sufficient
community support services within the county to meet the
needs of persons with serious and persistent mental illness
residing in the county.

QObjectives

The community support services program must be designed to
improve the ability of persons with serious and persistent
mental illness to
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Work in a regular or supported work environment.

Handle basic activities of daily living;

Participate in leisure time activities;

Set goals and plans;

Obtain and maintain appropriate living arrangements;
and

6. Reduce the use of more intensive, costly, or

restrictive placements both in number of admissions and
lengths of stay as determined by client need.

The individual community support plan must state for each
client:

1. The goals of each service

2. The activities for accomplishing each goal;

3. A schedule for each activity; and

4. The frequency of face-to-face client contacts, as
appropriate to client need and the implementation of the
community support plan.

The plan must base the goals on the client’s diagnostic
assessment.

Target. Population

Community support services must be accessible to all adults
with serious and persistent mental illness. (Although
community support services must also be available to
emotionally disturbed children, the following requirements
apply to adults only.)

In the plan counties must describe how the community support
service components are linked into the county’s overall
community support system and how multiple providers (if used)
coordinate service components. They must also show how case
managers will be linked to the community support program and
how the individual community support plan will be developed
and coordinated among components and providers.

Funding

Funding for community support programs is available from Rule
14, GAMC, client fees, third party reimbursement, CSSA, and
the Department of Jobs and Training. Each of these funding
sources, other than Rule 14 and CSSA, has strict requirements
as to which of the subcomponents of the community support
programs it will fund.

DAY TREATMENT

Day Treatment services are a structured program of
intensive therapeutic and rehabilitative services
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at least one day a week for a minimum of a three
hour time block that is provided in a group setting
by a multidisciplinary staff under the clinical
supervision of a mental health professional. Day
treatment services are not part of inpatient or
residential services, but may be part of a
community support services program.

Persons may be required to pay a fee for community support
services, case management services and day treatment
services,

The requirement that counties provide a day treatment program
may be waived if

1. An alternative plan of care exists through the county’s
community support program for clients who would otherwise
need day treatment services,

2. Day treatment, if included, would be duplicative of
other components of the community support program, and

3. County demographics and geography make the provision of
day treatment cost ineffective and unfeasible.

Funding

Funding for day treatment is available through third party
reimbursers, MA, GAMC, client fees, Rule 14 and CSSA. Third
party payors, MA and GAMC funds should be utilized before
CSSA and Rule 14 dollars. 1988 legislation permits the use of
MA funds for day treatment in county contracted providers
other than Rule 28 approved community mental health centers.

RESIDENTIAL TREATMENT

County boards must provide or contract for enough residential
treatment services in the community (not including acute care
hospitals or regional treatment centers) to meet the needs of
all persons with mental illness residing in the county.
Residential treatment services include intensive and
structured residential treatment with length of stay based on
client residential treatment need. Services must be as close
to the county as possible.

Residential treatment is a 24 hour per day
residential program under the clinical supervision
of a mental health professional, other than an
acute care hospital or regional treatment center.
Such a program must be licensed as a residential
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treatment facility for mentally ill persons under
MN Rules, parts 9520.0500 to 9520.0690 (Rule 36)
for adults, 9545.0900 to 9545.1090 (Rule 5) for
children.

ObJjectives

1. Prevent placement in settings that are more intensive,
costly, or restrictive than necessary (particularly
hospitals) and appropriate to meet clients needs;

2. Help clients achieve the highest level of independent
living;

3. Help clients gain the necessary skills to be referred
to a community support services program or outpatient
services; and

4, Stabilize crisis admissions,.

Target Population

Rule 36 residential treatment must be accessible to adults
with serious and persistent mental illness. A limited number
of crisis beds are provided in some Rule 36 residential
treatment facilities for adults with acute mental illness

Rule 5 residential treatment must be accessible to
emotionally and/or behaviorally disturbed children.

All adults with serious and persistent mental illness needing
Rule 36 residential treatment and all children who are
emotionally or behaviorally disturbed and in need of Rule §
residential treatment will be placed or referred for
placement in a licensed facility as close to the county as
possible and appropriate to client need.

All residential treatment services for both children and
adults must be clinically supervised by a mental health
professional.

Counties must describe how Rule 36 residential treatment will
be coordinated with the community support program.

Counties must describe how Rule § residential treatment will
be linked and followed up by working with families.

Counties are cautioned if they provide residential treatment
service either to too small a number of children and adults
or to too many persons. The state also monitors the length of
stay.
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Funding

The 1987 Legislature appropriated new Rule 12 funds to
develop three new Rule 36 facilities in rural areas. In
addition to Rule 12, funding is available from CSSA funds and
from Title IV-E for children and adolescent residential
treatment. MA or insurance monies cannot be used for most
residential treatment.

ACUTE CARE HOSPITAL INFATIENT TREATMENT

County boards must make available through contract or direct
provision enough acute care hospital inpatient treatment

services ag close to the county as possible to meet the needs
of persons with mental illness residing in the county.

Acute care hospital inpatient treatment means short
term medical, nursing and psychosocial services
provided in an acute care hospital licensed under
Minnesota Statutes, Chapter 144.

Objectives

1. Stabilize the mental health and medical condition of
preople with acute or serious and persistent mental illness;

2. Improve functioning; and

3. Facilitate appropriate referrals, follow-up, and
rlacements.

Target Population

Children and adults with acute mental illness.
Funding

Funding for acute care hospital inpatient services is
available from third party reimbursers, MA, GAMC, and client
fees. Counties must use CSSA dollars to fund the admission of
individuals needing the service but not qualifying for other
funding. This often occurs when clients are placed on 72 hour
holds under the Commitment Act.

REGIONAL TREATMENT CENTER (RTC) INPATIENT SERVICES

. Regional treatment center inpatient services means
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the medical, nursing, or psychosocial services
provided in a regional treatment center (formerly
state hospital) operated by the state.

In 1988 six Minnesota regional treatment centers at Anoka,
Brainerd, Fergus Falls, Moose Lake, St. Peter and Willmar
served people with mental illness. (The Minnesota Security
Hospital at St. Peter has 236 beds for persons Jjudged
mentally ill and dangerous.) A major overhaul of the state
regional treatment center is now being undertaken.

The state must make sufficient regional treatment center
inpatient services available to people with mental illness
throughout the state.

Objectives

1. Stabilize the mental health medical condition of the
person with mental illness;

2. Improve functioning;
3. Strengthen family and community support; and

4, Facilitate appropriate discharge, aftercare, and
follow-up placements in the community.

Intended Population

Adults with serious and persistent mental illness and acute
mental illness for whom community resources are not adequate
or appropriate, as determined by the mental health
professional conducting the screening.

Counties must describe how they will assure that discharge

Planning will occur prior to discharge and how clients with
be linked with necessary community based services.

CASE MANAGEMENT

Case management activities are designed to help
people with serious and persistent mental illness
in gaining access to needed medical, social,
educational, vocational and other necessary
services as they relate to the client’s mental
health needs. Case management activities must be
coordinated with the community support services
pProgram.

Case management:
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1. Assists with access to needed medical, social,
education, vocational and other necessary services.

2. Obtains a diagnostic assessment.
3. Develops an individual community support plan.

4. Refers clients to needed mental health and other
services.

5. Coordinates services.

6. Monitors the delivery of services.

By January 1989 case management activities must be available
to all persons with serious and persistent mental illness
residing in each county.

Case managers must be persons with a bachelor’s degree in one
of the behavioral sciences or related fields and 2,000 hours
of supervised experience providing services to persons with
mental illness. A case manager with a bachelor’s degree but
without 2,000 hours of supervised experience must complete 40
hours of training approved by the Department of Human
Services and receive weekly clinical supervision from a
mental health professional until the 2,000 hours of
supervised experience are completed. In all other cases
clinical supervision must be provided monthly.

Funding

Funding for case management will be available through MA for
MA-eligible clients; this is expected to bring in
approximately $3, 000,000 in federal funds. Funding for non-MA
eligible clients is available from Rule 14 and county funds
(under CSSA).

SCREENING

By January 1, 1991 county boards must screen all persons
before they may be admitted for treatment of mental illness
to a residential treatment facility, an acute care hospital,
or informally admitted to a regional treatment center if
public funds are used to pav for the services . Screening
prior to admission must occur within 10 days. If a person is
admitted for treatment of mental illness on an emergency
basis to a residential treatment facility or acute care
hospital or held for emergency care by a regional treatment
center under Minnesota Statutes 253B.05, subd. 1, screening
must occur within 5 days of admission. The screening process
and placement decision must be documented.
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Qbjectives

Becreening intended to
1.Ensure admission is necessary;

2. Ensure that the length of stay is as short as possible
consistent with client need;

3. Ensure that a case manager is immediately assigned to
persons with serious and persistent mental illness; and

4. Ensure that an individual community support plan is
developed.

Intended Targest Populations

All persons using public funds who are referred to
residential treatment (Rule 3€ and Rule 5), acute care
inpatient and regional treatment centers for voluntary
treatment of mental illness.

All persons conducting screening must be mental health
professionals.

Mental health professionals conducting the screening must not
be affiliated with admitting facilities.

Funding

The 1988 Legislature delayed implementation of screening
services until January 1991 pending a report on
implementation plans, affected individuals, and funding
mechanisms to the 1990 Legislature.

ADDITIONAL MENTAL HEALTH SERVICES

Counties must also report additional service provided to meet
the mental health needs of clients and intended target
populations for additional services.

SERVICE COORDINATION
Counties must describe how all the service components in
their plan are coordinated to ensure client continuity of
care.

FUNDING SUMMARY

Counties must provide a summary of expenditures for all
mental health services.




County Mandate

. Counties must also submit a Summary of Revenues:

County tax/State CSSA/Title XX
Title IV-E

Rule 12

Rule 14

Federal MH Block Grant

Client Fees (collected by county)
Other (specify)

CSSA Sub-Total
Medical Assistance (for case management)
GA/MSA (for Rule 36)
Other
PROVIDER INFORMATION SHEETS

With their plans counties must provide to the Mental Health
Division of DHS sheets listing information for each
contracted provider which is either a sole provider of
service or where the contract is for $10,000 or more.

OTHER LEGAL MANDATES

Prepetition screening Each county must provide a process for
screening persons recommended for involuntary commitment.
Before a petition for commitment is filed a screening team
must conduct a preliminary investigation. The team must

1. interview the proposed patient and others who appear to
know about his/her condition;

2. identify the alleged conduct which is the basis for the
application; and

3. identify, explore and list the reasons for rejectng or
recommending alternatives to voluntary placement.

Under new language passed in 1988, the court must commit the
patient "to the least restrictive (facility) program which
can meet treatment needs.”

In deciding what is the least restrictive program,
the court shall consider a range of treatment
alternatives including, but not limited to,
community based residential treatment, foster care,
partial hospitalization, acute care hospital and
regional treatment center services. The court
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shall also consider the proposed patient’s
willingness to participate in the treatment
offered. The court shall not commit to a facility
or program that is not capable of meeting the
patient’s needs.

Case managers must monitor outpatient commitment. The cases
manager may petition for a reopening of the commitment
hearing if a patient fails to comply with the terms of an
order for community based nonresidential treatment "or if the
proposed treatment is not being provided." The case manager
is to ensure continuity of care and coordinate plans for the
aftercare program.

Children and adolescents . In their 1988 plans counties
reported how they expect to serve the special needs of
children and adolescents for several services. In 1988 the
Minnesota Legislature mandated the creation of a "unified,
accountable, comprehensive children’s mental health system"”
(M.S5.245.698). The 1988 law created a Children’s Mental
Health Subcommittee to the State Mental Health Advisory
Council. The state MHAC has held hearings throughout the
state on the mental health needs of children and adolescents.

The Mental Health Division is currently engaged in a major
planning effort and collecting data via a needs assessment

survey sent to all county social service directors. New
legislation in the 1989 legislative session will almost
certainly specify additional steps which counties must take
to serve children and youth who need mental health services.
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BIBLIOGRAPHICAL NOTE

For a view of Minnesota’s mental health system we consulted:

Governor’s Mental Health Commission, Recommendations. Mandate
for Action , February 1986.

Office of the Legislative Auditor, Program Evaluation Division,

Deinstitutionalization of Mentally Ill People , 1986.

Torrey, E. Fuller, M.D., Sidney M. Wolfe, M.D., and Laurie M.
Flynn, Care of the Seriously Mentally Ill , A Rating of State
Programs, Second Edition: 1988, A Joint Publication of Public
Citizen Health Research Group and the National Alliance for the
Mentally Il1l.

For a more complete bibliography see, League of Women Voters of

M;ggesota. Serving Minnesota’s Mentally Ill: An Introduction ,
1 .

X X X X X

The information about mandated services comes mainly from the
following state publications:

Mental Health Program Division, Minnesota Department of Human
Services

-- Report to the Legislature, February 1989

-- Three Year-Plan for Services for Persons with Mental lllness
January 1989.

--DHS Instructional Bulletin #87-53d, September 3, 1987,
Subject: County Mental Health Plan Format.

--DHS Instructional Bulletin #89-69A, February 3,

1989. Information for developing the local CSSA and Mental
Health plan for calendar years 1990 and 1991 and the Title XX
Intended Use Report for federal fiscal year 1990.

X X X X X

Particularly helpful in formulating the checklists included in
this workbook and in understanding citizen volunteer monitoring
were:

Association for Retarded Citizens Minnesota, Partnership for
Quality Services General Monitoring Tool, adapted from
"Monitoring Community Residences - Guidelines", copyright 1984,
ARC Ohio, for more information call Jean Swanson, ARC
Minnesota, (612) 827-5641.
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of Recipients in Community Residences."

Provencal, Gerald and Ruth Taylor, “Security for Parents:
Monitoring of Group Homes by Consumers," Exceptional Parent ,
December 1983, 39-44.

Shimpach, Duane, R., "In Counties We Trust, We Really Oughta
Wanna Partnership, " 7/9/87 revised 9/19/88. Available from
Duane Shimpach, director, Human Services Board of Faribualt,
Martin, Watonwan Counties, 218 Lake Avenue, P.0O. Box 938,
Fairmont, Minnesota 56031, (507) 238-4757.

Torrey, Wolfe and Flynn, cited above.
Wisconsin Coalition for Advocacy, "Nursing Home Citizen

Monitoring Project,” Contact Susan Tess. 16 North Carroll St.

Suite 400, Madison WI. 53703.
X X X X X

Useful as background were:
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ORDER BLANK

Child/Adolescent Checklist

The LWV Mental Health committee plans to prepare a checklist
on child/adolescent mental health services following the 1989
legislative session.

If you wish to order a copy of this checklist, please enclose

$1 and return this blank by July 1. 1989 to the League of
Women Voters of Minnesota.

Copies of Other Checklists

Additional copies of the monitoring checklists in the
workbook are also available from the League office for the
cost of reproducing and handling.

Please send me a copy of the children/adolescent mental
health services checklist. I enclose $1.

Please send me additional copies of the monitoring
checklists contained in this workbook. I understand that I
will be billed.

Name

Address

League of Women VYoters of Minnesota
550 Rice Street
St. Paul, MN 55103
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Map showing Minnesota State Regional Treatment Center
Catchment Areas

Map Listing Mental Health Division Regional Consultants

Rama S. Pandey and Soonhae Kang, "Prevalence Estimates of
Mental Disorders for Minnesota Counties"

Per Capita Expenditures for 1989 MN Services for County
Plans

Planned Service Use per 10,000 Population for 1989 from
Mental Health Plans




MINNESOTA STATE REGIONAL
TREATMENT CENTER
CATCHMENT AREAS
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Brevalence Eatimates:

In the following tables, six-month prevalence estimares »f DIS/DSH-III
disorders for Minnesota counties are computed by Sex, age and race
These estimates are based on (.S. prevalence rates. The age-groups
include 13-24: 25-44; 45-84: and 65 and over. Specifice categories of
mental discrders .nclude schizophrenia, affective disorders, Fersonality
disorders, severe cognitive impairment, and phobia. Prevalence estimates
are given for total population as well as for special populations such
as Black , American Indian, Hispanic. adolescents and Asian refugees.
The estimates for these populations are computed on the basis of any

DIS disorder except substance use disorders. These estimates are given
in the range of lower and upper limits.

Table 1 presents six-month prevalence estimates of mental disorders

and serious mental illness for adult population. These estimates are
based on NIMH ( ECA and other studies ) rates for any mental disorder
and serious mental illness. These rates are computed within a range of
12.6%X for lower limit (LL) and 19% for upper limit (UL). The serious
mental illness is estimated at the rate of .75% for the lower limit (LL)
and 1.0% for the upper limit (UL).

The prevalence estimates for special populations are given in Tables
2,3,4,5 and 6. The counties with adult population 100 and over are
included in these tables. The prevalence rates for U.S. adult population
are applied to compute the county estimates f-- special populations.
These prevalence rates are computed at two lev-ls:

Lower Limi- Upper Limit
(%) (%)
Any disorder covered 12 19.
Schizophrenia 0, l.
Affective disorders 6.
Personality discorders 1.
Cognitive impairment (severa) l.
Phobi1a 13.

& OXNaT IHd

The county profile of the prevalence estimates is given in a separate

table for each county. These estimartes are computed for specific mental
disorders by sex and age. The county profiles iadicate that women are

more vulnerable te affective disorders and phnohbia. and cognitive impairment
is more prevalent among the elderly.

Ihe Ratia of f(ntreated to Treated Cages :

[t chould be clearly understood that county estimates of specific
psychiatric disorders indicate the population in need. Only a segment of
The <stimated populaticn is diagnosed and receives treatment from different
sources. An analysie of (1.5, epidemiological studies on the ratioc of
Lreated to untreated cases in true prevalence astimates found that only
abour 5 percent of those found to be suffering from a clinically
signitican? disorder had <ver bean in ftreatmenr.. Large proportions, .
perhaps 75 perceat. of irndividuals suffering from any psychiatric

2=




disorder have never been in treatment.. For the more severe psychoric
disorders, as many as 45 percent of cases, and for schizophrenia. about
20 percent cases, have never received “reatment from a nenral nealth
Frofessional. Furthermore. many individuals who receive frestment, are
nor true psychiatric cases. [t is assumed that most of the rrue ~aces
Yho receive ftreatment., are the acute and serins psychiatric casecs.

The county pepulation with mental disorders should reflect "hese
national trends.

A number of cells in the county tables give very small figures. The
county estimates of specific peychiarric disorders should be read in rerme
of diagnoesis, severity and duration. A low estimate figure may be asgociated
with high severity, seriousness and cost of treatment. Furthermore. the
prevalence estimates indicate that certain sex, age and race groups are more
vulnerable to one or other type of mental disorder.
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The prevalence 22=imates of specific mental disorders are campurted
for 1385 population age 13 and over. The 1985 population ~stimates
are based on 1980 Census figures which are multiplied by the percent
of change during 1980-85. (see Population Notes, August 1986. Qffice
Of State Demographer). These change rates might vary from group to
group. Since no other 1985 population estimates are available in
specific sex, age and race categories corresponding to national
surveys, the population estimates given here are the best available
estimate of actual population increase in 1985.

Prevalence Rates:

The prevalence estimates of mental disorders for counties are
computed on the basis of six-month prevalence rates of DIS/DSM

disorders for estimated number and percent of U.S. civilian population.

The NIMH Epidemiologic Catchment Area ( ECA ) Program gives these
prevalence rates of psychiatric disorders by sex, age and race. The
survey was conducted in five sites including N-w Haven, Baltimore,
St.Louis, North Carolina and Los Angeles. The :ampled population,
sample size, and prevalence rates in three si~=>s are available for
comparative analysis. As the ECA sample siz< is not true
representative of community population in ind:.:ated sex, age and
race categorids, the prevalence rates are computed on the basis of
sampled population in three sites. It is assumed that the zampled
population weight should very closely approximate the actual census
count of population in specific categories within the sampled area.
The 1.5. prevalence rates of DIS/DSM disorders based on total
csampled population are given below:

Mental Disgrder Men Women
Age Group, Years Age Group, Years
18-24 25-44 45-64 A5+ 13-24 25-44 45-64
Schizophrenia 1.3 0. .8 0.0 1.0 2.0 0.5
Affective Disorder .6 4. .0 ) i b 10.2 7.0
Perscnality Disorcd.2. ; ; . 0.
Cognitive Impair. . 0. 3 : ; 0.

(severe)
Phobia




Table 1: Six-Month Prevalence Estimaces of DIS/DSM-III Disorders and Chronic Mencal
Illness for County Population Age 18 and Over

1985 ?Zop. Disorders Chronic Menzal Illness
Estimaces

ANOKA 139,125 17,530
BECKER 21,278 2,681
BELTRAMI 24,049 3,030
BENTON 18,179 2,291
BIC STONE 5,760 726
BLUE EARTH 40,048 5,066
BROWN 20,165 2,541
CARLION 19,687 2,481
CARVER 27,540 3,470
CASS 15,171 1,912
CHIPPEWA 10,647 1,342
CHISAGO 18,854 2,376
CLAY 16,927 4,653
CLEARWATER 6,200 782
CCOK 3,199 403
COTTONWOOD 9,851 1,241
CROW WING 30,406 3,831
DAKOTA 145,940 18,388
DCDGE 10,293 1.297
DOUGLAS 21,640 2,701

FARIBAULT 13.557 1,708




GOODHUE
GRANT
HENNEPIN
HOUSTON
HUBBARD
ISANTI
ITASCA
JACKSON
KANABEC
KANDIYCHI
KITTSON
KOOCHICHING
LAC QUI PARLZ
LAKE

LAKE OF THE “WOODS
LE SUEUR
LINCOLN
LYON

MCLEOQOD
MAHNOMEN
MARSHALL
MARTIN
MEEKER

MILLE LACS

1985 Pop.
EscimaCes

28,072
5,267
722,256
13,207
10,727
17,169
30,348
9,730
8,548
28,680
4,904

11,438

18,388
21,102

3,643

8,703
17.666
14,667
12,827

3,152
3,537
661
91,004
1,664
1,352
2,163
3,826
1,226
1,077
3,614
618
1,441
948
1.035
349
2,040
693
2,317
2,659
459
1,097
2,226
1,848

1,616

Disorders

Chronic Mencal [llness




MORRISON
MOWER
MURRAY
NICOLLET
NOBLES
NORMAN
OLMSTED
OTTER TAIL
PENNINGTON
PINE
PIPESTONE
POLK

POPE
RAMSEY
RED LAKE
REDWOOD
RENVILLE
RICE
ROCK
ROSEAU
ST. LOUIs
SCOTT
SHERBURNE
SIBLEY
STEARNS

STEELE

1985 Pop.
Escimaces

28,632
7,786
20,225
15,421
6,566
69,105
39,785
9,811
14,483
8,093
24,155
8,490
340,045
3,437
13,165
13,772
33,949
7,425
9,362
150,405
33,078
22,620
11,006
79,410

21,479

1,608
981
2,548
1,943
827
8,707
5,013
1,236
1,825
1,020
3,044
1,070
42,846
433
1,659
1,735
4,278
916
1,180
18,951
4,168
2,850
1,387
10,006
2,706

Disorders

5,440

1,479

3,843
2,930
1,248
13,130
7,559
1,864
2,752
1,538
4,589
1,613
64,608
653
2,501
2,617
6,450
1,411
1,779
28,577
6,285
4,298
2,091
15,088
4,081

Chronic Mental Illness




STEVEXNS
SWIFT
TODD
TRAVERSE
WABASHA
WADENA
WASECA
WASHINGTON
WATONWAN
WILKIN
WINONA
WRIGHT

YELLOW MEDICINE

1985 Pop.
Estimacas

8,852
17,307
3,731
13,377
9,500

13,133

81,815
8,583
5,842

34,675

40,804

2,982,434

Disorders

Chronic Mental Illness




. Table 2: Six-Month Prevalence Estimates of DIS/DSM-III
Disorders for Black Population Age 18 and Over

‘:;x_?-lnnrb EZ‘I[Q]:QC" f:-ima:=
1985 | Any 'Schizo- Affective!Personal. :Cognitive | Phobia
Pep. !Disorder |phrenia Disorders.!Disorders!Impairment!
gst. ' LL UL, LL UL LL nL: LG UL: LL oL 'LL 1L
Anocka 255 32 48 1 3 11 16 34

B.Earth 105 13 20 0 1 5 7 14

Dakota 801 101 182 5 9 37 52 10

Hennepin20594 2594 3912 123 247 205 287 1112

Olmsted 281 35 53 3 3 1§ 37
Pine 137 17 26 1 1 7 18
Ramsey 8970 89 116 484 1201
St.Louis 583 7 32 79
Sherburne 139 2 7 18
Stearns 117 1 6§ 15

Washington469 6 25 63

32461 4086 6164 192 385 1490 2107 132 418 321 417 1749 4345

Footnote: Computation procedure for 1295 population estimates,
prevalence rates and prevalence estimates are described in the
text of this document.

LLsLower Limit

UL=0Opper Linmit




Table 3: Six-Month Prevalence Estimates of DIS/DSM-III Disordrs
for Hispanic Population Age 18 and Over

1985 | Any 1Scizo- !Affective.Personal.:Cognitive ' Phobia

Pop. :Diaorder:phrenia:Disorders:Diaorders:Impairment:

Est. !LL UL.LL OL,LL OL!LL UL:LL UL,LL UL
Anoka 691 87 131 8 31 45 9 9 37 93
Blue Earth210 26 40 9 13 2 2 11 28

Clay 283 35 53 13 18 3

3 15 38

5 62
Faribault 150 7 6 2 8

6

6

Dakota 1158 53 75
Freeborn 486 22 31 28
Hennepin 4948

Kandiychi 115 1

Omatead 360 4

Polk 287 ! 3

Ramsey 5276

Rice 140 17 18
St. Louis 455 57 61
Scott 126 16 17
Stearns 250 J1 33
Steele 148 18 19
Washington815 77 82

Winona 130 16 24 17

15806 1985 2992 88 184 729 1027 848 2113

Footnote: Computation procedure for 1985 population estimates
prevalence rates and prevalence astimates are described in the
text of the document.

LL= Lower Limirt

UL= Upper Limit




Table 4: Six-Month Prevalence Estimates of DIS/DSM-III

Disorders for American Indian Population Age
18 and Qver

County 1985 | Any iSchizo- Affective.Person. iCognitive ! Phobia
Pop. !Disorder!pnrenia;Disorders.Disorders. Impairment'
Est. !LL UL:LL OL:LL ULILL ULLL UL!LL JL
Anoka 601 75 114 27 39 3 32 74
Becker 963 183 44 62 13 52
Beltrami 2060 391 94 26 111
Carlton 447 85 20 24
* Cass 1026 47 55
Clearwvater 306 14 18
Cook 189 8 10
Dakota 260 12 14
Hennepin 5853
Hubbard 126 5 8 7
[tasca 578 26 37 31
Koochichingl88 8 12 10
Mahnomen £83 26 36 . 30
Mille Lacs 272 12 17 3 14
Pine 187 7 10 8
Polk 138 8 9 7
Ramsey 1635 75 106 88

St.Louis 1541 z 71 100 83

Washington 236 45 11 15 12

Footnote: Computation procedure for 1985 population estimates,prevalence
rates and prevalence estimates are described in the text of this document.




PREVALENCE ESTIMATES OF CHILDHOOD MALADJUSTMENT

The definition of "psychiatric disorder" for children lacks
precision and comparability. The concept of childhood
maladjustment is used here for a broad range of clinical phencmena
including "problem children®” and "emotionally disturbed children"
as well as children described as "most seriously maladjusted."

The prevalence rates of childhood maladjustment given below are
based upon several studies conducted from 1928 to 1975 . These
studies are characterized by heterogeneity of both method and
concept. However, there is surprisingly little difference in the
average rates reported by investigators. Based on a review of
these studies which use a multimethod, multistage approach Gould,
Wunsch-Hitzig and Dohrenwend in the book

(1980) estimate the
rates of childhood maladjustment to be:

Median Range
Both Sexes 16.5% 6.8% ~ 25.4%
Males 15.7% 13.0% - 18.3%
Females 18.5% 10.8% - 26.2%
Table 5 gives the prevalence estimates of childhood maladjustment

for county population. These estimates are based on the range of
prevalence rates described above for male and female children.




Table 5: Estinates of Childhood Maladjustment for County Population

Age 17 and Under

Children
1985 Pop. Esc.

BELTRAMI
BENTON

BIG STONE
BLUE EARTH
BROWN
CARLTON
CARVER

CASS

COCK
COTTONWOOD
CROW WING
DAKOTA
DODGE

Childhood

Maladjustment




Ghildren
1985 Pop. Est. Childhood Maladjustment

TeSsSssescsssssssssasa

FARIBAULT 2,684 2,488 491
FILIMORE 3,300 2,959 604
FREEBORN 5,074 4,863 928
GOODHUE 6,156 5,761 1,127
GRANT 977 954 179
HENNEPIN 121,280 116,703 22,194 12,604
HOUSTON 2,937 2,845 537 307
HUBBARD 2,318 2,308 424 249
ISANTI 4,588 4,321 840 467
ITASCA 7,158 6,640 1,310 717
JACKSON 1,923 1,805 352 195
KANABEC 2,053 1,997 376 216

KANDIYOHI 5,753 5,455 1,053 589

KITTSCN 950 898 174 97
KOOCHICHING 2,653 2,514 485
LAC QUI PARLE 1,420 1,398 260
LAKE 1,736 1,635 318
LAKE OF THE WoOD" 602 519 110
LE SUEUR 3,883 3,690 711
LINCOLN 1,171 1,135 214
LYON 3,942 3,533 721
MCLEOD 4,758 4,420 871
MAHNOMEN 1,000 973 183
MARSHALL 2,157 1,945 395




MEEKER
MILLE LACS
MORRISON
MOWER
MURRAY

OLMSTED
OTTER TAIL
PENNINGTON
PINE
PIPESTONE

POLK

ROCK
ROSEAU
ST. LOUIS

Ghildren
1985 Pop. Est.

3,292
3,097

5,288

5,609
1,770
4,083
3,23
1,349
14,804
7,926
2,097
3,360
1,608
5,177
1,683
61,683
843
2,831
2,933
6,878
1,585
2:492
28,630

3,170
2,691
5,110
5,362
1,675
3,886
3,098
1,286
14,170
7,343
1,977
3,121
1,603
4,850
1,612
58,974
869
2,726
2,758
6,597
1,586
2,048
27,19

8,019
110
368
381
894
206
290

3,722

Childhood

11,288
154
518
537

1,259
290
408

5,239

Maladjusctment




Children
1985 Pop. Est. Childhood Maladjustment

5,953
2,329
17,124
4,492
1,487
1,841
4,079

WABASHA
WADENA
WASECA
WASHINGTON
WATONWAN
WILXIN

WINONA

619,505 590,608 80,536 113,369 63,786
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PER CAPITA EXPENODITURES FOR 1989 MM SERVICES “30M COUNTY PLANS

EDUC & CASE RULE 5 & ACUTE
TOTAL PREVENT. EMERGENCY OUTPATIENT MANAGE csp RULE 36 RTC

ANOKA RTC
ANOKA $0.05 £0.70 . . 30.93

DAKOTA $0.08 $1.28 . 30.25 $0.57
HENMEPIN $0.10 $0.43 $1.24 $%.51
RAMSEY 30.19 $1.19 . . $1.48 $0.74
SHERBURNE $0.06 $0.28 . $1.16
WASHINGTON $0.09 $0.49

TQTAL/AVG

BRAINERD RTC

AITKIN . $0.22 $0.97

BELTRAMI . $0.19 $0.36 $46.15
BENTON . $0.05 $0.11 $2.30
CASS . $0.09 $0.38 $4.23
CLEARWATER $0.17 $0.22 53.22
CROW WING . 30.11 $0.28 $4.02
HUBBARD s $0.29 $0.45 $2.90
LAKE OF WOODS . $0.15 $0.31 =%.0
HORR1SCN . $0.17 $0.23 $%.18
Tooo $0.08 $0.04 $5.09
WADENA

TOTAL/AVG % $0.18 $0.32

FERGUS FALLS RTC

BECKER . £0.13 20.13
CLAY . $0.05 30.16
DOUGLAS $0.10 $0.467
GRANT $0.71 30.13
KITTSON . £0.15 30.46
MAHNOMEN $0.18 $0.27
MARSHALL $0.24 3$1.43
NORMAN £0.55 $0.55
OTTER TAIL $£0.09 $0.16
PENNINGTON . $0.53 $0.37
POLK $0.06 $0.28
POPE . 30.19 $0.10
RED LAKE . 30.08 $0.39
ROSEAU = $0.13 $0.29
STEVENS £0.09 $0.07
TRAVERSE $0.29 £0.00
WILKIN

TATAL/AVG
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“00SE_'AKE RTC
CARLTON
CHISAGO
CooK

[SANTI
ITASCA
KANABEC
KOOCHICHING
LAKE

MILLE LACS
PINE

ST Louls

TOTAL/AVG

ST, PETER RTC
BLUE EARTH
BROWN
DODGE
FILLMORE
FMu
FREEBORN
GOODHUE
HOUSTON

LE SUEUR
MOWER
NICOLLET
OLMSTED
RICE
STEELE
WABASHA
WASECA
WINONA

TOTAL/AVG

TOTAL

$14.52
$25.90
$12.93
$16.75
$18.85
$27.35
$16.02
$17.20
$22.566

$18.56

PER CAPITA EXPENDITURES FOR 1989 MW SERVICES FROM COUNTY PLANS

EDUC &
PREVENT. EMERGENCY QUTPATIENT

$0.12
$0.04
$0.23
$0.02
$0.16
$2.01
$0.21
$0.21
$0.25
$0.35
$2.50
$0.42
$0.11
$0.16
$0.12

CASE
MANAGE

csp

$1.20
$7.38
$1.14
$6.79
$3.80
$1.98
s2.M
$1.7M
$1.75

RULE 5 &
RULE 36

ACUTE

$4.01
$1.78
$0.19
($0.00)
$0.48
$0.50
$0.00
$0.16
$0.19
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PER CAPITA EXPENDITURES FOR 1989 MH SERVICES FROM COUNTY PLANS

EDUC & CASE RULE 5 & ACUTE
PREVENT. EMERGENCY OUTPATIENT MANAGE csp RULE 36

WILLMAR 2TC

81G STONE

CARVER $20.62 A $7.71
CHIPPEWA $28.47 $8.24
COTTONWOOO $22.32 $8.29
JACKSON $14.77 $7.40
KANDIYOHI $38.75 . $15.30
LAC QUI PARLE $14.78 $1.18
MCLEOD $13.09 $3.22
MEEKER $28.93 ’ $11.71
NOBLES $27.96 . $12.23
PIPESTONE $16.52 $5.44
REDWOOD $21.47 % 3 $6.61
REGION 8 NORTH $22.21 . $7.35
RENVILLE $24.44 2 : $8.58
ROCK $17.93 . . ) $6.30
SCoTT $16.04 $4.65
SIBLEY $15 84 $4.79
STEARNS $11.23 # 5 $2.20
SWIFT $23.61 $4.86
WRIGHT $9.08 : 5 $3.32
YELLOW MEDICINE

STATE TOTAL/AVG
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ANCKA RTC
ANOKA
DAKOTA
HENNEPIN
RAMSEY
SHERBURNE
WASHINGTON

TOTAL/AVG

BRAINERD RTC
AITKIN
BELTRAMI
BENTON

CASS
CLEARWATER
CROW WING
HUBBARD

LAKE OF WOODS
MORR [ SON

TOTAL/AVG

COUNTY
POPULATION

967,455
465,287

35,781
127,912

2,044,381

13,421
33,720
27,455
21,300

9,018
43,508
15,529

3,895
30,228
25,456

237,278

FERGUS FALLS RTC

BECKER
CLAY
DOUGLAS
GRANT
KITTSON
MAHNOMEN
MARSHALL
MORMAN
OTTER TAIL
PENNINGTCN
POLK

POPE

RED LAKE
ROSEAU
STEVENS
TRAVERSE
WILKIN

TOTAL/AVG

EMERGENCY

PLANNED SERVICE USE PER 10,000 POPULATION FOR 1989 FROM MENTAL HEALTH PLANS

OUTPATIENT

RULE 38

RULE 5

CONTACTS PER CLIENTS PER ADULTS PER CHILD. PER

10,000 PoP

&4.7
35.8
§5.2
1.0
457.8
26.4
62.7
49.4
72.8
35.9
39.3
63.7

93.5

10,000 POP

183.5
140.2
153.1
45.5
143.9
29.2
az.8
196.1
62.1
132.0
128.2
35.6
29.1
71.9
29.5
9.9

102.7

10,000 PoP

9.7
2.8
3.0
3.6
1.6
3.5
6.7
3.7
5.0
4.3
5.9
1.5
9.0
3.9
6.1

4.5

10,000 PoP

0.6
6.1
2.7
1.4
1.5
5.4
3.9
2.2
1.1
0.7
2.6
1.7
2.0
0.7
1.8
2.0
3.7

2.4

ACUTE HOSP ACUTE HOSP
ADULTS PER CHILD. PER

10,000 poP

10,000 POP

RTC

RTC

ADULTS PER CHILD. PER

10,000 PoP

10,000 Pop
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PLANNED SERVICE USE PER 10,000 POPULATION FOR 1989 FROM MENTAL HEALTH PLANS

EMERGENCY OQUTPATIENT RULE 36 RULE 5 ACUTE HOSP ACUTE HOSP RTC RTC
COUNTY CONTACTS PER CLIENTS PER AOULTS PER CHILD. PER ADULTS PER CHILD. PER ADULTS PER CHILD. PER
POPULATION 10,000 POP 10,000 POP 10,000 POP 10,000 POP 10,000 POP 10,000 POP 10,000 POP 10,000 PoP

MOOSE _LAKE RTC
CARLTON

CHISAGO

coox 4,350
ISANTI 26,299
ITASCA 43,914
KANABEC 12,630
KOOCHICHING 16,155
LAKE 11,425
MILLE LACS 18,67
PINE 20,900
ST LOUIS 203,069

TOTAL/AVG

ST. PETER RTC
BLUE EARTH
BROWN
DODGE
FILLMORE

F MW
FREEBORN
GOODHUE
HOUSTON
LE SUEUR
MOWER
NICOLLET
OLMSTED
RICE
STEELE
WABASHA
WASECA

TOTAL/AVG 618,405
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PLANNED SERVICE USE PER 10,000 POPULATION FOR 1989 FROM MENTAL HEALTM PLANS

EMERGENCY  OUTPATIENT  RULE 36 RULE § ACUTE HOSP ACUTE HOSP RTC RTC
COUNTY CONTACTS PER CLIENTS PER ADULTS PER CHILD. PER ADULTS PER CHILD. PER ADULTS PER CHILD. PER
POPULATION 10,000 POP 10,000 POP 10,000 POP 10,000 POP 10,000 PCP 10,000 PCP 10,000 PCP 10,000 POP

WILLMAR RTC

BIG STONE

CARVER 41,586
CHIPPEWA 14,560
COTTONWOOD 13,640
JACXSON 13,239
KAND [ YOHI 39,879
LAC QUI PARLE 10,129
MCLECO 30,415
MEEKER 21,110
NOBLES 21,395
PIPESTONE 11,155
REDWOO0D 18,443
REGION 8 NORTH 44,242
RENVILLE 19,213
ROCK 10,442
SCOTT 52,255
SIBLEY 15,461
STEARNS 115,786
SWIFT 12,445
WRIGHT 64,455
YELLOW MEDICINE

TOTAL/AVG 590,294

STATE TOTAL/AVG &,214,013







MASTER CHECKLISTS

Systems Monitoring I, Checklist for Mandated County
Services

Systems Monitoring II, Checklist for a Complete or Ideal
Service System

Systems Monitoring III, Consumer Survey

Systems Monitoring IV, Residential Treatment/Housing
Checklist

Systems Monitoring V, Vocational/Social Services
Agency/Program Checklist I

Agency/Program Checklist II, Observing in Institutions

These lists may be reproduced for use in monitoring
interviews.




Systems Monitoring I
CHECKLIST FOR MANDATED COUNTY SERVICES

(To be filled out after interviews with county human services
staff and/or contracted agencies.)

For each topic there is a section on what the law mandates
counties to provide and an additional section listing
services which are important but not mandated by law.

Names, addresses and phone numbers of Reporters

Organizations involved in monitoring

Name(=z) of Perzon(z) Interviewsd (Pleaze alzo include titles
and addresses)

Date(s) of interview(s)

Local Mental Health Advisory Council

Get a list of advisory council members. If possible, talk to
the chair or a council member.

Mandated

1. Do the council members reflect "a broad range of community
interests”?

Yes No
If no, please specify.
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2. Is there at least one consumer, one family member of a
person with mental illness, one mental health professional
and one community support services Program representative?

Yes No
3. Does the council meet at least quarterly to "review,
evaluate, and make recommendations regarding the local mental
health system"?

Yes No
4. Does the county board consider the advice of the local
mental health advisory council in carrying out its
authorities and responsibilitiies?

Yes No
If no, please specify.
5. Is the advisory council arranging annually for input from
the regional treatment center review board regarding
coordination or care between the regional treatment center
and community-based services?

Yes No

Comments:

6. Are barriers cited to effective advisory council
operation?

Yes No

--If so, what are they?

Important but not Mandated

1. Does the council have more than four members (if it is for

one county) and at least six members (for a multicounty
advisory council)®

Yes No

2. Does the council have access to the commissioners?
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Yes No

If so, how and how often?

3. Does the council actively participate in the county

board’s ongoing activities and responsibilities for mental
health services?

Yes No

If yes, how?

4. Does the council communicate regularly with the director
of mental health services or the social services director?

Yes No
--If not, please comment.
5. Does the council review the long-range priorities for
county mental health programs?
Yes No
--If so, does it provide feedback?
Yes No

6. How often does the council meet?

-Is this sufficient to participate actively in the planning
process?

Yes No
7. Is attendance good at MHAC meetings®?
Yes No
--Do most of the members actively participate?

Yes No

8. Has the advisory council been briefed on all aspects of
county mental health services®?
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Yes No

9. Has the advisory council been briefed on the budget
process, on state mandates and on the history of county
mental health expenditures?

Yes No
10. Do council members understand "maintenance of effort"?

Yes No

11. Does the advisory council have a process for
communicating with interested citizens?

Yes No

12. Does the advisory council respond to requests from
advocacy groups, consumers, interested citizens?

Yes No

Comments:

Education and Prevention Services
Mandated

1. Is the county providing services designed to educate the
general public about mental illness?

Yes No

If yes, please specify.

-—to increase people’s awareness of the availability of
resources and services?

Yes No
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If yes, please specify.

-— to improve people’s skills in dealing with high-risk
situations known to affect people’s mental health and
functioning?

Yes No

2. Is the county providing services to educate special
high-risk target populations about mental illness?

Yes No

If yes, please specify.

3. How many workshops/seminars/classes are provided?

--How many people participated?

—--Were newsletters provided?
Yes No

4. Did the county initiate any media activities (radio,
newspaper or television)?

Yes No -
5. Did the county develop brochures to inform the public?
Yes No

--If yes, how were these distributed?

6. How did the public know education and prevention services
were available?

. --Were the activities advertised?
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Comments:

Does the county report barriers to implementing education and
prevention services?

Yes No

--If so, what are they?

Important but not Mandated :

1. Is there evidence that the county is actively cooperating
with local advocacy groups in education and prevention®

Yes No

Describe:

2. Is there evidence of county involvement in education
efforts with civic groups?

Yes No
--with the clergy?
Yes No
--with other specific groups?

Yes No

--If yes, please specify.

3. Are relatively inexpensive, simple methods being tried?
(phone stickers or pencils with emergency numbers, for
instance)

Yes No
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--Pleaze =zpecify.

4, Does the county newsletter, if any, devote space to
education about mental illness?

Yes No
5. How much money did the county spend on education and

prevention activities?

6. What proportion of the general public do they believe was
reached by these activities?

High Risk Groups

Each county identified up to three high rigk groups to be
served July 1,. 1988-December 31, 1988.

1. How were these high risk groups being served?

Three additional high risk groups were identified to be
served from January 1, 1989 - December 31, 1989.

2. How were these high risk groups served?

24 Hour Emergency Service
Maundated

1. Is the county providing an immediate response service
available on a 24-hour, seven day a week basis for persons
having psychiatric crisis or emergency?

Yes No

--If not, why not?

2. Is there a separate emergency number for mental health
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Yes No

3. If not, have persons answering the 911 number been trained
to respond appropriately in cases of mental illness?

Yes No
4. Does the county provide telephone accessibility for
severely hearing impaired persons through a TDD (telephone
device for the deaf)?
Yes No

--1f not, why not?

5. Is a mental health professional available for consultation
at least by telephone in 30 minutes?

Yes No
6. Does the public know emergency services are available and
whom to call?

Yes No

--How did the county publicize these services?

7. How many contacts did the county have on its emergency
mental health hot line?

8. What efforts has the county made to assure that 24 hour
emergency services are available and accessible to special
populations?
--to children (0-17 years)?
--to the elderly (65+)%
--to minorities:

--blacks?

-—-American Indians®?

-—-Southeast Asians?
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~-Chicanos?

--to hearing impaired citizens?

9. What is the county fee policy for emergency services?

Does the county report particular barriers to providing
emergency services?

Yes No

--1f so, what are they?

Comments:

Important but not Mandated

1. Has the county developed a protocol with peace officers
and corrections determining the treatment and placement of
persons with acute mental illness in corrections?

Yes No

2. Has the county social services division (or another
agency) provide training or inservice to police and
corrections personnel on mental illness?

No
Qutpatient Services
Mandated
1. Is the county providing enough outpatient services within
the county to meet the needs of persons with mental illness
residing in the county? (Clients may be required to pay a fee

based on a sliding scale.)

Yes No
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2. Are enough mental health professionals available?®?

Yes No

If not, why not?

3. Are initial appointments provided within three weeks

unless special requests by the client (for particular days,

time or therapists) prevent timely initial appointments?
Yes No

--If not, please elaborate

4. Are outpatient services provided by an organization(s)
with a multidisciplinary staff?

Yes No

5. Are mental health practitioners clinically supervised by
mental health professionals?

Yes No
6. Is the county making outpatient services available and
accessible to special populations?
-~to children (0-17 years)?
Yes No
-—to the elderly (65+)%
Yes No
--to minorities:
—-Blacks
—-—American Indians
--Poutheast Asians

~=Chicanos

--Other special populations, as identified by county.
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7. Does the public know oupatient services are available and
whom to call?

Yes No

8. Does the county have a sliding fee scale policy for
outpatient services?

Yes No

Comments:

Does the county report barriers to offering outpatient
services?

Yes No

If so, what are they?

Important but not Mandated :

1. Does the county provide a minimum of 4 hours of outpatient
service per client per year?

Yes No

2. Are all clients who request them receiving outpatient
services?

Yes No

-=1f not, please explain. .

2. Are outpatient services provided as long as clients need
them?

Yes

--if not, please explain.
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--0r, are services routinely discontinued after a certain
period of time (18 months or 2 years) regardless of client
need?

Yes No
3. Are there waiting list for regular appointments?

Yes No

If so, how long are they?

Community Support Services

Community support services include a wide range of possible
programs and supports.

Mandated
1. Does the county provide each of the following activities?
--client outreach
Yes No
--medication management
Yes No
-—assistance in independent living skills
Yes No

--development of employability and supportive work
opportunities

Yes No
-—-crisis assistance
Yes No
--psychosocial rehabilitation
Yes No
--help in applying for government benefits

Yes No

-—-development, identification and monitoring of living

12
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arrangements
Yes No

2. Does the county provide for linkage among various service
providers?

Yes No

--How is this accomplished?

3. Does the public know community support services are
available and whom to call to access services?

Yes No

--How is thia knowledge disseminated?

4. What is the county fee policy for community support
services?

Comments:

Does the county report barriers to providing community
support service?

Yes No

--If so, what are they?

Day Treatment
Mandated
1. Are day treatment services available at least one day a

week for a minimum of three hours for clients with serious
and persistent mental illness?

13
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Yes No

~-If not, please explain.

(Counties may receive a waiver from including day treatment
services within the county.)

Comments:

Does the county report barriers to providing day treatment?
Yes No

If so, what are they?

Case managenment
Mandated

1. Does the county provide case management activities for all
persons with serious and persistent mental illness?

Yes No
--I1f not, how many are served?
--What is the estimate of unserved persons?
~--Why are these persons not served?
-—Are there plans to reach these persons in the future?
Yes No
--Explain.

2. What proportion of persons with serious and persistent
mental illness are receiving services?

--Has this proportion increased since 1987%

Yes No
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3. Does case management help people gain access to needed
medical, social, educational, recreational, vocational and
other necessary services?

Yes No
4. Is there a diagnostic assessment for each client?

Yes No

5. Is there an individual community support plan for each
client?

Yes No

6. Is the individual community support plan based on the
diagnostic assessment?

Yes No

Are all clients referred to necessary services?
Yes No

Are services coordinated?
Yes No

If so, how?

Are services monitored?
Yes No.

If so, by whom? How often?

10. Are case managers knowledgeable about community
resources?

Yes No

Is the county making efforts to assure that community

support se;vices and case management services are available
and accessible to special populations®

Yes No
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If yes, please specify.

13. How are multiple providers

components? coordinating service

14. How are case managers linked to the i
community su
program®? ® e

Comments:

Does the county report barriers to providing case management?

Yes No

If so, what are they?

Important but not Mandated

1. What is the worker/client caseload for case management for
persons with serious mental illness? (materials published by
the state of Minnesota and national organizations estimate
that a maximum caseload should be 30 to 35.)

2. Is there continuity of care as persons move among
programs?

Yes No
3. Do most clients continue with the same case manager?

Yes No
4. Do the same case managers continue with clients who hae
serious and persistent mental illness when they move from the
community to hospital settings?

Yes No
5. Are there written agreements between hospitals and

outpatient facilities specifying continuity of care and
responsibilities?
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6. Is there evidence that case managers are referring clients
to a yvariety of services?

Yes No

7. Is there systematic, random sampling by management to see
if service coordination is being achieved?

Yes No
8. Are community support plan goals acceptable to client?

Yes No

--How is ongoing evaluation of pPlan goals achieved?

Assertive Case Management

9. Are professionals assigned to make regular visits to local
Jails and prisons to provide care for individuals with
serious mental illness?

Yes No

10. Do outreach workers make regular visits to public
shelters and to street locations to provide care for
individuals with serious mental illness?

Yes No
11. Have outpatient commitment and continuous treatment teams
virtually abolished the subgroup of homeless individuals with
serious mental illness?

Yes No

12. Do home health workers and public health nurses make
regular home visits to elderly and disabled individuals with
serious mental illness thereby allowing them to continue
living at home?

Yes No

13. Do case managers visit clients with serious and
persistent mental illness in their homes?

17




Systems Checklist I - Mandated Services

Does the county report barriers in the creation of community
support services?

Yes No

--If so, what are they?

Residential Treatment (Rule 36s and Rule

8s)
Mandated

1. Does the county contract for enough residential treatment

services in the community (Rule 36 facilities for adults and
Rule 5 for children) to meet the needs of all persons with
mental illness residing in the county?

Yes No

If no, please explain.

2. Is the stay based on client needs?
Yes No

--0r are definite time limits placed on service?

Yes No

3. Are services as close to the county as possible?

Yes No
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. --How close is that?

4. How is Rule 36 residential treatment coordinated with the
community support program?

5. How is Rule 5 residential treatment and follow up linked
to working with families?

6. How does the public know residential treatment (Rule 5 for
children and adolescents and Rule 36 for adults) is available
and who to call to access services?

7. What is the county fee policy for residential treatment?

8. What is the county doing to assure residential treatment
services are available and accessible to special populations?

--to minorities:
--Blacks?
-—American Indians?
--Southeast Asians?
--Chicanos?
--to hearing impaired persons?
-—other special population identified by the county?

Comments:

Does the county report barriers to providing residential
treatment services?
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. Yes No

--If so, what are they?

Acute Care Hospital Inpatient Treatment

(Note: There is a trend toward authorizing the use of RTCs
for acute care in those areas where the development of a
psychiatric inpatient facility in small community hospitals
is not feasible.)

1. Does the county provide acute care hospital inpatient
treatment in an acute care licensed facility for clients who
need this service?

Yes No

--1f not, please explain.

2.What efforts has the county made to assure acute care
inpatient treatment is available and accessible to special
populations?

3. How is acute care hospital inpatient treatment coordinated
with other community based services for adults?

4. How is the county coordinating acute care hospital
inpatient treatment with other community based services for
children?

5. Does the public know acute care inpatient treatment is
available and whom to call to access services?

20
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Yes

--1If so, how?

6. What is the fee policy for acute care inpatient treatment?

Does the county report barriers to providing acute care
inpatient service?

Yes No

--If so, what are they?

- Regional Treatment Center (RTC) Inpatient
services

1. Is the county referring all persons who need it for
treatment in regional treatment centers?

Yes No

--If not, please explain.

2. Does the county participate in discharge planning for all
its clients?

Yes No

--If not, why not?

3. Are clients in Regional Treatment Centers linked with
necessary community based services?
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Yes No

—-If so, how?

4. What efforts is the county making to assure regional
treatment center inpatient treatment is available and
accessible to special populations?

5. Does the public know regional treatment center inpatient
treatment is available and whom to call to access services?

Yes No

—--How is this accomplished?

Comments:

Does the county report barriers to providing regional
treatment center inpatient services?

Yes No

--1f so, what are they?

Important but not mandated

1.Is the county referring noticeably more or fewer clients to
RTCs than other comparable counties?

Yes No

If so, why?

2creening

(Counties are not mandated to provide screening before

22
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January 1, 1991)
Additional Services Provided by Counties

1. Are counties providing additional services to clients with
mental illness?

--If so, what are they?

Service Coordination

2. How is the county coordinating service components outlined
throughout this document to ensure client continuity of care?

Confidentiality
1. Do county practices comply with the Data Privacy Act?

Yes No

--Please specify procedures taken to safeguard clients’
privacy.

2. Do providers allow clients to refuse to sign a waiver
permitting the county to have their name and address?

Yes No
3. Is there an absence of discussion of clients by names by
county commissioners at public meetings?

Yes No

Comments:
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Important but not mandated

1. Does the county use confidentialty as an excuse for not
providing assertive case finding and coordination?

Yes No

--Please explain.

Serving Persons with Serious and Persistent Mental Illness

(Note: the 1987 Comprehensive Mental Health Act, as amended
in 1988 gives high priority to serving all clients with
serious and persistent mental illness.)

1. What proportion of the mental health budget is devoted to
clients with serious and persistent mental illness?

2. Are the needs of all clients with acute and serious and
persistent mental illness met before persons wth other
mental illness?

Yes No
Prepetition Screening

1. Is there an active prepetition screening team in your
county?

Yes No

--If not, please explain. ’

2. Are clients monitored when they are committed to
outpatient services?

Yes No

--How is this accomplished?

3. Is there evidence that clients are committed to the least
restrictve settings appropriate?

24
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Yes No

4. Does prepetition screening regularly refer clients to
other services when it believes there are not grounds to
pursue commitment proceedings?

--How many people are being referred®?

Comments:

Does the county report barriers to providing prepetition
screening and outpatient commitment?

Yes No

--If so, what are they?

Important but not mandated

1. Does prepetition screening report a lack of sufficient
options in the community for referral?

Yes No

--Amplify.

County Yiews

1. Are there programs and services of which the county is
particularly proud?

--publicly funded programs?
—--other programs?

Please specify.
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2. Overall, what obstacles does the county report as
particularly serious in developing a full range of county
services?




Systems Monitoring - II

CHECKLIST FOR COMPLETE OR IDEAL COUNTY SERVICEs

To be filled out with information from county human services
staff and/or contracted agencies, advocacy groups and
knowledgeable citizens.

Names of Reporters (Please also list addresses and phone
numbers)

Name(s) of Persons Interviewed (Please also list titles and
addresses)

Date(s) of interview(s)

1. What is the estimated number of persons with serious and
persistent mental illness in the county?

2. What percentage of people with serious and persistent
mental illness are receiving services?

~--#hy is this?

® X ® *®

1. Are there people from the county ready for discharge from
the regional treatment center who cannot leave because there
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are no places for them in the community?
Yes No

If yes, how many are there?

2. Are there people ready for discharge from Rule 386 (halfway
house) facilities in the community for whom there is no
suitable or affordable housing in the community?

Yes No

--1f yes, please explain.

3. Are people discharged from acute care hospitals placed in
appropriate programs?

Yes No

If not, please explain.

4. Are there waiting lists for community programs®?
Yes No

If yes, please specify.

9. Are county appropriations for mental illness housing
services increasing to meet increased demand?

Yes No

--What is the prospect for increased appropriations in tie
future?

8. Are there special housing needs which county services
address inadequately? or not at all?
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"" Yes

If yes, please specify.

7. Is a full range of housing options available in the
community? (See Systems Monitoring IV for a full listing of
these)

Yes No
8. Is a full range of vocational programs available?

Yes No
9. Is concern expressed that entrance requirements to some
programs work to exclude those persons with the most severe

mental illness?

Yes No
Specify.

Case Management

Beginning in 1989 Medical Assistance and General Assistance
Medical Care funds will be available for case management for
persons with serious and persistent mental illness for the
first time. Under the law all persons with serious and
persistent mental illness who want case management must have
it. Case management is often described as the Zlue holding
the system together. It is regarded as an essential part of a
quality system of care.

1. What is the average client/caseworker case
materials and national organizations recommend
should not exceed 30 or 35 but a number of

caseloads of 60)
2. Continuity--does one person have the clear
responsibility for each client?
Yes No

--If not, why not?
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3. Is an assessment done for each client?
Yes No
-—-Are the goals clearly linked to the assessment?
Yes No

--Is ongoing evaluation done?

4, Is there a waiting list to get on a county caseload?
Yes No

--If yes, how long is this?%

5. What proportion of persons with serious and persistent
mental illness are receiving case management services?

Yes No

this proportion (or number) increased since 1388%

7. Are clients cases closed even though they may need
services in the future?

Yes No
Specify.
3. How are clients followed over time?
9. Is there evidence that case managers are
clients to a yaristy of services?

Yes No

10. Is there evidence that case management is closely linked
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to community support services?
Yes No

--Please specify.

11. Does case management systematically reach out to homeless
persons in shelters and on the streets?®

Yes No

--If not, why not?

12. Do case managers make regular visits to jails and prisons
to provide care for individuals with serious mental illness?

Yes No

--If not, why not?%

13. Are persons with serious mental illness homeless in your
county?

Yes No

If so, how many?

comnunity Support Program

1. Is a complete range of community support services
avallable in the county?

Yes No

--If not, what is needed?




Systems Checklist v - An Ideal Service System

2. Counties must describe how they will coordinate community
support services and case management. Is there evidence that
these are in fact well coordinated?

Yes No

—--If not, please specify.

3. Is public transportation readily available for persons
with serious and persistent mental illness?

Yes No
--If not, are special transporation services available for
persons with mental illness? (These could include volunteer
drivers, special vans, etc.)

Yes No

Please specify.

Comments:

Availlable Mental Health Professionals

1. Does the county have difficulty in hiring and retaining
mental health professionals to work with persons with serious
and persistent mental illness?

--psychiatrists
Yes No

--psychologists
Yes No

--psychiatric nurses
Yes No

--psychiatric social workers
Yes N

If yes, what are seen as the barriers to attracting mental
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health professionals?

-—salary or reimbursement levels?

Yes No

Explain:

-—-geographical location?

Yes No

Explain:

Other:
Serving Populations with Special Needg

1. Is there general agreement that services are available to
meet the needs of most persons with dual diagnoses or special

needs?
—-—-persons who have a dual diagnosis of chemical

dependency and mental illness?

Yes No
--persons who have a dual diagnosis of mentally

retardation and mental illness?

Yes No
--persons who are hearing impaired and mentally 1119
Yes No

-—farmers and their families who are experiencing

mental 1llness?

No

le with mental
No

-—-homeless people?
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Yes No
--persons with special language and/or cultural needs?
--Southeast Asians?
Yes No
--American Indians
Yes No
--blacks?
Yes No
--persons in corrections?
Yes No
--Other (specify)
Yes No

If not, what services are needed?

ad or sheriff apnd Corrections
1. Is

health services to inservice peace offi and corrections
nfficials about mental i1llness¥

3 there an ongoing attempt on the p: of county mental
f

Yes No
--If ves, how is this accomplished?

2.Is there a specific procedure for handling persons with
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mental illness who are picked up by the police?

Yes No
3.Are procedures established to minimize the time persons
with mental illness spend in correctional facilities in your
county?

Yes No

4. Are persons detained in the adult and Jjuvenile detention
systems systematically screened for mental illness?

Yes No

4, Is jail ever used to hold persons with mental illness
because county programs and/or facilities specifically
designed for persons with mental illness are insufficient?

Yes No

Comments:

Tracking and Besearch

1. What steps 1is the county taking to see if programs work
for clients? Is there a system for tracking the "progress" of
clients?

Yes No

2. How much does the county know about
mental 1llness?y

--Does it know which programs work? Does it have a system
for assessing which programs work for clients?

-—-Does 1t know how many clients go back and forth to the
ETCs? How often?
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3. Does the county have an estimate on how much service
different clients need?

Commitment

1. Is the county beginning to use more forms of “"outpatient
commitment” in the community?

Yes No

Please specify.

2. Is it possible for persons to commit themselves volunarily
for treatment to regional treatment centers (state
hospitals)?

Yes No

--If not, explain why.

3. Does prepetition screening report available community
services to which to refer persons who need support but do
not meet the criteria for commitment?

No

How widely is the sense of commitment to humane community
V1

rvices for persons with mental illness spread?
-—-Are churches involved?

-—-c1ivic groups?
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--Explain.

2. Are the needs of persons with mental illness or success
stories of persons with mental illness in the community at
meetings highlighted a2t public meetings?

Yes No

--in newsletters?

3. Does the local newspaper have positive articles about
persons with mental illness?

Yes No
Use of Creative Low-Cost Techniques
1. Is the county making use of relatively inexpensive trained
laypersons and/or volunteers to help in services to persons

with mental illness?

Yes No

If yes, please specify.

2. Is the county using imagination to advertise the mental
health hotline?

Yes No

--Please specify.

<

J . Are uhere exXamples L..'f imd:’ ina C l Ve :;;0..[ Ut ii_.'n-'.'» L b 4 O‘D ilems
11 P .
l;bat may n(}t be very --:{pensiul.’: .

(As an example a coffee shop in the building where the Winona
Community Mental Health Center is located, fulfills the dual
function of giving employment to persons with mental illness
and helping to overcome people’s stereotypes about mental

11
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illness.)
Yes No
If yes, please specify.

4, Are private groups or agencies helping to provide programs
for persons with mental illness in the community?

(Example, in Red Wing, a Catholic Church and a Lutheran
Church have donated buildings for a dropin center and a group
home. Plymouth Congregational Church, near downtown
Minneapolis, has operated a drop in center two afternoons a
week for more than 10 years with no outside funding. )

IMDs (Institutions for Mental Diseases)

Federal regulations now specify that residential facilities
which offer diagnosis, treatment or care to more than 16
persons with a primary diagnosis of mental illness are IMDs
(institution for mental diseases) and that persons residing

there may not qualify for Medical Assistance. This applies to
large Rule 36 facilities and to some nursing homes.

1. Is your county seriously affected by this ruling?
Yes No

Please explain.

2. How is the difference between Medical Assistance funding
and General Assistance funding for these clients being made
up?

2. Will some persons have to move from their existing
residential farcility?

Yes No

--1f so., what provisions have been made Tor their placement?

4. Is the county making an attempt to downsize facilities?
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Yes No

Please explain.

Nursing Howes

(New federal legislation mandates that as of January 1, 1989
persons under 65 who are mentally ill may not be admitted to
a nursing home unless their physical and medical needs are
such taht they require the level of services provided by a
nursing facility and the individual does not require active
treatment.

All nursing home applicants must be screened before admission
and all nursing home residents must be reviwed annually to
determine whether or not nursing home placement is
appropriate. Residents who no longer need nursing facility
care must be discharged in a "safe and orderly"” manner." The
state has requested an extension of the April 1, 1990
deadline for such discharges.)

1. Does this affect mentally ill persons in your community?

Yes No

what plans are being made for alternative placement?

Identify Gaps in Service
1. Are gaps reported in the service system?
Yes No

--If so, what are they?

2. How does the county suggest that these could be addressed?
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CONSUMER SURVEY

(These questions are partially based on the consumer survey
conducted by Ernst and Whinney for the Mental Health
Division.)

Names, addresses and phone numbers of Reporters

Organizations involved in monitoring

Number of Consumers

Location

What do consumers like best about local services?

2. What do consumers like least?
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3. If consumers could improve one service, what would it be?
--housing
--regular
—--supported
--residential treatment programs (Rule 36s)

--how?

--regular medical services

--crisis services (elaborate)

--mental health services (specify)

--case management

~—help with cooking, shopping, etc.
--help with getting and keeping a job
--recreational/social activities

--other

--What would they change?

4. Generally, do consumers think services are well designed
for them?

Yes No

. --If not, please explain.
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3. Do consumers feel safe and secure?

Yes No

--If not, please explain.

4. Do consumers report problems in getting presentable
clothes to wear?

Yes No

--If yes, please explain.

Do consumers report problems getting food for each day®?

Yes No

--1f yes, please explain.

Do consumers have at least one friend to trust?

Yes No

7. Do consumers have a chance to do things for fun?

Yes No

-— If not, please explain.
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8. Do consumers have enough medical support (for ordinary
medical concerns) available?
Yes No

--If not, what is the problem?

9. Do consumers have enough mental health support?
Yes No
--If no, what is missing?
--psychiatrist?
--psychologist?
—-—-case manager?
~-~-day treatment?

--other?

10. Do consumers have transportation available to go where
they want to go?%

Yes No

-=If not, please explain.

11. Are consumers generally satisfied with their quality of
life?

Yes No

--If not, please explain.
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12. Do consumers have medications that help them?
Yes No

--If not, please elaborate.

13. Do consumers receive the help they need in obtaining
government benefits (SSI, SSDI, GA, Medical Assistance,
ete.)?

Yes No

-~ If not, please elaborate.

How many consumers have met in the last month with--
-—a psychiatrist?
Yes No

--a social worker or caseworker?

Yes No

--with a medical doctor?

Yes No
Have consumers received help in the last month--
--managing medication?
Yes No
--with cooking, shopping or budgeting?

Yes No

14. Within the last month have consumers participated
activities®?

Yes No
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--If yes, were these arranged by an agency or mental
health program?

Yes No
Housing

1. How many consumers live on their own?

--Are they satisfied with their arrangements?
--if not, why not?
--neighborhood?
-—actual apartment?

--other

2. If consumers live with other adults are they satisfied
with,

-—-neighborhood?

Yes No
-—actual faciliity?
Yes No

--privacy?

Yes No

--If not, please explain

--Are the other residents compatible, friendly, etc?

Yes No
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2. Do consumers report difficulty in finding suitable housing
they can afford?

Yes No

--If Yes, have they received help in finding housing?

Yes No

--Specify.

3. Is subsidized low and moderate income housing available in
their community?

Yes No
--Is Section 8 housing available?
Yes No
4. Do many consumers have to live with their parents when
they would prefer to live on their own?

Yes No

5. Do consumers believe they are getting enough help to
enable them to manage to live on their own?

Yes No

--If not, what do they need?

Yocational

1. Do consumers feel they have enough support in seeking
employment?

Yes No

--If not, what do they need?
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2. Do they believe they are being helped to find work at
their ability level?

Yes No

--If not, please specify?

3. If consumers believe they cannot handle paid employment
now, are they being encouraged to do volunteer work?

Yes No
--1Is occupational therapy available?

Yes No

Social/Recreational
1. Do conzumers have encugh =ocial activities®?
Yes No

--If not, please elaborate.

-—-Are these arranged by an agency, with friends, how? Please
specify.

2. Do consumers have access to a dropin center?
Yes No

--1f not, would they like to have a dropin in center
available?

Yes No

3. Do consumers have planned activites available (ex.
bowling, volleyball, camping, etc.)?

Yes No
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-—If not, would they participate if activities were
availble?

Yes No

4. Do consumers have enough money to pay for recreation?

Yes No
--Is this a big problem?
Yes No

Additional Comments
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RESIDENTIAL TREATMENT/HOUSING CHECKLIST

(These questions are based in part on those in Torrey and
Wolfe, 1988)

County
Date

Names of Reporters (Please also list your addresses and phoe
numbers)

Name(s) of Person(s) Interviewed (Please also list their
. titles, organizations and addresses)

Note : In the past the ideal for persons with mental illness
has been presented as a continuum of housing options
including residential treatment. As the person gets better,
this view holds, he or she will progress to more independent
living situations. However, there is now a body of opinion
which questions this view. It supports "housing as housing”
divorced from treatment for the most part. It asserts that
people deo better if they have stability in housing. Even if
they must g0 to the hospital, they should be able to return
to the same place. This view holds that services could be
increased if a person’s illness worsened.

However, there may still be some persons who need support in
their residence at least part of the time.
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* * * *

(The goal for all who are able should be living on their own
or with others of their choice in permanent, normal housing.)

1. Is there a continuum of housing facilities available with
varying levels of supervision depending on individual needs?

Yes No

If not, where are the gaps?

Please check whether or not persons in your county with
serious and persistent mental illness have access to the
following housing options:
Residential Treatment

a. regional treatment centers (RTCs) on hospital grounds?

Yes No

b. does the county report difficulty finding enough places
in RTCs for county residents who need this service?

Yes No

¢. Crisis beds for persons experiencing acute episodes of
mental illness?

Yes No
~--How many?
--Is this number adequate?
Yes No
d. Community residential treatment programs (Rule 36 or
halfway houses)

--Category I --how many?

--Category II --how many?
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--Is this number sufficient?
Yes No

—-If no, please explain.

Housing with Support

e.

Fairweather Lodges (like Tasks Unlimited, lodges for

mentally ill persons who work together during the day)?

Yes No
--How many people?
working farms
Yes No
adult foster family care?
Yes No
--How many?
-=Is this sufficient?
board-and-care homes?
Yes No
--How many places?
--Is this sufficient?
board and lodging facilities?
Yes No
--How many persons with mental illness live there?
--Is the number sufficient?
apartment programs with varyving levels of
Yes No
~-How many places?

--Is this sufficient?

--Do apartment programs have time limits on length of
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stay?
k. long-term supported housing?
Yes No
--How many places?
-~Is this sufficient?
1. consumer run housing options?
Yes No
--How many?

m. respite facilities (especially for persons who
otherwise live with their families)?

Yes No
--How many?
--Is this sufficient?
2. Do county officials see gaps in the housing continuum?
Yes No

--If yes, please specify.

--Which gaps do they view as most serious?

3. Are there time limits on clients’ stays in various housing
options?

Yes No
--Is this a problem?

Yes No
--If yes, please explain.

4, How many adults with serious and persistent mental i1llness
live with their families?

Regular Housing
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1. Do you know how many persons with serious and persistent
mental illness live on their own?

Rule 36 community Regidential Treatment Programs

1. How many Rule 36 places are occupied by persons from your
county?

2. Are your Rule 36 places (facilities) full?
Yes No

3.Are there waiting lists for Rule 36 facilities where your
county residents receive treatment?

Yes No
--If yes, how long are the waiting lists?
4., Are there county residents ready for discharge from
Regional Treatment Centers (formerly state hospitals) who
must wait because there is no place for them in the
community?

Yes No

5. Are there persons in your Rule 36 facilities who are ready
to leave but for whom no suitable community housing exists?

Yes No
6. Do persons lose their place in Rule 36 facilities if they
go to the hospital?

Tz No
Nursing Homes

1. How many nursing home residents in your county have a
diagnosis (primary or secondary) of mental illness?

2. How many are:
--65 and older?
-—-under 65%

3. How many of those 65 and over have medical and/or physical
needs which require nursing home care?

. --How many of those under 659
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4. What steps is the county taking to meet the needs of
persons with mental illness who are discharged from nursing
homes®?

--Please specify?

Unlicensed Board and Cars Facilities

1.How many persons with mental illness in your community live
in board and care facilities licensed only for health
purposes (not for program purposes) 7

—--Are they happy with this arrangement?

Low Cost/Subsidized housing

1. Some persons with mental illness can live successfully in
regular apartments but their low income may a barrier to
finding such housing.

—-Are there decent affordable apartments in your county for
persons with mental illness?

Yes No

In sufficient numbers?

—--Is appropriate subsidized housing available in your county?
Yes No

--Is Section 8 housing available?

Qther

1. Does the county provide help to persons seeking housing?

Yes No

--Is this felt to be sufficient?
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2. Do individuals play a role in housing selection?

Yes No

3. Are homemaker services available for aging seriously
mentally ill individuals to allow them to remain in their own
homes as long as possible?

Yes No

4, Are assertive case manadement services available to
support persons in their homes?

Yes No
5. Are there specific plans on paper for housing individuals
living with their families when the supporting family members
have died?

Yes No

-—-Bpecify.

County Attitudes

1. Is the county particularly proud of any particular housing
program?

--If so, please specify.
2. What does the county see as the major barriers to

providing adequate housing options in the county?

Be specific.
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VOCATIONAL/SOCIAL SERVICES
(These questions are based in part on those in Torrey and
Wolfe, 1988)
County

Names, addresses and phone numbers of Reporters

Organizations involved in monitoring

Name(s)of Persons interviewed (Please also include titles and
addresses)

Date(s) of Interview(s)

Vocational and psycho/social services are part of the
community support program to be provided by all counties.

X X X X X

Yocational Behabilitaticn

Many persons with serious mental illness can hold regular
jobs. Others do well in supported employment or sheltered
workshops. Still others can benefit from voluntser or
worklike activites.

1. Please check which services are available to clients with
serious and persistent mental illness.

. --vocational assessment
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Yes No

--vocational exploration (e.g. internships, job shadowing)

Yes No
-—-career counseling and planning
Yes No
--Jjob seeking training
Yes No
-—-Jjob skills training
Yes No
--Jjob development and sharing
Yes No
--sheltered workshops
Yes No
-—-transitional employment
Yes No
—-—-supported employment
Yes No
~-for groups of clients
Yes No
-for individuals
Yes No
--competitive employment
Yes No
-—-consumer-run businesses

Yes No
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-—-Are more of some services needed? If so, which are they?

2. Are there waiting lists for these services? (Ideally,
vocational services should be available with little or no
waiting for 100 percent of individuals who wish to use them.)
Yes No
—--If so, how long are they?

-—-Are any steps being taken to reduce them?

3. Do entrance criteria to programs permit persons with very
serious mental illness to participate?

Yes No

--Please explain.

4. Do persons with serious mental illness in your county have
access to training and nhelp from the MN Department of Jobs
and Training (DRS)?

Yes No

--If so, is this satisfactory?

5. Do employers in your community resularly employ persons
with serious mental illness?

Yes No

6. Are volunteer placements available for clients with
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serious and persistent mental illness®?
Yes No

-Explain.

Educaticnal Rehabilitation
1. Is retraining (or training) in living skills, e.g.
shopping, budgeting, cooking, nutrition, housekeeping, use of
public transportation, available?
Yes No
--Is it available to all who need it?

Yes No

2. Are courses set up on a formal basis with systematic
evaluation of patients to insure that patients have the
necessary skills to live and work in their chosen
environment?

Yes No

--Explain.

3. Is there provision for resuming formal education, e.g.
GED., college?

Yes No

--Explain.

Soeial Eehabilitation and Recreation

1. Are there clubhouses, e.g. Fountain House model like Vail
Place in Hopkins and Minneapolis? (In the clubhouse model,
clients actually Jjoin the clubhouse and make a commitment to
its activities.)




Checklist V - Vocational/Social Services

. Yes No

--Are they available to all who wish them?

(Ideally, such services should be available with little or
no waiting for 100 percent of individuals who wish to use
them. )

2. Are drop-in centers available? (Drop-in centers, as the
name suggest, generally do not expect a commitment for
continuing participation from clients.)

Yes No

Explain.

3. Is there companionship therapy, 1 to 1 friendship, like
the Compeer program which utilizes volunteers?

Yes No

4. Is there a consumer-run social center and activities®

Yes No

5. Are there regularly scheduled social activities for
2lients who wish to use them, e.g. trips organized by
clubhouse?

Yes No

Explain.

8. Is information available on regular communitiy activities
for those who wish to use them., e.g. churches, YMCA, hiking
clubs, concerts?

Yes No
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7. How are community programs accessed? Does someone go with
clients or only give them information?
Yes No

--Is a Y shared membership purchased?

8. Are special programs available in rural areas to
counteract social isolation of patients?

Yes No

9. Is there evidence of churches reaching out to adults with
mental illness®?

Yes No

Explain.

County Copcerns

1. Are there vocational and social programs of which the
county is especially proud?

Yes No

--If yes, please specifyf

2. Does the county report barriers to the creation of more
complete vocational and social services?

Yes No

--1f yes, what are they?
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(Especially suited for monitoring residential facilities
including Rule 36 residential treatment centers and other
communal living arrangements. Those sections marked with *
may also be used to monitor other programs, like vocational,
psychosocial or drop in programs. )

(This checklist draws heavily on the ARC Minnesota materials,
on Torrey and Wolfe, 1988, on Michigan materials and on the
Wisconsin Nursing Home Project)

Names of Reporters (Please also give addresses and phone
numbers)

Organizations involved in Monitoring

Agency or Program Visited

Address

Phone

Date(s) Observed

Staff Interviewed (Please give names and full titles)

Corporation Operating agency

Address
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Administrator

¥ Physical Environment

(ARC) The physical and social environment should be
comfortable and assert the humanity of the people who use the
service. The service site should not draw any undue attention

to the location or the consumers. The site should blend in
with the rest of the surrounding area.

* Location

1. Is the service site easily accessible to public
transportation?

Yes No

Or, is it isolated due to poor transporation options?
Yes No

--Explain.

2. Is the service site located in an area that is
"undesirable” due to a high crime rate or poor services?

Yes No'

--Explain

3. Is the service site located in an area where there is
excessive congregation of other people with special needs?

Yes No

4. Is the service site located close to a variety of relevant
community resources and services?
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Overall, how would you rate the location of the site?

Poor Adequate Good Excellent

Comments:

1. Does the service site look like the others in the area®?

Yes No

-- Or, does it stand out as odd, drawing undue attention to
the people who use the service (big signs, etc.)

Yes No

2. Is the physical structure appropriate for the type of
service that is provided?

Yes No

Is the building well kept up?
Yes No
Is the yard maintained in a way to invite wvisitors?
Yes No
5. Does the exterior of the building convey an image of
isolation and separation from even close neighbors {(such as
an excessive amount of fencing)?

Yes No

6. From the outside, can you tell this site serves persons
with mental illness?

Overall, how would you rate the site exterior?
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Poor Adequate Good Excellent

Comments:

¥ Site Interior (Concerns, homelike or institutional,
cleanliness)

1. Is the service site comfortable? If you used this site
would you feel comfortable most of the time?

Yes No

2. Are the furnishings appropriate for the function of the
service site?

Yes No

3. Is the site divided into recognizable, functional areas?
(Ex: does the living room look like a living room, a
breakroom like a breakroom, etc.) Are rooms used in odd or
unusual ways?

Yes No

4. Are areas properly lit, heated, and furnished for their
purpose?

Yes No

5. Is there air conditioning? (Air conditioning is
particularly important for many persons with mental illness
because psychotropic medication interferes with the control
of body temperature)

Yes No
6. Do things work (appliances, etc.)?
Yes No

--0r is there an excessive level of disrepair?
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7. Is the service site barrier free? Could a person with a
wheelchair use this service?

Yes No

8. Is the inside of the building free of unpleasant odors?
Yes No

9. Is the inside of the building clean and inviting?
Yes No

10. Is the interior of the building homey?
Yes No

--0r, 1is the atmosphere institutional?
Yes No

10. Is there sufficient space for individual quiet activity
as well as noisier group activity?

Yes No

11. Is there adequate storage space, some of which is

lockable, for personal possessions of clients?

Yes No

12. Would you use thizs service?

Bedro

13. Are bedrooms decorated individually?
Yes No

14, Do beds have clean linen?
Yes No

15, Are adequate linen supplies available?
Yes No

16. Are toilets, sinks, bathtubs and showers clean and
operable?
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Yes No

17. Do bathrooms provide privacy? (shower curtains,
stalls, etc.)

QOverall, how would you rate the site interior?
Poor Adequate Good Excellent

Comments:

Ireatment/Programming
How are treatment plans developed?

--Is the individudal involved in treatment planning®?

--Are family members involved in treatment planning?

--How are goals communicated to the individual?

2. How often are treatment plans reviewed/updated?

3. Who is responsible for'seeing that individuals are working
toward and attaining "habilitation" goals?

4., Do residents use community resoures as part of their
"treatment plan”?

--How many residents?
--what kinds of community resources?

--how often?

. -—are residents involved in community activities and using
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community resources they will need or use after they leave
the facility?

5. how much time do residents spend in the community compared
to time in the facility?

Righrz Issues

1. Do residents have privacy?
Yes No

2. Do staff and others knock before entering rooms?
Yes No

3. —--Are residents rights posted?
Yes No

--Where?

4. How are residents informed of their rights?

5. When are residents informed of their rights?

-~

6. Are residents made aware of the Vulnerable Adults Act, the
Cmbudsman’s Office, and the Minnesota Mental Health Advocacy
Project?

Yes No

--Do residents and families receive pamrhlets on these
programs’?

--How? Please specify.

7. Is there mandatory staff training on resident rights?

Yes No
--How often 1s training held?
[

Please describe the residents’ grievance procedure.

--When was the last time anyone used it?

--what was the outcome?
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10. Does the staff encourage people served to exercise their
full range of rights?

Yes No
--If wves, how?

11. To what extent do the people served determine their own
lives?

--For example, do people
--choose the movie they want to go to?
Yes No
--decide what night to go bowling?
Yes No
--Determine what type of job to apply for?
Yes No
* Facility Rules
12. Are there facility or unit rules?

--Are the rules for all residents?

--How are the rules communicated to residents?

--Are the rules posted?

--Do residents have input into formulation of the rules?
13. Are the rules so rigid that "normal” staff and visitors
might not meet them? (Example: are residents prohibited from
having a glass of wine at a holiday dinner?)

Yes No

14. Is there a resident council? If so:
~~Who is on 1it?

--How are they appointed?
--How often do they meet?
--What do they do?

15. Does the facility have seclusion
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Yes No
16. Are there written policies for restraint and seclusion?
--What types of restraints are used?
--When is restraint or seclusion used?
What is the most common reason?

—-—How often is restraint/seclusion used for an "emergency"
situation?

--what is an "emergency"?
--who decides?
17. How is the use of restraint/seclusion documented?
18. Does the staff pride itself on being able to calm
disturbed patients without using restraint or seclusion?
Yes No

13, Do you think residents could easily maintain a sense
self-worth and dignity living in this facility?

Yes No
Telephons and Mail Privileges

1. May clients make phone calls at any time?

Yes No

Is only a pay phone available®
Yes No

Are there restrictions on the number of phone calls?
Yes No

--Are calls limited to certain
Yes No

-—Are calls limited to certaln times of the day?
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Yes No

. -—Are there any other limitations?

--If there are restrictions, what is the rationale for these
restrictions?

4., May clients use the telephone in private?
Yes No
Are there restrictions on residents’ mail?
Yes No
If yes, specify.
Yisitors

1. Are residents allowed to have visitors of their choice
privacy in visits?

Yes No
--When? How often?
--Are there any special procedures?
2. Are residents allowed to leave the facility to visit
family or friends?
Yes No
--Are there restrictions?
Yes No
Contral of Money
1. Do residents control their own money?
Yes No
-—If not, who does?

2. If some residents do control their money and others do
not, how is this determined?

3. Do residents have access to their money whenever they
want?
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Yes No
Can they spend their money as they choose?
Yes No
access to their money contingent on any “"program”?
Yes No
Yoting

1. Are clients encouraged in exercising their right to vote
in elections?

Yes No

2. Do staff invite speakers on electoral issues, etc. to
encourage voting?

Yes No

* Confijdentiallty

1. How is confidentiality respected in the agency?
Specify

2. Is personal information about individuals or programs
posted on the walls or the bulletin boards?

No
Medications

1. Are residents systematically informed about the
medications they are taking?

Yes No
Can residents refuse medications?

--How often does it happen?
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Who administers medications?

Who reviews medications? How often?

Behavioral EBrodramming
Are behavior management programs used?
Yes No
What type of programs are in effect?
Do behavioral programs focus on positive reinforcement?
Yes No
Are behavior programs individualized?
Yes No

How many people are on behavior programs®?

Who 1is involved in developing the program?

7. How are behavior management programs implemented and
monitored?

8. Are there criteria for getting out of the program or
successfully completing the program?

Yes No

9. Dues the facility have a behavior management program
review committee?

Yes No

10. Is there staff training on behavior management?
Yes No
-—Are all staff involwved?

Yes No
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--Is attendance mandatory?

Yes No

--When was training last held?
* Staff
1. Are staff applicants screened to ensure their credentials
are valid, they have no criminal history, there are no
allegations of patient abuse in prior employment, etc.?

Yes No

2. Are personality characteristics of applicants (e.g.,
genuineness, empathy, warmth) used as important criteria for
selection?

Yes No

3. Do clientz and families have any part in screening
applicants for employment?

No
intensive, ongoing staff training?
No
5. What academic training do staff have?

6. Do staff have previous experience with persons with mental
illness?

Yes No

7.Are salaries and working conditions adequate to attract and
retain good employees, prevent high turnover?

Yes No

Comments:

8. How many staff have quit or were

the last month, six months, year)?

9. What are the procedures for staff dismissal?

13
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10. Does staff morale appear high?
Yes No

11. Do all staff nave the ability to clearly understand and
communicate in English?

Yes No

12. Have any allegations of abuse been lodged against staff
by clients?

Yes No
--If yes, what was done about this? What happened?
13. Is staff sufficient to ensure good care?

Yes No

14. Are staffing patterns on weekends and at night sufficient
for good resident care?

Yes No

What 1s the administrative chain of command? Is it clear
staff, consumers, family members and advocates?

Yes No

--Is there a policies and procedures handbook?
Yes No

186. Does there appear to be a strong sense of cooperation
among staff members and the administration?

Overall, how would you

s A D
STAlLl:

Poor ~ Adeguate Excellent

Comments:
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¥ Dtaff-Client Interaction

1. Do staff talk to clients
appropriate way?

Yes No

2. Do staff talk about clients with a sense of respect and
appropriateness?

Yes No
3. Do staff use labels when referring to people being served?
Yes No

4. Did staff interact with residents in a respectful, sincere
manner?

Yes No

5. Did staff interact with residents on a personal basis?
Yes No

8. Do staff spend much time talking informally to olients?

Yes No

--Or do they tend to talk together, concentrate on charting,
ete?

Community Integration

1. To what extent do staff promote direct, personal contact
between people served and the general public?

--How is this done?
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2. When people use community resources, are they provided an
appropriate level of support?

Yes No

3. Does the program actively teach people to use community
resources?

Yes No

4. To what extent are clients in this program reintegrated
in the community?

--work placement in the community?

--Supervised and unsupervised social/recreational
activities in the community?

--use of transportation in the community?

-—-use of community resources?

--coordination with any specific housing programs?
-—-other

Qther

1. Is dining noninstitutional in feeling?

No

ients have clothing which fits and is kept

No
Do clients appear well groomed?
Yes No

ne, please comment.

could changes anything about the agency {program,
would it be?
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. 2. What would staff not want to see changed?

2
wJo.

What is staff particularly proud of in this agency
{program)?

4. What barriers do staff see to improving the program
(agency, etc.)?

Please specify.

Additional Comments
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OBSERVING IN REGIONAL TREATMENT CENTERS
(These questions draw on Bogdan and Taylor, "Observing in

Institutions, " Torrey and Wolfe, 1988, and the ARC
Partnership materials)

Name of Institution

Address Phone

Reported by (Please list Names and Addresses)

Organizations Monitoring

Names of Staff Interviewed (Please also list full titles)

Date(s) observed

Physical Environment

1. Where is institution located?

2. Is it near a population center?

Yes No
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3. Is it easily accessible to family members and visitors?
Yes No

4. Is it close to shopping centers and public recreation
areas?

Yes No

5. Is transportation easily available to and from the
institution?

Yes No

Comment:

How old are the buildings?

Are the buildings well maintained?
Yes No
Is there a fence or a wall around the institution?
Yes No
Are there bars on the windows?
Yes No
10. What do the signs on the grounds say?

11. What are the grounds like?

--clean?

-—are there plantings?
12. Do many residents use the grounds?
Yes No

13. What is the temperature like in the institution?

-—-Is there air conditioning? (Note: Air conditioning is
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important because many psychotropic drugs interfere with the
body’s ability to regulate heat.)

Yes No
14. Are unpleasant odors are present in the institution?
Yes No
--If so, comment.

15. Are staff offices different from the buildings where
residents live?

Yes No

Living Space
1. How is living space arranged on the ward? (i.e, dormitory,
dayroom or living area/private rooms)?

2. How many residents sleep in a room?

Is the ward clean?
Yes No

Is the ward attractive?
Yes No

Is the ward comfortable and homelike?
Yes No

How different does the ward look from the average home?

Is the ward appropriately furnished and decorated?
Yes No
Is the furniture comfortable?
Yes No
Do the beds have pillows and bedspreads?

Yes No
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--Do the beds have fitted sheets?
Yes No
10. Do the residents have their own closets and dressers?
Yes No

11. Are there curtains, pictures, rugds wastebaskets, and
other normalized decorations and furnishings?

Yes No
—--If no, what is lacking?

12. Who decides on decorations and furnishings?
--residents?

Yes No
--staff?

Yes No
--administrators?

Yes No

13. Are residents free to decorate their own living space?
Yes No

14. Can residents open windows?
Yes No

15. Is the ward crowded?
Yes

Policies

1. What is the average length of stay in the institution?

2. How many clients are readmitted in the same year they are
discharged?

3.What literature is provided to family members and
guardians®?
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. 4. Can commited residents become voluntary residents?

Habilitation and Treatment
1. Does each resident have an individual habilitation
(addressing living skills, vocational skills, etec.) plan
containing long-term and short-term objectives?

Yes No
2. Does each resident’s plan include a recommendation for
community placement as well as a specific
post-institutionalization goal?

Yes . No
3. Is the plan developed by qualified staff?

--reviewed annually?

4. Are residents and/or their guardians involved in the
development of this plan?

Yes No

5. Has each resident received a comprehensive social,
psychological, educational and medical evaluation?

--How often are those evaluations conducted?

6. Is a specific hospital staff member assigned to each
resident as case manager?

Yes No

--Who is responsible for seeing that the resident is
working toward and attaining habilitation goals?

6. Does post-discharge planning begin the day of admission
and involve the patient and family?

Yes No

7. Is a county case manager regularly involved in planning
for each patient?

Yes No
—-—If not, why not?

--If no, in what percentage of cases do they believe county
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case managers are involved?

8. Are residents involved in full-time programming?
--educational and developmental programming?®
Yes No
--occupational therapy?
Yes No
--physical therapy?
Yes No
--vocational rehabilitation?
Yes No
--psychological counseling?
Yes No
--recreation?
Yes
--work programs?
Yes No
9. Do residents receive training and assistance in acquiring
skills necessary for more independent living? (e.g., personal
hygiene, washing clothes, making beds, cooking, budgeting?)
Yes No
----How is this training provided?

10. Do residents have opportunities to be involved in social
and leisure time activities?

--alone?
Yes
-—-in small groups?

Yes
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1. Are residents provided with eyeglasses, hearing aids,
hearing aid batteries, prosthetic devices, wheelchairs and
walkers?

Yes No
-—-If not, what is lacking?
2. Are there any signs of unattended cuts, sores, or bruises?

Yes No

3.Do residents or families complain about untreated physical
ailments or dental needs?

Yes No

4. Do residents receive prompt and adequate medical treatment
for physical ailments?

Yes No
The Use of Restraint and Seclusion
1. Does the facility have seclusion rooms?
2. Are there written policies for restraint and seclusion?
--What types of restraints are used?
--When is restraint or seclusion used?
What is the most common reason?

3. Are restraint and seclusion used mostly on admission
wards®?

Yes No
are they used on most wards?

Yes No

4. How often is restraint/seclusion used for an "emergency"
situation?

--how is "emergency" defined?

--who decides?
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5. How is the use of restraint/seclusion documented?

6. Does the staff pride itself on being able to calm
disturbed patient without using restraint or seclusion?

Yes No
Behavioral Modification
Are behavior management programs used?
What type of programs are in effect?
Do behavioral programs focus on positive reinforcement?
Are behavior programs individualized?
How many people are on behavior programs?
Who is involved in developing the program?

. How are behavior management programs implemented and
monitored?

8. Are there criteria for getting our of the program or
graduating from the program?

9. Does the facility have a behavior management program
review committee?

10. Is there mandatory staff training on behavior management?

Yes No

—-When was training last held?

11. Are residents subjected to behavior modification programs
which serve staff convenience rather than the good of the
resident?

Yes No
staff Qualifications
1. Are staff applicants screened to ensure their credentials
are valid, they have no criminal history, there are no

allegations of patient abuse in prior employment, etc.?

Yes No
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2. Are personality characteristics of applicants (e.g.,
genuineness, empathy, warmth) used as important criteria for
selection?

Yes No
3. Do clients and families have any part in screening
applicants for employment?

Yes No
4. Is there intensive, ongoing staff training?

Yes No

5. Are staff characterized by adequate academic credentials?

Yes No

6. Do staff have previous experience with persons with mental
illness®?

Yes No

7. Does the institution experience difficulty in attracting
and retaining professional staff?

-—-psychiatrists?
Yes No
--psychologists?
Yes No
--psychiatric nurses?
Yes No
--social workers?
Yes No

Comments:

8. How many staff have quit or were terminated recently (in
the last month, six months, year)?
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9. What are the procedures for staff dismissal?

10. Do all staff have the ability to clearly understand and
communicate in English?

Yes No

11. Is job advancement partially determined by quality of
patient care, not just administrative skills?

Yes No

12. Have any allegations of abuse been lodged against staff
by clients?

Yes No

--If yes, what was done about this? What happened?

13. Is staff sufficient to ensure good care?
Yes No

14. Are staffing patterns on weekends and at night sufficient
for good patient care?

Yes No
15. What is the administrative chain of command? Is it clear
to staff, consumers, family members and advocates? Is there
a policies and procedures handbook?

16. Does there appear to be a strong sense of cooperation
among staff members and the administration?

Yes No
Staff/Patient Interaction

1. Are there official or unofficial staff and resident
territories (special areas that belong exclusively to staff
or residents?

Yes No

2. what are these places like?
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3. Is there a clear division between "staff and patients”
between "we and they" marked by attitude, territory?

4. Do staff talk to patients in a respectful and age
appropriate way?

Yes - No

5. Do staff talk about clients with a sense of respect and
appropriateness?

Yes No

6. When do staff members talk to residents? (i.e., only
during planned activities, or when client initiates request?)

7. Do staff talk to residents in a commanding or patronizing
tone of voice?

Yes No

8. Do staff members treat residents’ time as valuable, try to
not keep them waiting?®

Yes No

9. Do staff members raise their voices when talking to
residents?

Yes No

10. Are residents ignored by staff members or treated as if
they were not present?

Yes No
11. Do staff members gossip about residents?

Yes No

12. How do staff members refer to residents? (first name or
last name?

--Is this reciprocal?

Yes

Daily Routines
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1. Do residents spend time in a number of different settings
over the course of the day?

Yes No
2. What is the schedule of daily life compare with life in
the community? (Would you say it is normalized or
institutionazlied?)
--When do residents get up, bathe, and go to sleep?
To what extent are daily routines individualized?

--Do residents do things en masse?

4. What is a typical weekday for a resident?

--A typical weekend?

5. What are mealtimes like?

--Is food appetizing and nutritious?
Yes No

--Do residents have a choice of foods at each meal?
Yes No

--Is the atmosphere institutional?
Yes No

--Is there enough time to eat so that residents may have a
leisurely meal?

Yes No
Do staff members eat with residents?
Yes No
Is there a canteen or snack bar?
Yes No
--who uses this?

Is there a place where residents may go to be alone?
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Yes No

9. Do residents ever leave the institution during the course
of a day?

Yes No
10. Do residents maintain their own living quarters?

Yes No

Clothing
1. Do residents have their own clothing?
Yes No

--Does their clothing look normal?

Are residents’ clothes clean?
Yes No
Are all residents dressed?
Yes No
Is outdoor clothing available?
Yes No

5. Is there a difference between staff members clothing and
residents’ clothing?

Yes No

Personal Appearance and hygiene

1. Are residents well groomed enough not to attract
attention?

Yes No
2. Are hair styles appropriate for patients’ age and sex?
Yes No

3. Do residents have control over their appearance and hair

13
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Yes No

4, What personsal hygiene items are available for residents
to use?

5. Are residents assisted, when appropriate, in grooming and
personal hygiene?

Yes No

6. Are residents encouraged to learn to do things for
themselves?

Yes No

7. Are the bathrooms clean and free of odor?
Yes No
8. Is there toilet paper in the bathrooms?
Yes No
9. Are there toilet seats on the toilets?
Yes No
10. Are there soap and towels in the bathroom?
Yes No
11. Are there stalls with doors around the toilets?
Yes . No

12. Are there shower curtains or doors?

Yes No

Besidents’ Rights

1. Are residents provided with privacy?
Yes No

2. Do staff members knock before entering residents’ rooms?

. Yes No

14
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3. Are residents asked if they mind having outsiders visit
their residence?

Yes No
4. Do residents have their own money and property?
Yes No

5. How is their money handled?

6. Are there any rules concerning mail?
Yes No
--Is mail censored?
Yes No
7. Are residents free to make phone calls in private?

Yes No

8. Are residents allowed to have visitors of their choice?
Yes No
Ireatment

1. Is there an individual treatment plan for each patient?

Yes No

2. Is the individual treatment plan formulated with input by
the patient unless he/she refuses to be involved?

Yes No

3. Is the family ivolved in its formulation unless they
refuse to be involved?

Yes No
4, On initial admission is there a complete diagnostic
assessment of each patient including neurological,

psychological and laboratory examinations®?

Yes No

15
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5. Are physicians skilled in prescribing and monitoring
medications for psychiatric disorders?

Yes No
6. Are all available medications tried where indicated,
minimum maintenance doses set and possible side effects
monitored? (e.g. is there an annual thyroid check for
patients on lithium)®?

Yes No

7. Are blood levels regularly used to measure antipsychotic
and antidepressant drug use?

Yes No
8. Is a regular screening mechanism used for tardive
dyskinesia®? (Tardive dyskinesia is an involuntary
neurological condition which can arise after psychotric drug
use and which is sometimes irreversible).

Yes No

9. Are specialized tests (like magnetic resonance imaging)
available where indicated?

Yes No

10. Do patients receive medical and dental care on a regular
basis?

Yes No
Specialized Programs

1. Are there specialized programs for dual diagnoses
including

--persons with mental illness and mental retardation
Yes No

-—-persons with mental illness and substance abuse
Yes No

--psychiatric patients with legal charges

Yes No
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--specialized needs, e.g. deafness, vision impaired,
pregnancy?

Yes No

Qther

1. Are patients educated about their illness, avoidance of
relapses, medications, etec.?

Yes No

2. Are patients legal rights protected by the ombudsman? Is
there access to legal assistance?

Yes No

Recreation

1. Are exercise, occupational therapy, recreational therapy
and other activities regularly scheduled?

Yes No

2. Are recreational facilities and equipment available to
patients?

Yes No

3. How often are these available?

Qbservations of Activities (To be filled out about one ward)

1. How many people are on the unit?
2. How many staff are on the unit?
3. How many staff are interacting with clients?

4. How many staff are endaged in separate work, charting,
visiting with each other, etc.?

5. What are patients doing?
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. ---Number of people engaged in activities?
---Number of people watching TV or setting in day room?
—-——Number of people sleeping?
6.Do people show negative side effects from medications?
Yes No
--Describe
--Number of people
.Was anyone in seclusion?
Yes No
--how many people?
—-—for how long?
--did staff check on person?

Yes No

. How often?

8. Was anyone in restraints?

Yes No
--how many people?
--what kind of restraints?
—-—for how long®

--did staff check on person? How often? What did they do?

Staff Comments

1. If staff could change anything about the agency (program,
unit), what would it be?®

2. What would staff pnot want to see changed?
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3. What is staff particularly proud of in the RTC?

4. What barriers do staff see to improving the program
(agency, etc.)?

Please specify.

Each RTC has an client advocate who reports to the Office of
the Ombudsman for the Mentally Retarded and the Mentally Ill.
Although the Ombudsman’s Office now receives complaints from
other residential facilities, 80 to 90 percent of all
complaints still come from the regional treatment centers.

Arrange time during your visit(s) to the RTC to meet with the
ombudsman and hear his/her report of patterns of complaints
in that regional treatment center.
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