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Issue Brief prepared by David A. Rodefort, Pro-
fessor of Blitical Science and Puisc Administation at
Northeasten University. His maty pubications on
mental health polig indude From Rorhouses to
HomelessnessPolicy Analysis and Mental Health
Care, 2" ed (1997),as vell as the editedolume Hand
book on Mental Health dficy in the United St®s
(1989). Fom 1996 to 199FRodebrt seved as Pest
dent of the Mental HealtAssocigion of Rhode Island
and he contioes to sere asVice-President ér Pulic
Policy for the 83-yar-old group.

Executive Summary

During recent decademental health carin Mass
adhusetts has undgone a pofound shift fom a system
centeed aound lage pubic institutions to one based
primarily on comnunity sewrices delered ty a \ariety
of public and pivate souces. Still another ave of
chang has aived over the pastéw years, stimulated
by sut forces as marged cae, privatization, and
health cae cost-conwtl. The pupose of this Issue &f
is to review the histoical dezelopment and contempo
rary organizdion of mental health car in
Massabusettsas well as to analze a seles of issues
which ae curently on the genda of mental health pol
icy reform in the stée. Key findings flom different
sections of thisaport are as bllows:

History and Oganizdion

Between 1960 and 1988,piocess ofapid deinsti
tutionalizdion took place in Masshcsetts as the
census of puic mental hospitalsdil from aiound
20,000 to 2,000 ingeents. Diving this tend were a
host of infuencesjncluding nev drug treaments the
increased ailability of altemédive sevices,legal ad/o-
cagy, and pulic policy decisions.

By the mid-1980sthere was a widespad ealiza
tion tha the stée needed to impwre its system of
comrmunity cae for individuals with seere and pesist
ent mental illnessesA Mental HealthAction Poject
developed ly the DukakisAdministration, and baked
by the Lagislature, sought to adress this psblem with
an &panded continum of cae and augmented mental
health funding This initiative was cutailed, however,
by the st&e’s fiscal poblems duing the lae 1980s and
ealy 1990sas well as ly the administation of Gover-
nor William Weld, which adranced a pwatization

strategy for mental health seices in common with
other aeas of stee gpvemment.

Over timg a number of impotant hhanges hae
taken place in the opations of the Massdusetts
Depattment of Mental Health (DMH)These intude a
heightened emphasis on ey adults and luildren
with the most seere mental disaters, a shift from
direct sevice piovision to contacting and a decerdi-
ization of mary planning and monitamg functions.

Medicaid and Manged Mental Health Car

In 1992, Massabusetts became thadt stde to
implement a stawide fedeal waiver program to
deliver mental health and substanbease serices to its
Medicaid enollees. Under this initiave, the majoity
of MassHealth écipients eceve their mental health
sewices though a "cave-out" pogram opeated by a
for-profit specialty povider.

Since the ceaion of the cave-out in 1992the
program has undgone \arious dangs esulting fom
the tanskr of coporate mangement,an epansion of
responsibilities to incde dients of DMH who need
acute cag, and an eolution in the sti’s ovn goproach
to contacting including the use of peofmance stan
dards.

Appraisals of the Masshusetts Behaoral Health
Partnership,the for-profit entity curently holding the
Medicaid cave-out contact,range widely. Concens
also «ist tha the level of administative monitoing of
the cave-out ppogram by stae govemment has been
insufiicient.

Reyulaion of Manayed Cae

Despite the ensve penetation of the health car
market by manayed cae, Massabusetts is one of opla
few staes not to hee adopted a load famevork of
protections or individuals enolled in pivate manged
care plans. Dung the curent lggislative sessionaw-
makers once gain ae consideng manged cae
regulatory proposalsput disggreements st as to the
desimble scope and strgengy of possille nev require-
ments.

Although thee hare been mapcomplaints bout
abuses under magad mental health carin the stee,
mental health carissues hae receved little dtention in
the curent regulaory policymaking pocess.A selies
of measues thamight impiove the potection of mental



health consumerunder marged cae ae outlined in
this Issue Bief.

Mental Health Brity Insurance Cuerage

Another l@islative ara where Massabusetts lgs
behind maw other stées is in the enactment of a ar
staute mandting equal cuerage of health and mental
health poblems under pwate insuance Although
widely suppoted by mental health adcdes,
providers, DMH, and other goups,current poposed
paiity legislation has dawn criticism from insuance

and husiness intersts who fear its impact on costs.

Other disputes concetthe elationship betveen man
dated bendfs for mental health carand manged cae
gatekeeping. At the time of this witing, it is undear
what type of paity law, if any, will emerge from the
Legislature under the mssue of these diergent vievs.

Deinstitutionalizédon and Comrmanity Suppor

As a esult of the wrk of GovemorWeld's Special
Commission on &cility Consolidéion in 1991 three of
seven «isting stae hospitalsand the on} puldic psy-
chiatric tregment fcility for children with seious
emotional disturbancevere dosed in Massdwsetts.
In conjunction with this initifve, DMH launded a ne/
"comprehensie comnunity suppot system" (CCSS)
model br people with séous and long-ten mental dis
orders.

Since the announcement of CC8&re has been
notable mental health jpgram deelopment on the local
level and the institution of a bad-based planning
process aass the st&@ involving mental health cen
sumes and &mily membes. Hawvever, in mary
locations thee ae gaps in the spectim of comnunity
care and long witing lists br crucial sevices sub as
case margement.

Children’s Mental Health Sgices

A seilies of eports over the past gar hae docu
mented saous poblems in the deliery of children’s
mental health carin the stie. Speciic concens cited
include the impact of magad cae and deinstitutional
ization, lack of coodination among diferent stae
depatments sering this populéion group,and a high
level of unmet needolr treament and social supptsr
for children with mental disaters.

During the summer of 1999¢ery high occupang
levels in hospital psyatric units for children became a
major navs item,adding to the peageption of a cisis in

children’s mental health carin Massalusetts. br
mary obsevers, this situdion signaled the gengy for a
valiety of nev resouces and systemael reforms.

Homelessness

It has been estined tha as mag as 9,000 home
less adults &rliving in Massabusetts bary given time
of whom gproximately 2,000 hae seere and pesist
ent mental illnesses. According to DMH, these
numbes contirue to ise and the shelter system is being
strained bgond its cpacity.

Although pesons vho ae homeless and mentall
ill are a piority problem for DMH, and substantial me
stae resouces hae been diected into this mgram
area in ecent yas, suc efforts ae dvarfed by the
magnitude of the sta’s homelessnesshalleng.
According to a stug by the MassdausettsAssocidion
for Mental Health edier this year more than 3,000
adult dients of DMH and wer 100 dildren were avait-
ing housingresidential sefices,and ental assistance

"Reinventing" theVision

In the fnal section of this Issue &f, a trio of
broad poliy actions ae proposed to sengthen the
stae’s mental health system:

« Injection of adlitional funding br public mental
health serices to stem the esion of stée mental
health funding and toeduce the disepangy
between documented needs and/srr availabil -

ity

« Establishment of a Mental Health Igeslative
Caucus to help counter theadmentaion of polr
cymaking br mental health issues within the
Massabusetts Lgislature

» Corvening of a Mental Healthdficy Summit to
focus high-lgel atention on mental health pojic
issues in Masshasetts and to set thgemda br
system eform leading into the e millennium

Overview

The pictue of mental health carin Massalkusetts
is one of contists.

Historically, the stée has led the ni@n with
important derelopments in the gginal mental hospital
movement of the edy 1800s,n the esthlishment of



genenl hospital psyiiatry duting the edy 1900s.and
in the postvar adoption of policiesofsteing deinstitu
tionalization and commnity-based car (Gob, 1973,
1983,1991). Massduwsetts vas among the elgst to
recaynize the alue of suppdive sevices like case
manaement and housing in implementing the cagrice
of comnunity cae. Most lecenty, Massabusetts s
in the vanguad of a sveging movement ly the stées
to reomganize the deliery of behaioral health serices
to Medicaid ecipients (Vieman,1998). Under Chater
203 of theActs of 1996the stde also gpanded elitpil -
ity for Medicaid which contibuted to ading moe than
225,000 people to the ggram betveen 1997 and 1999
(Hsu,October 41999).

Yet despite thisacod of leadeship,the stée lags
behind in other ays. So conladed a high)-pubicized
seiies of eports by a ndional adrocag group tha rated
the staes or the adequacof their sevices br people
with the most séous mental disafers. In 1986Mass
achusetts vas manked 41st of all st@s ty the Pulic
Citizen Health Reseean Group, which pointed to a
"painful downhill slide...in cang for those vao cannot
care for themseles" (Torrey andWolfe, 1986,p. 69).
By 1990,when the goup's thid and last eport was
issued jointy by PuHlic Citizen and the N#onal
Alliance for the Mental Ill, Massabusetts had
climbed to a anking of 16edgng it into a place among
the top half of st@s (counting ties). Notwithstanding
this qain, the reseachers put Massauusetts into the
geneanl caegory of "trying to impiove, but major pob-
lems impede mygress” (Drrey, Erdman,and Fiynn,
1990,p. 43). Questions ka beenaised and popety
so,about the methodolgy used br these studies (see
e.g., Meg, 1989). Still,there is no deying the impof
tance of the system hamcteistics selected dr
discussion in the andis,suc as serice funding le-
els,commnunity suppor actvities, and the gtensveness
of children’s sevices.When Unversity of Massabu-
setts authoray Neughboren published Transbrming
Madnessn 1999,a suvey of knowledge and teament
programs in the mental healtkefd, the stae’s reputa
tion remained mied Neugboren reported hav
knowledgeale local poviders and consumer adcaes
advised him gainst tanseming his bother flom a hos
pital in New York to Massahusetts considarg, among
other factors, the "unstale political and economic siu
ation" for pubic mental health seices hee (p. 81).

Massabusetts is lessed with an>eptionally
rich health cag infrastucture to suppdrits mental
health sevices. Loc#ed in the stee ae some of the
most espected hospitalkealth plansyniversities,and

mental healtheseachers in the ndon. Few staes can
rival Massahusetts ér its suppy of mental health r
fessionals m@cticing in diferent disciplines (Btesson et
al.,1998).

However, as this eport will show, accompaging
this excellence andlaundance a& concens dout the
quality of mental health cairfor groups suh as dildren
and the homeless. Rber, thousands of indiduals
face lengtl waiting lists br mental health seices
around the st@. As a ecent "Fact Sheet" fom the
Massabusetts Dpatment of Mental Health succingtl
descibed the situaon: "DMH still has moe dients
than sevice availability" (DMH, 1999,p. 2). In the aga
of private insuance Massabusetts is cuently one of
twenty-thiee stées not to hee adopted "paty" legisla-
tion guamnteeing equal emrage of mental and
physical illnesses. It is also one of the lastetawith
out a compehensie frameavork for regulating private
manayed cae prctices.

One of the @1y strongest assetof mental health
care in Massalusetts is theariety of model mental
health pograms vhich have been deeloped in Boston,
Worcesterwesten Massahusettsand other loctions,
as also discussedybNeugboren (1999) (see also
DMH, 1999). Consumer lebhouses, Assetive
Comnunity Tredment, McKinney homelessness
demonstation projects,the Boston Uniersity Center
for Psydiatric Rehdilitation—all ar innovative
undetakings vell known to students of the litature on
best pactices in mental healtiAddressed ¥ these po-
grams ae wide-angng needs of consumglincluding
vocdional training, job placementhousing recredion,
social intgration, and contimiing cae and teament.
Whatever their paticular focus,a common éaure of
sud programs—and aeneally recagnized ley to their
success—is the emphasisythace on seiices thaare
at once fexible, compehensie, and well-coodinated
Steps ae also being tadn in Massatusetts to impve
the access of mental health conswsmempimary health
car, both though DMH’s sevice planning and Medic
aid manged cae.

Yet relatively few of the Commonwalth's mental
health consumercurently beneit from model po-
grams. ®Br most,the reality is a system éguenty
marked by fragmentdion and la& of care. The last
major dtempt to eform the pulic mental health sector
in Massabusetts though funding gpansion vasThe
Mental HealthAction Pioject of 1985. Its basicriling
that "Because the mental health\gee system laks a
fully developed continum of cae, it is unale to



achieve the gals Pbr which it was designed"amains
geneally applicable toda (p. 8). AlthoughTheAction
Project addanced an ambitious poli@genda thawas
acceted ty the Gawemor and Leislature, implementa
tion was cut shdrby the stée's worsening fscal
problems in the [g&e 1980s. The econom has since
undegone a vigrous ecovery, but subsequent sace

growth for mental health carhas tended to be halting

and limited to adw program aeas.

As a méter of couse this report will refer to the
Massabusetts mental health "systemAS used heg,
this tem has a bwad meaning theencompasses both
govemmental and norayemmental actiities for the
prevention and ament of mental disalers, as vell as
for the social suppbof pesons with mental illnesses.

In its stict sensethe notion of a system implies "a

tightly organized, finely tuned interdependent,and

smoothy functioning collection of elements" (Reamer

1989,p. 22). Not may obsevers would daim tha
mental health carin Massalusettsits this defnition,
given the often disjointecefaionship betveen pulic
and pivate sectos, or the lureaucatic problems tha
emege when it comes to seing consumes whose
needs tanscend the jisdiction of a single gengy.
Recanizing this later issueDMH has bgun tageting
program impiovements ér sud groups as those dugll
diagnosed with mental health and substartesea pob-
lems (MassdtusettsAssocidion for Mental Health
[MAMH], Jarnuary, 1998a). Sometime$owever, one
stae ageng/ may actively strategize to shift ¢ients to
anotheras in the stempt to maximie fedeal Medicaid
funding for mental health carin Massalusetts. No
unified authoity exists for planning andeasouce allo
cation acioss the mgriad public and pivate pieces of
this system. €rhas itis tue as has been sggsted

tha "we...use the ten [mental health] system because

we like what it suggests and wish theard would oper
ate accodingly" (Reamey 1989, p. 22). Still,for a
loosely connected set of p@; Massabusetts' mental
health poviders, programs,agencies,administators,
and pultic policymalers do &hibit in the aygregate cer
tain qualities typical of compke organizaional
systems:Chang is dificult, and thee is ecuring
uncetainty éout where to assignasponsibility or the
most lurdensome and ditult service dhallenges (FRor-
row and Guillen1990).

Whatever other ambiguitiesxést, one thing is
plain: Mental health car in Massalusetts is a system
under stess fom maly souces. Widespead pivatiza-
tion actvities of the edy 1990s,ncluding the éosure
of several major pulic institutions,launced a contr-

versy thd has pesisted br several years, and the out
comes of those puilb policy decisions hee yet to be
carefully detemined "Manged cag," the laest nev
framavork for mental health seices delery in Mass
achusettshas been desbed as mch as "a assade as a
management tool" (Kyanayi and Beilacqua,forth-
coming). Its methodsof containing costs ar
demanding &tensie adjustments on the paf all sys
tem paticipants,but especiall paients,providers,and
family membes. There ae also intense diérences of
opinion regarding the elevance of the gneal manaed
care paadigm Pr the specialty @a of mental health
care. Hnally, the stée's mental health system isastred
by numemous long-tem unesohed issues and needs
afising from incomplete ins@nce potections ér men
tal health cag, a comnunity mental healthevolution
still in progress,and limited knavledge in regard to
effectve mental health pmotion and mental illness
prevention.

The pupose of this Issue &af is threebld: (1) to
explain the eolution of the Massduwsetts mental
health system and deflme its curent oganizdion; (2)
to examine a mmber of pvotal policy issues thiaare
currently on the genda of mental health Gareform in
the stée; and (3) todcus dention on @erarching ques
tions of stategy, resouce allocdéion, and pulic
philosoply for mental health carin a way tha might
contibute to a enaved vision of system delopment in
Massatiusetts. Thus, the rport will provide an
overview of mental health carin the stte thd is both
histoiically-based and poljcoriented

Because thigs an averview, not all signifcant top
ics can be inlcded For example the Boston Globe
(July 21,1999,p.A14) recenty highlighted a defieng/
in the povision of mental health seices within the
stae's pisons. The pioblem is an impaant one in
Massatusetts and riebnally, with mary unfortunae
consequences. Mever, it will not be examined futher
here, because the tangled issues daminal behaior
and mental illnesss vell as the inteageng/ complica
tions of the poblem, would overstretch the boundaes
of this anaysis. Similaly, all of the paticular mental
health poliy issues thawill be discussed—maiged
mental health cay paiity insurance coerage, children's
mental health sgices,homelessnesand deinstitution
alization—easiy meiit treament in their avn lengtly
reports, and the lgel of detail supplieddr eadh may be
insufficient for adrocaes and gpeits on these niters.
This paper is meant to be a single accekstiocument
spanning a ariety of mental health conaes in Massa
chusetts and shang their interelaionship. Value was



seen in the idea of ageal guide th analtically at
least,overcame the figmentdion of the system.

Historical Badkground

Many forces hae shged the histacal develop-
ment of mental health carin Massaleusetts. Ideas
about the causes of mental illnesy@aangd temen
dously over the yars and with them,approaces to
mental health #a&ment. The salience of mental health
and mental illness as plibconcens has alsosen and
fallen,sometimes in sync witlgnd & other times inde
pendent of broader social and political mements.
Developments within gneal medicine hee seved to
define the place of mental health eaas a specialty
sewice, including the kinds of settinggroviders, and
payment souces @ailable in the pivate sector Last,
the mental health system has beeediy affected ly
the opeations of stée govemment,both in maters of
resouce aailability and in the aplication of contem
porary administative and polig tools.

The histoy of mental health carin Massalusetts
can be taced bak to the ediest dg/s of the settlement
(Grob, 1973; Jimenez1981; Batbbman,1994; Remar
1974). Without ary formal system of mental health ear
during the pe-Revolutionary era, people with mental
illnesses usuaflwere caed for by family membes or
ended up in local jails and almshouses. In tiaver-
crowding in these pulr facilities, combined with a
movement knan as "moal treament" to dgelop moe
specift, humane car for individuals with mental diser
ders, led to the dunding of mental hospitalsThe
private McLearAsylum opened in Boston in 181&8nd
Worcester Stee Lunaic Asylum was bunded in 1833.
Massabusetts s also home of theegest psybiatric
reformer of the 19th centyy Dorothea Dix, who
launched her campaign to impre the néon's mental
hospitals with a "memaal” asking the Masséwsetts
Legislature in 1843 to ad toWorcester Stee's alead/
strained cpacity (Gollaher1995,chgp. 5).

An institutional @proat remained the hallmk&rof
the mental health system in Madsasetts as elsdere
for more than a centyrto come By 1875 there were
six stde mental hospitals in the Commoealth with
more than 2,000esidents (Mental Healthction Pro-
ject,1985). By 1910the rumber of &cilities moe
than douked to 13with an inpéient census ofg@proxi-
mately 10,000. Not until the mid-1950s did this

institutional tend peak in the g at 14 hospitals hous
ing mote than 23,000 piznts (Upshur et al1,997).

A number of noteorthy mental health aform
movementswhich aimed aupgading institutional car
or developing altenatives to it,originated or were actve
in Massabusetts wer this long peod. Induded were
the mental figiene meement psydopahic hospitals,
outpaient dinics, and \arious nev thempeutic egimens
(Grob, 1983,1991; Calan, 1969; Rothman]1980).
None however, ever serously threaened to displace the
mental hospital fsm its dominant position in plib
mental health seices,nor did the btle for improved
quality gain much ground in the &ce of varsening oer-
crowding, insufficient public budgets,and a serice
philosoply favoring custog over treament. According
to one oficial assessmentin 1960,the pullic mental
health system in Masdagsetts consisted almostohu-
sively of overcrowded and seerely understafed stae
mental hospitals...€ople with sapus mental illness
had Bw altenatives to stee hospitalizéion as comm-
nity sewvices were limited to a small mmber of
inadequéely funded &ild guidance kinics and a single
stae-run mental health centeYirtually no residential
care or dg programs vere available in the comrmnity”
(Mental HealthAction Pioject,1985,p. 5).

Mental health ca in the pivate sector emained
under the shadawof the pultic system thoughout these
yeas. Yet impotant hangs were bainning to lay the
groundvork for an @entual shift in this pgem. Outpa
tient dinics represented therfst falteling steps tavard
the boadening of comomity-based mental health ser
ices r the gneal populdion (Grob, 1991,chap. 7).
The pivate practice of psyhiatry slovly expanded with
the infuence of Feud who made his oplvisit to the
United Staes in 1909 ta conérence aClark Univer-
sity inWorcester (Gob, 1983,p. 117).

Beginning in the edy 1900s,general hospitals
also bgan to ceae specialied psyaiatric units,offer-
ing to both p#ents and medical pctitiones a nev
setting br inpdient mental health car As Dorwart and
Epstein (1993) noted in their sipdf the Cambidge
Hospital,it took decadesdir this mawement to become
firmly estdlished By 1960,Massabusetts still had
few psydiatric wards in ggeneal hospitals. Hwever,
the lapid expansion of pulic and pivate insuance ce-
erage in the 1960s and 1970avg a temendous boost
to pirivate office- and hospital-based mental healtrecar
Significantly, a nev law taking efect in Massdtusetts
in 1976 equired all pivate insuers to cwer sixty dgs
of inpdient mental hospital ceran equalent amount



of geneal hospital cag for psydiatric problems as ér
other medical conditiongnd outp&ient mental health
beneits of $500 per gar (McGuie and Montgmely,
1982).

In geneal, the pastéw decades in Masshasetts
have been a continng efort to move from a mental
health system domited by pubic institutions tavard
one centerd aound a ariety of public and pivate com
munity-based se&ices. This has meantessponding to
numepous mangerial, organizaional, and fnancial
issuesmary of which were pooty anticipded & the
time this stategy first was adopted

After reading its gex in the mid-1950sthe cen
sus of pubic mental hospitals in the st beayan to
dedine, slowly at first and then mershaply (Mental
HealthAction Pioject,1985,p. 7). Fom 1960 to 1985,
the count éll from aound 20,000 to 2,000 ingants
(Figure 1). Betveen 1971 and 198Massabusetts
closed the doarof four stae hospitals (Bauman,1994,
p. 119). By dly 1992 after futher davnsizing of the
systemthe staée opeated just fve mental hospitals in
total, with fewer than 1,100 geents. In pat; this dia-
matic transbrmation was diven by powerful nev drug
treaments the gowing availability of community sew-
ices,and dhangs in cvil commitment sttutes. But
deinstitutionalizéion was also a pulz policy choice in
Massabiusetts enfaled by a seies of lgislative enact
ments and planning pjects. In adition, the pace of
deinstitutionalizéion was acceleated by civil liberties
advocaes who won greements,such as the 1978
Northampton Stee Hospital Consent Deeg for the
elimination of substandar hospital &cilities and
expanded teament in the leasestictive setting

In 1985,a Mental HealtiAction Poject initiated
by Govemor Michael Dukakis highlighted thadt tha
deinstitutionalizéion in Massabusetts haddiled to be
accompanied Y an adequi® system of comomity
car. As Goremor Dukakis steed in a special mesga
to the Laislature: "Many areas of the Commonealth
lack emegeng screening and gsis sevices; housing
oppotunities fr chronically mentaly ill persons
remain gtremely limited; and little suppdris provided
for families caing for mentaly ill relatives. Hospital
care for those needing acute or longftepsyaiatric
treament does not in mgrcases meetven maginally
accedtable standads. We ae well avare of the tagic
plight of homeless mentalill" (Mental HealthAction
Project,1985,p. 2).

Galvanized ty the "painful avareness" of sut
failures,the Dukakis adminisétion proposed adur-
point plan bcusing on(1) providing emegeng/ and
suppot sewvices br all pesons with @ronic mental ilt
ness in the sta; (2) impoving the quality of inpgent
care & stae hospitals and comumity mental health
centes; (3) inceasing esidential cax and teament
options; and (4) immving mangement in the sta
Depattment of Mental Health (DMH)The implemen
tation time fame br the plan was fve yeass, with a
price tag of $151.2 million in cpital funds and $110
million in opemting dollars.

Massabusetts lgislators suppoted the ecom
menddions of The Mental Healti\ction Poject with
the passge of Chater 599 of theActs of 1986 and
increased ppropriations for DMH. Local sevice
enhancements ban, using pultic as well as pivate
providers,and a pocess of institutional upgding was
set in motionalbeit without a gal of futher reducing

Figure 1
Inpatient Census in
Massachusetts State Mental Hospitals
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the rumber of inpdent beds in the puis system.As a
result of this dfort, Bachman (1994 pp. 122-123)
writes,“by 1989,sewices aailable through the local
areas intuded emegencg/, case mangement,outpa
tient, day treament, clubhouse suppot programs,
suppoted emplgment,residential family suppot and
inpaient (both acute and other)...Although not alkvser
ices were available in all pats of the stee, DMH was
gradually developing a comm@hensie system of com
munity-based ca”

Two key factoss in the lée 1980s and elgr1990s,
however, brought this pdapd of resouce &pansion to
an drupt end Hrst was worsening stte hbudgetary
problems tha choked of the flow of augmented mental
health funding Second was the election of Gemor
William Weld, who sought toevamp Massdtusetts
pulbic policy in areas intuding mental health carby
applying a "rirnventing gvemment" gproac based on
extensve piivatization. Both fictois and their impacts
will be taken up & greaer length in the poligissues
section of thiseport.

Organizational Setting

The forerunner of the cuent Massagusetts
Depaitment of Mental Health as the Dpaitment of
Mental Diseasegreaed in 1919 to consolide rumer
ous ofices pimarily concened with administtion of
the st&e's pulic mental hospitals (&b, 1983,p. 211).
In 1938,the Dgatment of Mental Diseasesas eor
ganized as the DMH in a nve by the Legislature to
centialize contol over a toubed hospital netark
(Bachman,1994). As a esult of subsequengstiuctur
ing legislation, DMH was gographically decentalized
into six regional offices and twnty-four aea ofices to
facilitate planning and delery of commnunity-based
mental health sgices; mental health and mentatar
dation sewices were s@arted into two degartments;
and DMH acquied &plicit responsibility r con
sumes with long-tem and seere disoders.

Largely in response touxgetay strain in the edy
1990s,DMH regrouped its sixegions and tventy-four
areas into nine a@asand then simpliéd the system fur
ther into just six gographic arkas with no egions
(DMH, 1998). Situted within these &as ae a total of
thirty-three Local Sarice Sites in vmsich DMH provides
individualized case mamgment serices r the
ageng/'s dientele while monitoing an aray of adult
and dildren's serices.

DMH descibes its curent mission asoflows:

"The mission of the DEatment of Mental Health
is to impove the quality of lié for adults with sef
ous mental illness anchiddren with seious and
pesistent mental illness orse emotional distur
bance This is accomplishedybensuing access to
an intgrated netvork of effective and eficient
sewices tha promotes consumeights,responsi
bilities, rehailitation, and ecovery."

(DMH Bulletin, Summer 1996p. 3)

Implicit in this ofiicial stdaement ae three ley-
stones 6r the dpatment's opeations. Frst is the
identification of a goup of "piority clients," defned in
practice accating to the seerity of disoders, degree of
functional disdility, and/or the length of illness. Sec
ond is the ctegorical recaynition of dildren as a
populdion group meiting special #&ention and
resouces within the deatment's actiities. Third, the
mission steement eflects the long-ten transbrmation
of DMH beginning in the 1970s &m a diect povider
of sewices to an geng that indirectly assues sevice
delivery through contacting and monitang. Indeedas
one eseacher has desired it,"Massatusetts is so
reliant on contacting tha policymakers and stdfdo not
think of it as a special toabut as the gmary way the
stae delivers sevices" (Bathman,1994,pp. 127-128).

Structurally, the pullic mental health sector of
Massabtusetts is concaed with thee boad types of
sewvices (DMH,1998,1999). Acute or shartemrm sew-
ices,once povided by DMH's own inpaient facilities
and subsequentlaranged though contacts with \ari-
ous comnanity hospitals éllowing the ¢osure of stae
facilities in the edy 1990sare naw being puchased i
Medicaid on DMHS behalf though a pivate manged
car oganizaion. Long-tem hospital serices ae sup
plied both ly the d@atment's emaining inp#ent
facilities,including four stae hospitals and nine cem
munity mental health cente{CMHCs),and ly puHic
health hospitals. Comumity-based ca; encompass
ing a full spectum of comnunity sevices and suppts,
are delvered as a mix of sta and conticted serices.
Planning and mamggment br these setices occus pii-
maiily on theArea-level with consumer andamily
patticipation.

Complementing these mainggrammdic inter-
ests, DMH also povides suppdr for special
homelessness initives, for eligible taget goups
within the couts and carectional systemsnd br two
"Centes of Excellence" deted to eseach on digno-



sis,treament,and ehailitation of pdients with sepus
mental illness. Pilot pgrams @plying an intgrated
treament model é&r DMH dients with dual dignoses
of substancelaise and mental illnessVebeen deel-
oped br selected @as of the ste, and a jointTask
Force betveen DMH and the Omaitment of Pulic
Health has also beeneeted for the issue (DMH1998).

DMH’s role as "Stee Mental HealthAuthoiity”
entails a nmber of aditional actvities thiough which
it seeks to assarthe velfare of all indviduals eceving
mental health car whether under puie or private aus
pices. As one ky example DMH performs an
important regulatory role in regard to the licensing of
inpaient psyaiatric facilities in Massatusettsand it
exercises @ersight of both pivate psydiatric facilities
and gnenl hospitals with psyatric units. Fr the
depatment,”licensing is a pwerful tool to equire cer
tain standads [concening] stafing, use of selusion
and estaint, medical coerage, etc" (Sudders, 1999b).
In 1997,DMH succeeded in enactinggislation guar
anteeing the same basic humayhts for mental health
paients in pivate as vell as pulic facilities.

Within the pivate institutional sectorthere ae
cumrently eight pivate mental hospitals with 842 beds in
the stée (Massabusetts Hospitahssocidion, 1999).
Forty geneal hospitals hee specialied psyiatric
units containing 1,186 beds. Wever, the rumber of
private-sector admission®if psydiatric disoders in
Massabusetts rceeds those made spaécdfly to psy
chiatric hospitals and speciatd hospital units.
Nationally, reseachers have found the wlume of in-
hospital psyhiatric care piovided by geneal hospitals
without psyaiatric sewices to be the lgest of all types
of hospital &cilities (Kiesler and Silkin, 1983;
Kiesler and Simpkinsl993). According to ecent &i-
dencether is also a tendepén Massabusetts tevard
increased use of medical unity fpsyaiatric hospital
izations as admissionsiteria for specialty units ha
tightened and bed occupanbas ¢imbed (sege.g.,
Hudson Dorwart, andWieman,1998).

The mental health system of Maskasetts has
undegone mal petiods of m@pid omanizdional
change. Whereas the lsanges of past exrs bcused on
new types or philosophies of @rtoday the citical
shift concens pullic and pivate oles. Br most of the
Commonwvealth's histoy, these two sectos opeated
virtually in pamllel fashion,with their ovn distinctve
clientele and funding soces. With arival of the lage-
scale pulic health insuance pograms of Medicaid and
Medical, plus the combined nvements to deinstitu

tionalize and pivatize public mental health seices,the
pubic and pivate sectos ale nav much more intede
pendent. Simpl defining what's public and what's
private within the mental health system is no easy ma
ter, depending as it does on questions of vies
financing program designprogram adminisition, and
sewice delvery. Of necessity as &sult of this tans
formation, the political ppcess ér mental health cer
also irvolves moe staleholdes than ger bebre with
divergent inteests and pule policy peispectves.

Current Policy Issues

With this biief histoical and oganizdional
desciption as bakdrop, the focus of this eport shifts
now to an anajlsis of six major mental health pajic
issues in Mass#wsetts toulsing on diverse goups in
the mental health system.

Medicaid and Managed Mental Health
Care

Massabusetts' Medicaid maged cae initiative,
MassHealthywas implemented oraduaty 1,1992. Its
staed goals were to xpand the accessibility of @ren
tive and pimary car sevices; to impove the quality
contiruity, and gpropriateness of health cadelvery;
and to impove the cost-déctiveness of the Medicaid
program (Cohen1994).

Although seeral goals were involved one of these
concens gpeas to hae been gthe brefront in Medic
aid's shift to manged cae, mary obsevers ayreg and
that was cost-contil (Cohen,1994; Wieman,1998;
Beinedke et al.,1996). By the lee 1980sstae spend
ing for Medicaid vas inceasing aa rate of 16 pecent
per year (Beineke et al.1996,p. 6). Owr fiscal years
1988-90the stée's Medicaid pygram gew 80 pecent,
from $1.5 billion to nedy $2.7 billion (Weman,1998,
p. 36). Blicymakers identifed the pogram as a
"budget kuster" and a pme contibutor to the stie's fs-
cal woes. With other aeas of the health system coming
under inceasing conséints due to pvate manged
car, Medicaid a compaatively uncontolled piogram,
invited cost-shifting in its dection. Réher than stem
the infationaly spiral by cutting bendfs or eligbility,
stae officials chose to eomganize (Weman,1998,p.
17).

Under MassHealthylassabusetts became thedi
stde to implement a stewide fedeal waiver program



to deliver mental health and substanbese serices to
its Medicaid enollees (Callahan et all995; Fank et
al., 1996;Wieman,1998). The piogram gave patici-
pants tvo options:membeship in one of a sped#d
group of health maintenanceganizdions (HMOS); oy
enpliment in a ne stae-run Pimary Care Clinician
Plan (PCCP).The HMO goup would receve their
mental health and substandmise services within the
HMO. Those in the PCCPrgup would receive mental
health and substanceuwse cae though a pivate for-
profit specialty manged cae owganizaion (MCO).
Thus,in writing a contact for these setices,the stae
Division of MedicalAssistance (DMA) s ceding a
“carve-out" in which geneal medical cag and mental
health serices would be povided by different entities.
Of the two program altenaives,PCCP with the mental
health cave-out was much the lager, enmlling about
two-thirds of all elighle MassHealth ecipients,or
approximately 375,000when the psgram commenced
in July 1992.

Like its paent pogram,the mental health initia
tive was assocted with seeral objectves. In gneal,
stde Medicaid oficials aound the counyr have
become concaed with a paseived imbalance within
mental health and substandaise spendingaforing
institutional cae (Frank et al.1996). Sinultaneous},
the spead of manged cae for geneal medicine has
stimulated an incease in the sezand mmber of mental
health and substancbuse units in the prate hospital
sector Also suppoting the cave-out gproad in Mass
adhusetts was "a ecagnition thd primary cae dinicians
rarely had suficient training and skills to propriately
assess mental health and substabaseapoblems,and
might male poor decisionskout needed cal (Ber
neke et al.,1996,p. 7). Last bt not least ws the
crucial element of costs. Expenditsrbr mental health
and substancebase serices within the Mass&wusetts
Medicaid pogram soaed from $70.1 million in iiscal
year 1989 to $184.5 million insical year 1992 (Bei
nedke et al.,1996,p. 7). Although the specialty aa of
mental health accountedrfonly a small parof the
Medicaid ludget overall (about 5 pecent),it was one of
the fastest-gowing components.

Mental Health Mangement ofAmerica (MHMA),
a for-profit entity based ifennesseavon the care-out
contract. According to the tems of the confact, the
MCO would becomeesponsike for authoizing cae
for its enollees; eviewing utilization of sevices; ngo-
tiating reimbursement ates or a selected netwk of
hospitals andlmics; and &panding &isting diversion
ary sewvices sub as cisis stailization and esidential

care. MHMA agreed to pgment on a pg-paid per
cepita basis ér enollees,with a "risk coridor" in
which it shaed sa&ings or losses with the $¢&a By line
1993,the MCO had bilt a network including 34 adult
psydiatric hospital units15 dild adolescent psyu-
atric hospital units,129 mental health linics, 56
hospital dinics, 516 psyaiatrists,and 471 psykolo-
gists,as well as \arious adult andlildren’s substance
abuse pograms (Weman,1998,p. 21).

The US. Health Cae FnancingAdministration
(HCFA), which granted the necessaiedeal waiver for
MassHealthalso equired an galuaion of the mental
health/substancebase pogram after its fist year Car
rying out this galuaion was a team ofeseachers
based tthe Heller Shool of Brandeis Uniersity
(Callahan et al.1995). Results of the stugshaved
dramdic cost-saings of $47 million,or 22 pecent,
compaed to ppjected spending without theqmgram.
Use of sevices inceased werall, reflecting a slight
dedine for inpaient cae which was moe than dfset by
an incease in outg&nt cae. "Regpid readmissions," or
those occuing within 30 dgs of hospital disicage,
fell for those in the disded cdegory but increased dr
other adults. &r children,readmissionsase fom 7.5
percent to 10.1 peent. A suivey of providers involved
with the pogram found peceptions of inceased seer-
ity of clients,increased adminisdtive tasksand some
small impovement of coatinaion between stée agen
cies. On werage, the poviders favorably perceived
quality of cae under the ca&e-out,although as manas
one-quater vieved dinical decisionmaking as "usugll
inapproprate.” Providers of diildren's serices were
more disséisfied than other mviders, with mary of
them eeling thathe MCO authadzed insuficient trea-
ment br the assessment andatuaion of comple
problems.

Subsequent valuaion studies hee adled to the
amount—and compigty—of information aout the
performance of this cae-out ppgram. For example
Frank et al. (1996)»amined the tw-and-a-half gar
peiiod from duly 1992 to December 199dlfowing cre-
ation of the cave-out. They found a shar reduction of
neaty 30 pecent in spending per avitee for inpdient
care as aesult,principally, of reductions in hospital
care for pesons with dishilities. "The manitude of
sud changes," Fank et al. wote, "calls for caution in
the gplication of the paverful tools of MBHC [man
aged behwioral health cae]" (p. 145). Geller et al.
(1998) studied ®quent user of inpdient treament
between 1992 and 1995 and diseeed substantiaji
longer lengths-of-stg when these pg&éents were not
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admitted to the same hospital as dref something
which occured for ébout 22 perent of all admissions in
this goup. Reseah by Dickey and assoctas (1995;
Norton, Lindrooth,and Didkey, 1996) povided some
evidence of cost-shifting under the garout ppgram
from sevices br which MHMA was esponsite to the
genenl medical and pharag/ areas. In an angsis of
child and adolescent engemg/ mental health seen
ing episodes bafre and after the st&'s contact with
MHMA, Nicholson et al. (1998)olund tha paients
covered by Medicaid became ath less lilely to be
admitted to the hospital than tpents coered by
HMOs.

Yet wha is most nothle about thesealudions is
what was missingnamey, solid information as to man

aged cae's impact on the quality of mental health

sewices. The potential tade-of between quality and
cost-saings is self-gident in a contictual elaionship
feauring resouce constint, shaing of financial isks,
and fr-profit management. The Massagusetts po-
gram's suyprisingly large first-year s&ings ony sewe to
undescoke the signitance of this concer As noted in
the Brandeis stug, suiveyed poviders felt quality of
care had stged constantdr adults lnt fallen for chil-
dren. Yet the kinds of empiral daa neededdr a moe
definitive quality assessment—detailedoimhation for
individual enpllees on the content of eadelvered and
clinical outcomes duieved as meased gainst an
objective standat of cae—were not @ailable (Frank et
al., 1996; Sain and Daniels]1999; Callahan et al.,
1995;Wieman,1998).

A second phase in the mayeal cae program
began in @all of 1995,when DMA irvited a nev round
of bids for its mental health/substandauae plan.At
this point,the pogram was also signi€antly expanded
as a esult of an greement theDMH would purchase
all of its acute car inpdient and emeayeng/ sewvices
through DMA (MAMH, December 1996). In thisay,
DMH sought to cede a single set of acute eawptions
in the pivate sectarregardless of pgment souce The
ageng also hoped to enll more of its dients in Medie
aid, thereby gaining fedeal reimbursement ér their
car. The initigive would adl ebout 5,000 DMH tents
to DMA's manged cae plogram, and if successful,
would geneete saings which DMH staed it would use
for improvement of its commnity-based saice
system. By the rtare of its sevice areement with
DMA, DMH acquird far-reathing mangement and
oversight lesponsibilities wer the entie cave-out po-
gram (Sudleis,1999b). DMA warded the n& contiact
to the Massdwusetts Behdoral Health Rrtnership,a

joint ventule betweenValue Behsioral Health,Inc.,
and FHC Optiondnc.

Appraisals ofThe Rartnership mange widel. Vari-
ous stakholdes inteviewed for this Eeport gave the
MCO high maks for geneal mangement eficiency
and timey claims pament,for the efectiveness of its
crisis intevention sevices,for gving greaer access to
information, and br geneal atention to pubc and lay-
islative relaions. Relecting a piority of DMH, The
Partnership has equired hospitals in its netwk to
expand the leel of free inpaient psydiatric care pro-
vided to indigent paients (MAMH, Janualy 1998b).
Studying the &olution of mangement and cordrcting
practices under the Medicaid warout,Beinedke and
DeFillippi (1999) creditedThe Rartnership with umer
ous successeshgre "it retained angwhen necessgyr
improved upon MHMAs positve actvities or when it
identified and caected a major pblem aea" (p. 497).
In his continuing setes of povider suweys, Beineke
also tadked a @neal increase in dasfaction with
issues of qualityaccessaftercare, and sevice integra-
tion, after an initialy rough tansition fom MHMA to
The Rartnership. Yet it was noted thamary of
providers' ealy concens with the care-out under
MHMA have pesisted:

"The issues thaproviders ae most concered
about hae changed little since the were first
reported in the Bandeis surey. They include
treament of pesons with dual dignoses of sub
stance buse and mental health and pens ving
with other plysical disailities sud as HIV/AIDS
linkages of mental health/substand®ise cae with
primary medical cae, meeting the compleneeds
of children and adolescentsroviding an adequa
suppl of comnunity facilities, integrating stae
sewvices,and seving pesons wo ae unemplged
or homelessnessr who ae not diectly covered by
The Ratnership sut as pesons in pisons. Some
providers were also concered dout the use of
medicdions and peareived geaer reliance on med
ical models of ca&" (Beinedke, 1998,p. 2)

Another suvey of mental healthlmicians from all
regions of the st in 1997 meted out h&lrer citicism
for The Rartnership Psydiatric Sevices September
1997). Among the ley findings:52 pecent of espon
dents eported one or mag of their ¢dients had been
placed in "lie-threaening dangr" due to an e&y hos
pital disdhamge; 53 pecent cited poblems with getting
approval for hospital admissions on a tigpeédasis; and
45 pecent complained tharhe Rartnership did not
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communicae adequtely in regard to dients' teament
and disbaige planning Along similar linessome am-

ily membes of mental health consunsehase also
spolen out pubcly againstThe Rartnership for denials
of needed ca inappropriately shot hospital stgs,and
an overreliance on medid&on-based gaments (see
e.g., Kong June 10,1998).

The Mental Health Lgal Advisors Committee is
an am of the Massdwusetts Summe didicial Cout
and a pdicipant on DMA's avn behaioral health po-
gram adisory council. Its summer 1998 agais of the
Medicaid manged mental health pgram spanning
MHMA and Partnership mangement highlighted se
eral trends br concen (Fendell,1998):

A shap reduction in outpigent theepy by The
Partnership

<A dedine in inpaient hospital utilizéion, both
numbes of admissions and length ofta

* An elevated hospital@admissionate for children

In July 1997,the Massalusetts Lgislature man
dated tha DMA and DMH submit detailed quieny
reports presenting inbrmation on utilizdion trends,
quality of cae, and costs under the e&rout pogram.
Reviewing the esults of this n& requiementMHLAC
characteized the eports as "scant and t" (Laski,
1998,p. 1). The Committee also pointed toecuring
patem of difficulty in secuing DMA's response toafi-
ous d#a requests.

The most gtensve recent stug of utilization p&-
tems under the Medicaid maged cae program was
caried out ly HudsonDorwart, andWieman (1998),
who examined acute inpgeent psydiatric cate over the
period October 11995 (nine months befe The Rart-
nership's taking ver) to S@tember 301997. Trends
under the cate-out were also compad with Medicaid
HMOs. For pdients seved by The Rartnership,there
was bund to beelatively low contiruity between psy
chiatric and medical ca&x Due to shdened pepds of
hospitalizaion, the reseachers judged tha "Mental
health pofessionals ha hadly time to complete their
intake assessments be¢ disthaige, let alone dishalge
plans” (p. 37).About one-half of all peents ofThe
Partnership were rehospitalizd within six monthsan
increase of 20 peent sinceeomganizaion of the po-
gram. The rseachers also eported tha roughly
one-half of admissions teegeal medical hospital units
by The Rartnership were actualy for mental health or
substancelase dignoses.A geneal condusion from

the stug was tha it was impossile to stae whether
The Rartnership or HMO pograms povided the better
approad to manged mental health cgrbut "Both pio-
grams cede mnultiple causesdr concen” (p. V).

It should not @ unstéed tha DMA finds fault with
this stu¢ for a umber of methodolgical reasons.
Although a lengti technical discussion wuld not be
appropriate for this Issue Hef, in geneal DMA's reser
vations petain to the measament of contiaity of cae
in the stug; the eliability of the dda set used; and the
absence of "case-mix" comlis for the sevice popula
tion examined (Ball,1999). Sub reseach issues a
emHdemadic of the disgreements thaexist ebout this
program’s impacts.

Seven years hare naw passed since the Common
wealth bgan refashioning its mental health s&es
through the use of prate manged cae. Consideing
the deelopments of the pierd as eviewed hee, several
facts ae notevorthy.

First is the long-tan programmadic adjustments
and eadjustments thdave been assodied with the
policy change. Credion of the cave-out,a major
departure from the sttus quowas soondllowed by a
difficult administetive transition fom MHMA to The
Partnership in 1996 (Endell,1997). Sinultaneous with
this shift was the adition of an impotant nev program
element br mangement ly DMA, namey, responsibH
ity for DMH's dients needing acute aarIn luly 1997,
another kind of margement unceainty aose when the
pending acquisition ofalue Healthparent compan of
one of two coporations inThe Rartnership,by Colum
bia/HCA, the naion's lagest br-profit hospital dain,
creaed a conftt of interest under theutes of the DMA
contact (MAMH, August 1997a). Tha matter
remained unsettled untialue Behwaioral Health,Inc.,
was Prced to leae the cave-out ppgram under pes
sure from a suit ly its patner, FHC Options,Inc.
Currently, DMA is reportedly consideing expanding its
private manged mental health pgram to indude
physical health setices as wll. One mental health
activist intewviewed for this eport exclaimed:"Every-
thing is constanyl changng. You feel you just hae
your gasp on something and thenyrehang it." Far-
allel to these lcanges in the PCCRhere hare also been
unsettling deelopments in MassHealiHMO option,
with Tufts Health Plan and Blue @ss Blue Shield
deciding to withdaw from the Medicaid mamgd cae
initiative (PhamAugust 21,1999).
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Secongldespite aiied studiesthere ae still mary
more questions than awers éout perbrmance and
results under the maged mental health campiogram.
The bod of completed @seach compises a ery het
erogeneous pup of studies centerg on diferent
program elementspopuldions,and time peods. All
of this males it extremey difficult to eggregate the fnd-
ings or to econcile inconguent esults. Futher, as
pointed out iy the eseachers themseles,the studies
have not @plied the mostigorous methods. df exam
ple, none intudes a contl group. Suveys of plogram
providers assess the aaa-out ppgram on the basis of
perceptions, not indgendent pedrmance measef
ments,and can eagsjl be infuenced ly positive or
negative biasesdepending on the rtare of the goup
polled Little consumer gasfaction déa were collected
between 1992 and 1998 (although a sigiaht con
sumerrun initiative is nav under vay a The
Partnership aving to the infuence of DMH) (AD/I-
SOR, Winter/Sping, 1999; Suders, 1999b). Most
significantly, the quality of cae experienced under the
program iemains elusie, even as eseachers document
dramaically shifting sevice patems and pogram
costs.As one DMA administtor has commentetWe
are in geda need of a comghensie and empical
study of the ppogram, so tha we may have moe \alid
and eliable daa tavards our efforts & contiruous qual
ity improvement”(Ball, 1999).

Third, there has been inconsistent admirasitre
monitoring of the pogram ky the stée. This was the
condusion of a eview by the Health Ca Fnancing
Administration after the inititive's opening gar (Bet
nede et al.,.1996,p. 30),and HCHR itself has povided
relaively little expettise and assistance to thetsta
related to the wersight pocess (US. GAO, 1999). By
June 1998,when The Rartnership's contact was
renaved and gpanded to inlkide nev administetive
duties br the PCCPit remained a main bone of con
tention for program citics. As an dtorney for The
Mental Health Lgal Advisors Committee stad, "The
fact tha [monitoring information] hasn't been pduced
sets of real alam bells br me...Either DMA is not
doing its job popety in monitoing the pogram, or
they're withholding the indrmation tha the pulbic
should hae" (Kong June 10,1998,p. B4).

In fairess,the stée agencies inolved hae not
been indiferent to the issuesised ly sud complaints.
Monitoring has been stngthened ¥ DMA over the
duration of the cave-out pogram,and nav includes a
spectum of actvities, including, but not limited tothe
use of thee adisory councils; &tensive reporting

requirements; bivkekly meetings with DMH and DMA
senior stéff and \arious mangement eports. In all,the
"Division beliees tha given available staf and systems
resouces,we ae monitoing this pogram as osely as
possilke" (Ball, 1999).

DMA and DMH tagether withThe Rartnership
have also vorked to brmulate an inceasingy specifc
list of manaeral performance standds for indusion
in the manged cae contact (MAMH, August 1997b).
Attached ae sizale financial incenttes and penalties
aimed & curbing the endors incentve to maximize
eanings though denials of car (Ball, 1999). The
process has itieded a dierse goup of adocaes,stae
officials, sewice providers, and eseachers. Yet it is
ambiguous \Wether cemin standais—eg., limiting the
number of hospitaleadmissions—wiill yield immved
quality or just educed sefices (MAMH, August
1997b). As Sain and Daniels (1999)wo stiong sup
porters of the perdrmance standds efort, asset,
"Showing tha incentves ae aligned with cen&d dini-
cal goals and thaeanings corelate with adieving
performance tagets,not withholding serices,does not
in itself prove tha Massabusetts is puhasing wise}
or tha Massabusetts Behaoral Health Rirtnership is
performing optimaly” (p. 40).

From an administtive pespectve, the Common
wealth’s enty into manged mental health carhas
been an oppounity to try to improve sevice delivery,
as vell as accountaility, for a populéion group often
pootly seved in the past. Compad to the dor fee-br-
sewvice coverage, a bioader ange of comnunity mental
health serices is nav available in Massabusetts (US.
GAO, 1999). Also spavned ly the pogram hae been
other dhanges which DMA views as suppdive of the
principles of ehailitation and ecovery. These intude,
for exkample the derelopment of peer suppdself-help
groups; a Bster Rmily Suppot Program; inceasing
involvement of consumsrand other aghcag groups in
program mangement; and the ark of the nev Con
sumer StsfactionTeamsalread/ noted (Ball,1999).
DMH has contibuted a ne plan for involving con
sumes in the deelopment of indridualized ealy
responses to pskiztric crises (Suders, 1999b). These
are all positve eforts in a situdion tha is constang
evolving, and mg help to win @er moe stalkeholdes
to the werall policy framevork of the manged cae ini-
tiative.

From a pulic policy peispectve, however, there is
one sense in ich the Commonwalth's manged men
tal health pogram was a“success’from the outset.
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Desired outcomes of pratization and Medicaid sangs

were huilt into the design of the pgram. In this vay at

least,the sevice changes entailed pthe pogram hae

been politicaly-detemined and their actuallinical

value br consumes will contirue to be deated Thus,
one of the bills submitteaf consideation in the 1999-
2000 lgislative session ask®f a full-scale eview of

the cave-out ppgram. The bill has beereferred to the
House Committee ond3t-Audit and Owersight for fur-

ther stug.

Regulation of Managed Care

Over the past decadenanaed cae has gown
rapidly to become the dominanetisbrming force in
American medicine and health ingurce More than
three-quaters of U.S. workers with insuance coerage
are enplled in a manged cae olganizdion—either a
health maintenance ganizaion (HMO), prefered
provider olganizaion (PPO),or point of sevice (POS)
plan (E&nsen et al.1997). With more corventional
health insuance plans also adoptingrnous manged-
care administative tediniques,the popotion of the
group insuance maket afected ly manaed cae is
neaty universal (Star, 1994). Stinulated ly this
tremendousxpansiona widespead egulaory move-
ment has also deloped fueled ly professional and
consumer complaintsAccording to the Blue Grss
Blue ShieldAssocidion, 42 staes passed magad cae
regulatory legislation or benet mandaes in 1997
(MAMH, February 1998).

In Massabusetts as elsghere, the spead of man
aged cae tediniques has been coatersial, and
perhas navhere moe so than in mental healthAs
ealty as 1993theBoston Globébegan eporting front-
page stores of HMOs and other maged cae plans
limiting access to carfor enollees &peliencing seir
ous psybological problems,including eding disoders
and deression (Bassipril 28, 1993). Rtients and
providers also complainedoamut the &tent of confilerr
tial information required Ly insurers bebre
authorzation of treament. In 1994the stae Attorney
Geneal's ofice initiated a stuyg of gatekegping pioce
dures ty HMOs and other magad cae companies in
the stée amid dawges thainsumnce pactices vere vio-
lating the 1976 lev affording Massalusetts esidents a
minimum of $500 in outp#ent benefis (BassNovem
ber 16,1994).

In March of 1995 the issue of comdentiality for
mental health carconsumes hit the font pages with
revelations tha Harvard Comnunity Health Plan ws

enteing detailed psyiatric notes into computéred
recods accessie to hundeds of plysicians and stéf
membes (BassMarch 7,1995). The report cgptured
the dtention of theAttorney Geneal's ofice, which
promised anxamindion of the poblem (BassMarch
11,1995). Laer this same gar another font-page
Boston Globdedure focused on local thapists' ¢aims
that insuers were retaliging against them ér dis
cussing with paents the estictions being placed on
their treament due to maryed cae (BassDecember
20,1995).

In Jaruary of 1996,under pessue from a coalition
of professionals and consunserthe Legislature
responded to both these issues of depient com
municaions and access to ealBass,January 23,
1996). A new law, designéed "Chapter 8," was passed
outlawing gag rules in health insance contacts. The
existing lav providing for minimum mental health
insurance benefs in Massacusetts was also evised to
stete:

"No medical serice coporation shall equite con
sent to the didosure of information other than the
patient namediagnosis and da and type of ser
ice as a condition teeceving sewvices mandied
by this paegraph. As used in this sectiothe tem
diagnosis shall mean a condition 8cient to meet
diagnostic citeria specifed within the mostecent
edition of the Dignostic and Stéstical Marual of
Mental Disoders published ty theAmerican Psy
chiatric Associdion."

In practical tems,the dang would restict the doility
of manaed cae plans fom undetaking ajgressve
"benefts mangement" until a péent had fist accessed
the $500 of ste-mandged coerage.

For mary issuesthe enactment of ¢gslation is not
an ending pointhut an inteim step leading to a difcult
process of implementian. So it has mved with Cha-
ter 8. Alread/ by the sping of 1996,it was leaned tha
two MCOs seving cental Massahusetts were inform-
ing psydothespists in their netwrk that protections of
the nev confidentiality lav did not gply to them (Bass,
April 23, 1996). Insisting on thdght to ask detailed
questions hout pdients' psybiatric staus from the
beginning use of outpigent mental health seices,the
president of the MasshasettsAssocidgion of HMOs
staed pulticly, "We would not hae areed to this hav if
we thought it veuld confict with doing utilizéion
review" (Bass,May 7,1996).
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To dae, manayed cae reguldion in Massabusetts
has emained piecemeal and cordd to sub limited
interventions as these and a mataay minimum 48-
hour hospital sta for mothes and neboms.
Lawmalkers have tried kut failed epededly to move
toward a moe compehensie gproac. Thus,one of
the stées with the highest penation of manged cae
organizaions,Massabusetts is also among the last to
enact a bvad famevork of paient piotections (Pham,
March 14,1999). The staée has also beervertaken in
this aena ly the edenl govemment,at least in egard
to pdients cwered ly fedenl health pograms,for
whom Pesident Clinton estdished a "Consumer Bill
of Rights" ly executve oder in 1998 (The White
House 1998).

In April 1997, GovemorWeld signed an Eecutive
Order ceaing an agisory commission toaview man
aged cae pmactices in the sta and to adise on ag
needed n@ regulations (MAMH, October 1997). Its
findings,released theollowing autumnjncluded a ec
ommendégon for a nev position of stee omludsman to
assist and aacae for paients in manged cae plans.
During the secondear of the 1997-98 sessidwo cort
tending manged cae bills became theotus of
legislators' dtention (MAMH, Jaruary 1998c). A padk-
age of pioposals submitted yb Acting Govemor
Cellucci was based on th#&eld commission'seport. A
stronger "omnitus bill" was based on ¢gslation ealier
reported out ly the bint Health Cae and Insuance
Committees (Phamjarualy 8, 1998). The session
ended however, before lavmakers could econcile dif
ferences in House and Seeaegulatory bills (Pham,
March 24,1999).

Shotly after the starof its 1999-2000 sessiothe
legislature had bedre it several manged cae regula
tory proposals dginating with the Geemor, individual
legislators, and \arious inteest goups,sud as the
Massabtusetts Medical Society and HMOs (Pham,
March 14,1999; PhamMarch 24,1999; Rwell, April
8,1999). key differences sgarating the bills incuded
the scope and ingendence of e gppeal mehanisms,
whether pdents would be gven the ight to sue their
HMOs for malpiactice and the gtent of information
disdosure required of the plans. By summéne Sente
and House had eadosed anks on their wn plans,
with the ormer favored ty health ca@ consumer aa-
caes and the ker ba&ed by business and insar
groups (KaminsJune 24,1999). At this junctue, no
one can be serif a compomise accptable to enough
legislative and intezst-goup factions will be possie.

Whaever tha outcome might behe lesel of con
cem with mental health carissues in this polc
making pocess has not beeregt, accoding to \arious
obsewers inteviewed for this Issue Bef and as @i-
denced b the content of leading policproposals.
Although it is tue tha generl manaed cae regula
tions implicitly encompass mental health consusner
and poviders, circumstances stounding the eceipt or
delivery of mental health seices often ag distinctve
in a way tha meiit distinctive pmotections. Mental
health teament issues & played a pominent ole in
manaed cae regulaory policymaking in some other
staes. for exkample in Rhode Island a ave of ngjative
publicity and pdient complaints concaimg impioper
gatekeeping and utilizéion review decisions  a man
aged behwioral health cag compaw helped spearhead
a compehensie pdients' ights poposal enacted in
1996 (Rotefort, 1996). InVemont, manaed cae
consumer ptections bgan with the passgg of legisla-
tion in 1994 estialishing tough standals for mental
health utilizaion review and ceding an ind@endent
appeals paneldr mental health #gment denials Wwose
membeship is gppointed ly the Dgaitment of Bank
ing, Insurance Secuities, and Health Ca&
Administration (Rodefort, 1996). This mental health
law then povided a spngboad for a moe geneal uti-
lization review law tha was adopted in 1997 (Libtexf,
1999).

There ae seeral respects in Wich geneal man
aged cae lgyislation might be accompaniedybor
incorporate, measues tageted specifially to the del-
ery of mental health sgices. Rsside measues
include:

* Guamnteed access to mental health specialists
with a right of self-eferal for consumes

« Estdblishment of a special mental health ardk
man, or a special gaacity within a g@neal
omhkudsman's dice, for mental health consunger
and their needs

» Special intemal and &temal gppeals pocesses
geaed to mental healthgetment issues in tich
decisions & made  mental healthlmicians

* Protection gainst disermliment and cugilment
of sewices and medid@ans for mental health
consumes due to compliance pidems

* Delineaion of mental health conaes as parof
mandaed access to engang sewices
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» Guamnteed access to alfetive and potentiayl
benefcial psyhotropic medictions

« Specifcation of a concpt of "medicaly neces
sarl" sewices thaincormorates social suppts
and sevices ecaynized to meet standds of
good pactice br mental health conditions

Another issue conces standatizing the ights
available to consumex in pivate and pubc-sector
manayed cae oganizdions. The issue is a compte
one because of dérences betwen poposed sti@ vs.
existing fedeal protections,as well as diferences in
HCFA's avn requirements ér cave-outs vs. other man
aged cae plans (US. GAO, 1999).

All of these poposals hee been cited as poten
tially valueble averues br manaed cae regulaion by
national mental health abcag/ groups or actiists in
other stées (seee.g., Bazelon Centerl998; Naional
Mental HealthAssocidion, 1999). Which, if any, make
sense dr Massahusetts?What are their cost-benéf
implications? Hov feasilde would it be to implement
and monitor arious actions?Answers to these ques
tions ae far from dear. However, the poposals met
inclusion in ary broad-gauged discussion of magad
care regulaory approadies.

The @sence of tention to suk mental health pr
posals isjn its way, a telling indic&or of the stte of
mental health polignaking in Massdwsetts. Consid
eration of mental health issues in thedidature is
spread acoss mag committee juisdictions—eg.,
Health Cae, Insurance and Human Seices. This has
the efect of fagmenting mental health poji@naysis.
Split among may factions themsebs, mental health
interest goups hae been unale to coalesce behind a
distinctive agenda br manged cae regulation and to
command a place among theagsful businessinsur
ance and medical goups in the thik of manged cae
decision making Fnally, of those pulic agencies he-
ing an inteest in mental healthealth,or insuance
matters, none has spped brward to champion egula
tory issues peaining to pivate manged mental health
care.

Mental Health Parity Insur ance Cwerage

Insurance cwerage for mental health @blems
developed after thiafor more geneml medical condi
tions and has beemamacteized ky numewous @ps and
exclusions (Robefort, 1997). Minimal or nondstent
mental health bene§i ae a main aspect of thegitem
of "undeinsurance" afecting millions ofAmericans

with health insusince Ewen in health plans thare oth
erwise quite completaccess to mental health gees
typically has been limitedybsudr means as higher cost-
shaing, maximum rumbes of outpéent visits or dgs
of hospital cag, and laver anmial and littime ependk
ture c@s.

When naional health cax reform came under
review in the ealy 1990s,the e&pansion of mental
health insuance potections vas an impadant pat of
the discussion. Seral major £deal legislative pro-
posals intuded impoved bendts for mental health
care, and somesud as Pesident Clinton's Health
Secuity Act, ervisioned the equalizan of health and
mental health insance cewerage. Once health car
reform collgpsed in lée 1994t seemed as though the
possibility for paity legislation had alsoeporated

Yet mental health pay legislation subsequenyl
was evived in Congess as paof a bipatisan efort to
address some of the most Inafiul insurance industr
practices conibuting to the gowth of uninsuance
among the wrking populdion. The result was the
Mental Health Brity Act of 1996.According to the lav,
insurance plans ifading mental health berief would
be required to povide the same amal and liktime
payment c@s for treament of mental iliness aseifother
medical conditions. SubsequentCongess &tended
these same benefnandaes to manged cae olganiza
tions paticipating in the Medicaid pgram.

In fact,suppoters of the paty concept had dught
for a much more extensve piece of lgislation but were
stymied ly strong opposition fom kusiness and insur
ance inteests. In thedrm in which it passegdthe nev
paiity staute actual left intact mag impoitant souces
of discimination in mental health insance cwerage
(Rochefort, 1997). fer example it applied ony to kusk
nesses emplong & least 50 people; it did no¢stict
higher copgments and deductiés for mental health
car; it did not interére with the use of leer limits for
inpatient and outpient visits ly mental health con
sumes; and it nglected to pohibit emplgers from
dropping insuance ceerage altayether simpy to evade
the law.

Far from Hunting the mental health insamce par
ity movementthen,the 1996 édeal law has stinulated
a suge in paity legislative pioposals on the selevel.
To dde, twenty-s@en stées hae enacted theiven par
ity stautes,including all of the Nes England sttes with
the exception of Massalusetts (DMH Rrity Sheet,
August 12,1999). Vemmont's lav, passed in 1997s
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consideed "the most comphensie paity behavioral
health cae lggislation in the United Stas" (Libetoff,
1999,p. 4). Although Massalsusetts does not hia a
paiity law, in 1993,the Goup Insuance Commission,
on its avn ititiative, mandaed paity for all enpllees in
its indemnity and PPO plans. In 1987 GIC \ted to
require all HMOs to do the same (Do&w Mitdhell,
Group Insuance CommissiorRersonal Comranica
tion, December 151999).

Currently, Massabtiusetts is one ofteut a doen
staes consideng some 6rm of mental health péay
legislation. PRarty proposals hae been submitted to the
Legislature since 1983. Not until Spg 1998 however,
did a bill get as &r as aproval by either banch (DMH
Bulletin, Spiing 1998). OrApril 2 of tha year the Sen
ate passed a pi#y measue calling br equal insuance
coverage of mental and prsical illnesses thapplied to
inpdient,intermedide, and outp#ient treament in the
least estictive settingThe bill also specifid thainsur
ance gtekegpers—those wo initially authoize or dey
access to seices—nust be licensed mental healti+c
nicians. If enactedhe lav would have overridden the
1976 lgislative mandée of minimum mental health
beneits in piivate insuance Sengée Ways and Means
chair Stanlg Rosenbeg, whose committee aye its
unanimous suppbto the bill,staed:"This lggislation
is designed to limg fairness and equity into aneax of
health cae where a doule standad has &isted Pr far

too long" OMH Bulletin, Spiing 1998).

Within the House however, the paity concept
proved moe difficult. The bill dew suppot from a \ari-
ety of souces,including mental health acaes and the
Boston Globgseg e.g., editoiial, November 181997).
DMH suppot for paity has also been vigous and visi
ble. But detemined opposition &ws mounted Y
business and insance inteests,including the Massa
chusettsAssocidion of HMOs. Centl to the steed
objections of dtics was the belief thasud legislation
would open the door taxeessve utilization of mental
health serices and substantiglhigher costsdr health
insurance Thus,both the alignment of politicabfces
and the écus of concer within the Massduwisetts Lgis-
lature dosely paialleled the 1996 drte within the US.
Congess. N#onally, paity opponents had been unéer
mined ly anayses fom the Congessional Budet Ofice
indicating tha the cost inceases dr even full paity
would be a faction of what business goups hadlaimed
So,t00,in Massabusettsa Coopes and lybrand stugt
estimded the costs of the @posed Igislation & only 1.9
percent of curent emplger daims,or $2.72 per member

per month DMH Bulletin, Sping 1998 p. 2).

If program costs wre a singular obstés this
actuaral analsis might hae done mog to dampen
objections to the bill. Hwever, suppoters and oppeo
nents of padty actualy defne the issue in
fundamentall different,even ireconcildle, ways. For
suppoters, the lagislation is anti-stigma;dr opponents,
it is anti-lusiness. Supptars seek fiancial potections
for individuals and &milies; opponents defid the
financial inteests of emplgers and insuance
providers. Suppders view the expansion of inswance
coverage as a \ay of shaing the isks of mental illness
on a comrmnity-wide basis; opponents wat as fur
ther egulaory interference with the mrogatives of the
private health inswance industr and its coporate cus
tomess. Suppaders aim to lever bariers to mental
health teament; opponentsefar nev beneits as an
"entitlement” thawill be abused The paity contro-
versy also eflects a lingring histoical disagreement
over where to daw the line of esponsibility betwen
private and pulic sectos for mental illnesswith the
anti-paity stance assuming the & contimed ole as
residual povider for those duajl disadrantaged by ill -
ness and ldcof resouces.

Pulled ty these competing pgpectves,the leg-
islative pocess mwed slavly. The House of
Representéives eentually passed a péay bill in Sep-
tember of 1998 thtavas nuch more restictive than the
Sende measws. Before differences betwen the tw
approades could beasoled in conérence committee
the laislative session ended (DMHaRty Sheet,
August 121999).

At the time of this witing in eaty fall of 1999,
paiity legislation has oncegain readed a dtical stage
in the laislative pocess. Responsibilityf drafting
the bill lies in the hands of the gislature's dint Insur
ance Committeewhich is working to meet an edr
October deadlineoir kegping the measeralive. The
clash of goup inteests contines nuch the same as in
the pevious session. dticipants desébe the seah
for common gound as atuous. The scope of ogerage
under the bill—in parcular, whether paity will apply
to a limited set of "biolgically-based" dignoses or the
full spectum of mental disaters—is a cental question
of policy design still to be amgered by the committee
Cetrtain paticipants viev the narower gproad as a
first step tovard eventual adoption of full péy. Hewe it
must be notechowever, tha in a rumber of other stas,
suth as Rhode Islandvhich passed a "biolgically-
based" bill in 1994pattial paity has functioned mer
as a baver than a ldge to fuller potections.
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The other major stunting block concens the ela
tionship betveen paity and manged cae. The issue
first surhced duing Sen& considegtion of the paity
bill in 1998 (Kong May 11,1998). In efiect,a lagisla-
tive compomise vas eaded d tha time coupling
expanded mental health insurce coerage with elimk
nation of the stée's 1996 condentiality lav limiting
insurers' access to pignts' mental healthecods.
Whether or not tharemains a vible exchang figures
prominenty in bagaining over a 1999 state Insuers
maintain thamanaing the use of mental health ger
ices hinges on epeal of the prvagy law, and is implicit
in low-cost estimtes under the bill. By corast,some
groups hae beeneluctant to suender vha they view
as a hat-won potection br mental health consunger
and pactitiones within manged cae health plans.

From a standpoint ofational policy development
(Parsons,1995,chap. 3.4),the epeal of the stiz's pi-
vacy law is an od intrusion in paity delibemtions.
Data on the access and cost impacts of theapy
staute ae not underaview. Nor is the la/’s reportedly
uneven implementaon receving systemtc examina
tion. Rdher, the epeal ddate is spillover from the
broader politics of marged cae regulation, pitting
against eah other industy and povider inteests br
whom paity is the secondarissue

According to the achitect ofVermont's landmae
paiity legislation, the adoption of mamed cae regula
tory contmwls in thd stae was necessgrcompanion
legislation—and indeed set the gi&a—for mental health
paiity (Libertoff, 1999). Gven this brmulation, it is
not suprising in Massabusettswhere geneal man
aged cae legislation has been stalledff several yeass,
tha paiity legislation should pove so poblemaic.
Through the twists and tos of legislative deal-making
paiity may yet seve as the ehide for (patially) deleg-
ulating the pactice of manged mental health carin
Massabwusetts. If thashould hapen,it would be an
ironic outcome of the pily movement. And only time
will tell whether the sadfice was justifed, or if "the
impact of paity legislation will be severely limited or
even gutted" without "sting regulatory contols over
the mental health maged cae industy" (Libertoff,
1999,p. 61).

Deinstitutionalization and Community
Support

WhenWilliam Weld took ofice in 1991t was in
the midst of a seere economic dentum in Massabu-
setts. Duing his campaignWeld had emtaced the

popular neoconseative themes of pvatization and
reinventing @vemment,and he gcoriated the pulic
bureaucacy (Hogarty, 1996). Een as the sta ran up
large anmial defcits, the govemor pledgd not to aise
taxes. If the adminisétion was to etum stde govem-
ment to a balancedubdget, this could mean oglone
thing—Ilamge reductions in eisting sevices and po-
grams.

Pulic mental hospitals in the sawere a ead/
target for cuts (Hagarty, 1996; Upshur et al.1997).
After decades of censusduction leading to i@ occu
pang levels,the anmial average pdient cost hadisen
to $120,000. Owl about 6 pecent of DMH dients
made use of these long#tehospital &cilities,but they
were consuming 47 peent of the dpatments
resouces annally. Hundeds of institutionalied
patients avaited distiage for ladk of gppropriate com
munity sewrices induding housing

In April 1991,Weld corvened a Special Commis
sion on Fcility Consolidéion and tamged it with
developing a "plandr consolidéion and tosure of stae
institutions under the auspices of thepagment of
Mental Health (DMH)Depaitment of Mental Retala:
tion (DMR), and Dgartment of Pulic Health (DPH),
and to povide for the povision of gpropriate quality
care sevices" (Gaemor’s Special Commissiori991,
p. i). Given the ppointments to the Commission and a
shaply limited time flame of six veeks under Wich it
was made to opate, the result was or all intents and
purposes assed thda the gwvemor's piivatization
approac would be emlaced

The Commissiors report, "Actions for Quality
Car," was eleased inune (Goemor’s Special Com
mission, 1991). It ecommended fght-sizing" the
system ly closing eleen stae-run facilities,including
three of seen «isting stdae mental hospitalsThe frst
two of this goup,Metropolitan Stée Hospital and Dan
vers Stde Hospitalwere dosed in 1992and the thid
facility, Northampton Stie Hospitalwas dosed in mid-
1993. A recommend@on by the Commissiondilowing
the issuance of its iginal report also led to thelosure
of the Gaeéler Children’s Center in 19924 the time the
only pulic psydiatric treament fcility in Massabu-
setts br children with seious emotional disturbance

To replace or substituteof these lostdcilities, the
Commission outlined a plawoff transgring pdients to
the comnunity, private hospitals andursing homes,
and other st facilities. Pivatization was the censl
element of this sttegy and intgral for the cost-sangs
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sought ly the administation. As political scientist
Richard Hogarty (1996) desdbes:

"The oficial clinical rationale br dosing the men
tal hospitals was tha paients do better in
community settings. But thedcal rtionale was
even moe compelling Although Medicaid did not
cover mental pients in stée institutions,t paid
half the costsdr pdients in commnity cae. The
yield was $21 million in édeal funds." (p. 14)

The Commission awed tha all transkemred
patients would be meed to settings with "equal or bet
ter gopropriate car” (Govemor’s Special Commission,
1991,p. iii). Futher, it promised vigrous deelopment
of commnunity-based @souces out of the s@ngs pio-
duced ly the consolidaon.

Evaluaion of this poliy has been limited How-
ever, a stugy commissioned Y the stée ageng
overseeing the consolitian process and caed out ly
the Unversity of MassabusettsBoston,provided some
encourging evidence thathe irst of these objeates
was met (Upshur et all997). Based on infmation
from interviews conducted anvarage of one gar after
discharge, most of the paents flom two of the stée
mental hospitals thavere dosed £lt conditions vere
equal or better in their meplacementsThe stug fell
shot of being dehitive becauseas the autharnoted
there were "major methodolgical problems in fnding
and inteviewing dients and &mily membes and in
obtaining access to hospitallets of dients for bak-
ground inbrmation" (Upshur et al.1997,p. 212).

Other analses hme focused on mamgment
under the polig (Wieman,1998,pp. 33-35). Br exam-
ple, various issues of cost and qualityerg raised in
regard to the pivatization of acute ca in paticular
geneal hospital eplacement units. (As aad/ dis-
cussed in the section on Medicaid mgea caeg,
responsibility 6r acute inpient sevices br DMH
clients was shifted td’he Rartnership in 1995.)Accord-
ing to another angsis, rapid dovnsizing of the omber
of DMH personnel disupted continity-of-care for cont
sumes as less seniotigical staf were "bumped" out
of their positionssometimes Y those with less &ining
and epeiience br the gven slot (Coherl.994).

Additional impacts of consolideon on dildren

and the homeless will be discussed in those sectbns f

lowing. However one @uges the immedia aftemath
of the hospital dansizing the moe ciitical long-tem
issue br the stée’s mental health system conastthe

master sttegy of resouce eallocdion. Haze comnu-
nity-based setices beenx@panded ér pesons with the
most sgere mental illnesses? Moadequge ae these
sewvices?

Concomitant with the consolitian plan,DMH
launded a steewide model of car for people with sér
ous and long-ten mental disaders knavn as a
"comprehensie comnunity suppot system" (CCSS) in
1991. Inbrmed ly concepts first pomoted ly the
National Institute of Mental Health in the 197Qke
model aims adevelopment of a dierse yet well inte-
grated aray of sewices and suppts. As explained in a
DMH newsletter:

“The CCSS codlinaes the tinical and ehabilita-
tive components necesgao sustain a safand
sdisfying life in the commanity so thapeople with
seiious and long-ten mental iliness canve in the
least estictive and most rductive ervironment
that is consistent with their indidual needs and

potential." CCSS BulletinJuly 1995,p. 1)

Five speciic types of serice delvery elements,
provided directly by the dgartment or though con
tracts with pivate agencies,constitute the bilding
blocks of the CCSS on the localvid: 1) Acute Ser
vices; 2) Suppdrand Rehhilitation; 3) Advocagy
Sevwices; 4) Genéc Sewices and Suppts (for access
ing non-mental health pgrams); and 5) Irdrmal
Caregiving.

Although DMH has ne abandoned some of the
original teminology associted with CCSSit has
worked diligently to implement this gneal model er
a perod of several yeass (DMH, 1998,1999). An elébo-
rate planning pocess has been set in motiontlae
Area-level with broad-based inputém consumer and
family membes. Local pogram derelopment is @i-
dent,with a spectum of nev sewvices. Between fscal
yeass 1991 and 1998nore than 2,800 nve residential
beds in the commity have been openedylihe d@ait-
ment. Throughout this ppcessgefforts have been made
to redress long-standingesouce inequities acss the
stae and to beasponsie to \anations in local needs
and cultual groups. All new funds,except those ér the
homelessare allocéed along an equity basig DPMH.

While the system plaiglis heading in a posite
direction, realizaion of the dpartment’s comnunity
care objectves is not bse @ hand Using the dpatt-
ment's own consevative estim&es, there ae
approximately 44,700 adults and 35,50®itdren in
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need of pubic mental health seices in Massdwsetts
(DMH, 1998, pp. 19-46). Cuently, the deatment

estimdes thait seves 18,700 adults and 2,55fildren

in its contiruing cae sevices. DMH plannes concede
that, "Although a full contimum of cae eists within

the stae, ther is not a sdicient quantity of sesices in

eat DMH sewiceArea" (DMH,1998,p. 41).

The discepang between suppt of and needdr
mental health contiring cae sevices is vell illustrated
by the ekample of case magament. A linchpin of the
community sevice modelthe pocess of case mags
ment opeates d the level of sewvice delvery to mach
individual dients with an ppropriate set of sesices. It
is also the job of case mageas to monitor tents’
progress and to help thenvercome bariers in access
ing programs br which they are eligble. Curmrently,
DMH reports thd neaty 13,000 indviduals ae on vait-
ing lists for case margement aound the st (DMH,
1999,p. 2).

As to hav well the stée has baced up its pomise
of reallocdion to the commnity cae systemthat
depends on the standhgpplied Since 1992DMH has
saved $74 million fom restuctuing and consoliding
facilities, including the use of mamgad cae (DMH,
1999,p. 2). The dpartment eports reinvesting $58.1
million of this amount in commmity programs (with
another $12 million useaf inpdient sevices). Com
pared to fscal 1991 vimen the dpatment spent 49
percent of its lmdget on commnity-based cas, 66.7
percent of its esouces nav go to thd program aea.

Yet in viev of the gp between serices and needs,
the stae’s level of funding br comnunity cae cannot
be considexd consistent with the Special Commissson’
recommendgon for "adequée financing of thedunda
tion of sewices povided ly the «isting
community-based system" (@emor’s Special Com
mission,1991,p. v). In the Cellucci adminisdtion’s
fiscal 1999-2000 tdget recommendidon, DMH is the
only human serices geng/ not put brward for an
increase (MMI-MASS,1999). Meanwile, the amount
of reverues etumed ty DMH to the stée’s Geneal
Fund due toeimbursementseceved for its sevices
rose fom $5.4 million to $92.9 million beteen fscal
1989 and Bcal 1998 (DMH;1999,p. 9).

Childr en's Mental Health Sewices

Children's mental health acais interelated with
all of the poliy issues in thisaport, sometimes in ays
that are especiajl significant. For exkample as alead/
discussedseveral souces sugest tha the Medicaid
manaed cae cave-out in Massduwusetts has impacted
more neyatively on dildren than other @ups. The
continuing cae needs of magnchildren with mental
health poblems also dxmaically undescoe the neces
sity for insuance ceerage without arbitary treament
cut-offs; accodingly, advocaes in Massdwusetts a
concened tha ary new paity staute be witten in a
way that sewes the integsts of bildren by linking cov-
erage, for ekample not only to diagnosis lot to behsior
as well. Similaly, some poponents of marged cae
reguldion hase uiged the intusion of standals of sev-
ice delvery tha address the unique issues of both
children's mental health disbers and cae pdtems,
including the pimacy of eaty intewvention.

Children's mental health issues should not be seen

only in relation to these @sscutting polig topics,how-

ever. The distinctveness of kildren and their mental
health needs is shdha it demands a defed system of
care cgable of high quality inteventions aall levels of
sevelity. A seiies of ecent eports documents aash of
problems in Massdwusetts lmien mental health sdces

are judged by this standat, and no easyemedies ér

the situgion gopear to beailable.

The frst repor, filed in December of 1998yas
prepared by a special committee esleéshed ty DMH
Commissioner Maflou Sudiers (Committee on the
Staus of Mental Health Sgices r Children,1998;
see also,MAMH, March 1999). kve years after ¢o-
sure of the Gabler Children's Centerthe committee
whose membeahip induded amily membes of dil-
dren with mental health pblems,ageng providers,
depatment mangers, professional gganizdions,and
advocag/ and tade goups,was askd to assess the
mental health needs ofiitddren under ge 14 with sar
ous emotional disturbance and thevgsgs aailable to
them.

In geneal, while the committee noted thine stée
had accomplished a successfalnsition fom "a sin
gle-site estictive treament setting” to a contirum of
care with less stigmtazation, fewer restictions, and
greder involvement of &mily membes, a rumber of
crucial systemic pphlems were evident. Highlighted
by the committee ws a major "acuity shift," or an
increasing lgel of severity in the poblems seentaall
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levels of cae belav the hospital sectorDual causes
produced this shiftdeinstitutionalizéion in the pulic
mental health systerand the adent of Medicaid man
aged mental health car Refecting the de@ased
accessibility of inpaent cae, the committee hedr
numemous citicisms duing its reseach aout "very
abbreviated lengths of stg inadequée assessment,
poor distamge planning and comumity linkage, and
the ngative impact of mltiple transitions and witiple
hospitalizaions" (p. 5). It alsodund thathe "medical
necessity" dteria used to detemine admissions and
lengths-of-stg for children in acute inp@ent units
tended to nglect impotant psytosocial &ctoss.

In mary ways, the report portrayed comnunity-
based gencies ér children as bffeted ly forces in their
ernvironment @er which they had little contol. Mary
programs were unpepared "in missiontraining, and
stafing" (p. 7) for the dlanges in caseload kich
brought to their do@teps dildren haing "multiple
medical,behaioral, as well as social pzhlems,who
require compehensie assessment anagément" (p.
2). The rumber of dildren and &milies seeking car
also "far outweighs caacity” (p. 2). Br example a sur
vey of DMH programs in diferent pats of the stte
revealed a witing list of moe than 200 sildren for var-
ious sevices. Rnally, mary comnunity agencies hae
recurent dificulties in ecuiting and etaining skilled
staf due to lav salaies and competition &dm higher
paying aras of the econoyn

Another aea of discussion conaexd the adminis
trative perbrmance of gencies inolved with dildren's
mental health issued’he committee desitred a com
mon pedicament of“families, schools, referring
hospitals and gencies unsuccessfyllattempting to
engage stde ggencies to assist in dag for children
with mental health difculties. It is peceived tha this
also leads to one seaggeng abdicaing its responsibi
ity if another stée agengy becomes imolved with the
child and aamily” (p. 17). This situdion disadiantayes
both dildren eligble for sewices flom s&eral agencies
and dildren for whom pimary ageng/ responsibility is
undear.

The rcommendions of the eport called br a
number of ne program emphases and systemedk
changs. Committee membgecited a needf identify-
ing and esponding toluildren's mental health pblems
at an ealier age. They called br steps to ensw plan
ning and bidgeting for children's mental health auss
pubic depatments,and a tarification of the esponsi
bilities of different lureaucacies br this pogram aea.

For better continity and quality of ca, they recom
mended bhangs in curent rimbursement pactices as
well as inceasedesouces br the system.

A second eport was completed Yy Christina
Crowe, Director of Clinical Serices @ the lidge Baler
Children's Center (@we, 1999; see also MAMHJune
1999). It bcused on the Ndreast pdrof the stée and
was equested joinyl by the commissionerof DMH
and DSS because of "a higlvéd of disséisfaction”
with children's mental health and placemenvies in
that region (p. 1). A patticular issue \as the lage num-
ber of DSS puth "stu&" in hospitals waiting moe
appropriate sevices & a lover level.

Findings flom this"fi eld review” were dosely con
sistent with the mceding DMH eport, albeit with a
narower geographic focus. According to the author
demands and needs fthildren's mental health seces
in the stug area far outstip resouces,leading adminis
trators and case magars "to male arbitary decisions
about who will receve the aailable sewices,as vell as
which situdions will not be adressed” (p. 2). Shbr
ages «ist in regard to both the werall quantity of
sewrices and the types of seres aailable. A review of
case ecods unceered the bllowing sewrice problems:
children & inappropriate levels of cae; delas in
accessing seices; inadeque dinical assessments;
treament plans laking compehensieness; and poor
continuity of treament. Considéng various forces of
change impacting upontdldren's mental health cain
the staée over the past decade—deinstitutionatina
and commnity cae, Medicaid manged cae, and
DSS's avn recent moe to a manged cae model or
some of its esidential ppgrams—the eport summa
rizes the aftanath as "a fagmented systemyith unmet
expectdions d multiple levels" (p. 3).

Several months after the DMHeport, this stug
undescoled thad lack of coodinaion among gencies
and dpatments emains a gtical issue The espectie
roles and esponsibilities of DMH and DMA ar"not &
all clear” (p. 3) vihen it comes toldldren and adoles
cents. Cowe points out thiano ggeng views itself as
providing long-tem treagment,yet thd is a eal needdr
some in the system. Rber, “there is ho one geng
cleatly identified as setting the standisrfor pubicly-
funded mental health of the Commonwalth’s
children” (p. 3). Maly groups suffer poor serice as a
result of this disaganizaion of the systembut espe
cially children "whose dishilities ar comple,
multifactored and continousy evolving" (p. 4).
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Recommendidons in this eport cluster in thee
main aeas:development of a full continum of dil-
dren's mental health casevices; inceased esouces
for the system; and ingeative piogram mebanisms,
sud as a case magament pproac tha spans leels
of care and diferent ggencies,to connect consumgr
with the most cost-ééctive sevices possile. Accord-
ing to Cowe, an innwative Collaborative Assessment
Program deeloped ly DMH and DSS povides some
promise of better int@geng/ coopestion, although it
needs to bedimally evaluaed

The thid report in the seiles was issued ypLinda
Callisle, outgoing Commissioner of DSS$n June of
1999. This last eport seeks to bild on the other tw,
plus recent analses fom Beacon Health Siregies on
the use of medid¢ans in DSS's Commonvks man
aged cae pogram and acute caradmissionsdr DSS
children. Based on thesetdaas well as elaed infor-
mation-gatheiing by the dgaitment,five main poblem
areas ae pointed out (Cédisle, 1999,p. 5):

1) Increasing mmbes of DSS bildren avaiting
hospital disbamge, from éout 10 dildren in
1998 to 35 hildren d the time of thiseport

2) An excessve reliance on psylwotropic medica
tions to contol children's behaor tha results
from an "alaming" increase in the use of med
ications in ecent yars

3) Frequent use of pisical lestaints in esidential
programs

4) Lack of professional hildcare staf, training,
and dinical suppots in DSS esidential po-
grams

5) Gaps in placement optionsif DSS dildren &
the mid- and lwer-levels

For Commissioner Césle, suc trends,and paf
ticulady the issues of &quent hospitaleadmissions
and owemedicdion, signal tha "the curent system is
not working" (p. 13). The plight of dildren "stu&" in
the hospital is enlbmatic of the complicked d/namic
that surounds cag for the DSS poputeon. Childen in
the cae and custog of DSS typicaly have been
severely traumdized by abuse and nglect. When hos
pitalization occus, it is essential thiacareful dishaige
planning be completed based on a thigh psybosoe
cial assessment.This rarely takes place however,
because of the brity of hospital stgs and insuficient
collaboration between hospital and DSS dtafAccord-

ing to the Commissioner'sport, increasing the acute
car bed cpacity of the system is not a solutiogther,
there must be a pycess of better planning and cdioie
tion between DSS and DMAthe pger for acute cae
hospital sevices. This shift will also equire program
development in miious aeas,ncluding ciisis interven
tion, residential optionsand outp#ent sevices.

Noted in the Commissioner'sport are mauy fail-
ures of an adminisétive ndure. Dissdisfaction is
expressed with the gitment's avn manged cae ini
tiative for difficult-to-seve adolescentsa program
opemted by the same compartha manaesThe Rart-
nership. As in both other eports, interdepatmental
fragmentdion is citicized Indeedthe Commissioner
staes tha"There is gea confusion &aall levels within
DSS dout the ole DMH plays in dhildren's serices"
(p. 26). Moe than a doan specitt recommendons
are made ér addressing the sgice and adminisgtive
deficiencies discussed in the sfudMore bioadly, how-
ever, the report seeks a ne vision for a system of
behaioral health cag for children in Massaltusetts
that is both estostive and cost-&éctive.

In June 1999PMH Commissioner Sukrs wrote
to her countgrarts in DSS and DMA \aming of the
shiinking number of bed &cancies in hospital pslyie
atric units for children in Massdtusetts (Suders,
1999a; also desitred inWong, June 28,1999). Less
than thee weeks léer, the poblem emeged as a major
news item. As reported by theBoston Globenumbes
of children were "languishing in hospital emgeng
rooms br hous and in pediaic beds r days" avaiting
proper psybiatric care (\Wong, June 28,1999). Othes
were being held in medical and gigal units,or queued
up in other settings seeking admission. Mamildren
in psydiatric beds vere thee only because of an -
ity to place themtahe poper level of cae. Responding
to the widesprad peception of cisis, DMA, DMH, and
The Ratneship deeloped a plandr quik, incremental
expansion of acutdransitional,and esidential beds.
This will ease conditions withougctifying the unddy-
ing problem, however, which reflects the inceasing
number of &milies seeking acute pdyietric care for
children, unresoled hospital pgment issues under
manayed cae, and a bey of system-lgel dysfunctions
as anajzed in the eports &ove. More impotant in the
long run for dealing with this situgéon may be DMAs
current dtempts,in collaboration with DSSprogram
plannes,to creae innovative models of ca; suc as
Placement Stalization Teams ér children in cisis and
Enhanced Residential Gafor children with moe diffi-
cult psydiosocial poblems (Ball,1999).
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For a sense of pspectve, it is important to note
tha other stées face maw of the same went dificul-
ties as Mass#&wsetts with theirtildren's mental health
sewices (Feyer, July 25,1999;Mental HealthNVeekly,
August 2,1999). (Moeover, because laldren some
times ae placed in out-of-sta hospital &cilities,events
suc as a hospitallgsure in one st rapidly reverber
ate thioughout the egion.) The seres of eports
discussed heralso cowey the dedicdon of pesonnel
throughout the systemyhether &the level of sewice
delivery, program mangement,or degpaitmental leader
ship. Cetainly, the eports themselgs contibute nuch
clarity to the analsis of what is not working and hav
things can belangd in dildren's mental health cam
Massatiusetts. That said however, problems within
this sector a de@ly rooted not eas¥ isolaed and
compounded Y a dironic misméch between esouces
and needs.

Homelessness

Although some hee wiitten ebout homelessness
as a simple nteer of ladk of housingthere is nothing
simple dout the causes of homelessness oeltion-
ship with mental illness.
product of one or mear of a \ariety of economichous
ing suppy, and domestic household giitems. In
addition to facing sub risk factoss, peisons with mental
illnesses rast also contend with a set of specialidifi-
ties arsing from housing disémination, cuts in social
program benefs, and inadequ& comnunity-based
mental health sgices (Hito, 1992; Caling, 1992).

Contrary to popular beligftoday’s problem of pee
ple who ae both homeless and menyall (HMI) is not
a result of the deinstitutionalizi@n program of the
1960s (Hite, 1992). Mok than half of the deease in
the inpdient census of putz mental hospitals in the
stae occured bebre 1970, making this cohdr of
patients too old to m@h the gye profile of those cur
rently homeless.While the main societal impacts of
deinstitutionalizéion’s first wave laigely have passed
concens do &ist about the conibution to homeless
ness fom curent mental health policies) paticular
the dsence of a ell-planned well-financed amay of
commnunity serices and suppts. For example in
1991,based on inteiews with dozns of mental health
professionals and adcaes,the Boston Globeeported
tha theWeld administation’s coupling of hospitallo-
sures with welfare cuts vas diving numbes of pesons
with mental illness to join theanks of homeless in the
stae (Bass and LggDecember 151991).

The most ecent major studof homelessness and
mental illness in Masshaosetts vas completed in 1992
by the Human Seices Reseah Institute (HSRI) under
contract to DMH (Mullem et al.,1992). According to
the higher estima adopted in this pject,as mayg as
9,000 homeless adultsare living in the stee. Of this
group,approximately 2,000 had seere and pesistent
mental illnessegossilly two-thirds of whom sufered
a co-occuring substancetase disoder As stded in
the frst ecommendon of the stugt group,"The esti
mates pesented comfm wha has been obous all
along:homelessness is a major socialpem in Mass
achusetts. Amelioration of this ppblem will require
considesable adlitional resouces as wll as impoved
targeting of isting resouces” (p. 5). Based on subse
guent inbrmation, the Depattment of Mental Health
recoded in its Stee Plan or fiscal 1999 and 2000 tha
the stde’'s homeless popui@n contirues to incease
and the shelter system "is oping beyond caacity"”
(DMH, 1998,p. 48).

Within the mental healthdld, an impotant shift in
thinking has occued in egard to gproathes br
addressing the housing needs of the homeless and other

Homelessness can be thepersons vho hare mental illnesses (Honi¢999; Car

ling, 1992). The pevious paadigm,which govemed
most pogram deelopment lp stde mental health
depatments duing the 1970s and 1980sas a "esk
dential teament model." Cen#l to this model is a
continuum of diferent types of @nsitional esidential
placementsfeauring greaer or lesser indeendence
and superision, but linked in eab instance to the
client’s accetance of spedéd mental health seices.
Typically, facilities on the continum ae "seyregated,
professional stafed, and congegate in ndure" (Car
ling, 1992,p. 285). As became in@asingy clear with
time, this model had seral defcits: programs vere dif-
ficult and time-consuming to e&le&sh owing to a
myriad of administative, financial,and comnanity
resistance mblems; the nmber of esidential slots er
ated was small compad to leel of need; and
consumes often vere diss#éisfied with the sais of
accommodaon provided, inflexible treament equire-
ments,and the lak of atention to long-tem housing
(Hitov, 1992).

"Suppoted housing" is the model thiaas emeged
in response to theseghlems and ne enjoys broad
suppot among both aebcaes and dicials in Massa
chusetts (Honig 1999). Contary to the idea of
residential teament,this gpproad emphasies helping
homeless indiiduals to fnd long-tem stale housing
selected fom the &ailable range of nomal housing
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options. Commanity integration, not segregation, is the
guiding pinciple. Since housing in the conunity is
now viewed as the basi®f creding a homenot an
altemative treament settingmaximizing the esidents
contmol over his or her liing ervironment is the objec

tive. Sewice povision remains a fundamental element

in housing planning under thigproad, including

treament as wll as assistance with accessing entitle

ment incomefinding emplgment,and deelopment of
social skills. Havever, the pakage of assistance ust
be indvidualized while incomporating significant con

sumer toice

Persons viho ae homeless and mentglill are a
priority populaion for the D@artment of Mental
Health,which has deoted substantialesouces and
administative dtention to the psblem (DMH, 1998,
1999). With the help of édeal grant dollas,a compe-
hensve outeah program has been mounted tha
provides diect cae, assistance withifiding housing
literacy educdion, and eferals for mental healthsub
stance buse job training, and other psgrams. DMH
also opeates seeral transitional esidencesormeiy
sheltes, in and aound the city of BostonA joint DMH
and Dg@aritment of Pubc Health poject funded under
the fedeal McKinney Act concentates on homeless
individuals who ae dually diagnosed with mental Hl
ness and substandauae poblems.

Adopting the "suppded housing" pproach, DMH
has degeloped or gined access to methan 700 ng
housing units since 1992nd gproximately 1,200

homeless hze recevved housing placements combined

with suppot sevices (DMH,1998). In a McKinng
Reseath Demonstation Pmject bgun in 1990,
reseachers from the dpaitment and ara unversities
joined tayether to anaize the elaive eficacy of inde
pendent Ning and consumerun goup homes with a
dedining staf presence (Centeof Mental Health Ser
vices,1994). Both pograms abieved high etes of
housing tenre, with only negligible differences
between the tw groups’successfulaidance of home
lessness.

Well-conceved though sut actvities ma be
they are dvarfed by the manitude of the sta’s home
lessness lallenge. In December of 1998DMH’s
suppoted housing gaacity of 3,046 slots as ony
slightly larger than its goup home cpacity of 2,924
(Honig, 1999). A study by the MassdtusettsAssocia
tion for Mental Healthentitled "ReopleAre Waiting”
(February, 1999),found "moe than 3,000 adultients
of the Dgpattment of Mental Health andver 100 ¢iil-

dren and adolescentseaon vaiting lists br housing
residential sefices and ental assistance” (p. hjth
the gedest popottion in need of the less intexsisup
ported and subsided housing placement#&lthough
only about 400 of the cuently homeless wre identt
fied on this gerall list, mary othes were induded who
resided in wercrowded or substanddhousing and thus
could be arisk of becoming homeless.

Homelessness sdces ae one of thedw areas of
the DMH hudget to eceve lage inceases fom the
Legislature. Between fscal 1993-1999spending ér
persons vho ae homeless and mentglill rose fom
$1.7 million to $19.1 million (DMH1999). These sti
funds also enaled the deartment to "leverage” mil-
lions in fedeal maching suppot. In fiscal 1999the
department was allocéed an aditional $3.1 million br
its rental subsig program, an incease of 20 peent
over the pevious year At these curent levels of fund
ing, however, DMH has little cability to attack its
waiting lists br housing andesidential sefices. In the
Govemor’s Budgt Recommenden to stde lavmak
ers for fiscal 2000,DMH’s homeless initidve and
rental subsidies accouneve "level funded' Reacting
to the ludget pioposaltheBoston Globeirged the Le-
islature to boost homelessness spendipg® million
(Honig, 1999),while the Mental HealtAssocidion
called Pr a two-year $20 million inestment ceering
housing residential sarices,and ental assistancef
its "PeopleAre Waiting" initiative (MAMH, Februaly,
1999).

More curent investigation on the sie and ma&up
of the stée’s homeless popuiian is also varanted
Reseath from the edy 1990s contines to povide
DMH with the basis dr its eumeiation and deme
graphic anaysis of the HMI. Yet, accoding to \arious
accountseceved in the peparation of this Issue Bef,
the homeless popuian in Massahusetts mg be
changng as a esult of worsening ddtiencies in the
sewice system. Signs anf an inceasing amber of
homelessaildren who have "aged" out of eligpility f or
DSS sevices; indviduals with mental iliness ko hare
been dishamed from corectional fcilities without
referrals for mental health #@ment; and marged cae
psydiatric patients leaing hospitals éllowing too-
brief steys and little aftezare planning

In 1992,Richad Ring executive director of the
Pine Steet Inn,wrote thd "Massatiusettsamong all
the stées in the ent& county, holds the geaest pom-
ise of ending homelessness" (p. 613). In 1%8¢h a
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staement can ol sound gen moe idealistic and
reproachful than it did seen years ao.

Proposals br "Reinventing" the
Vision

If the pionees of comnunity mental health carin
Massabusetts could hee peeed four decades into the
future, they would suely have been syrised ty how
far stae hospital deinstitutionalizan had pogressed
yet disgpointed thacomnunity integration for pesons
with mental illnessemains a vision oglpatly ful-
filled. Viewed from a \antaye point bur decades hence
the curent histoical moment will likely stand as a pi
otal junctue when pultic and pivate roles in mental
health cae undervent an histac shift. However,

whether the decade of the 1990s will also qualify as the

beginning point br a moe efective and com@hensie
system of mental health @in the stee will depend
largely on the esponses tohallenges outlined in this

report.

Many policy, sewice, and administative issues
have been identiéd afecting uses of mental health
sewices fiom all aye goups and social stla. For some
guestions ¥amined a stong consensusxists on the
type of solution equired For othes, opinion is polaf
ized, or ciitical details need to be getiated among
competing sta&holdes. In geneal, enough inbrma-
tion has been prided for reades to be A&le to
formulate their avn judgments laout wha actions can,
and shouldbe talen for different issuesor to monitor
specift debaes as thg contirue to unbld. Raher than
detailed polig presciptions, the contuding recom

mendaions ofered hee petain to the basic gacity of
the systemas well as the pocess of political decision
making br mental health car Three ppposals & set
out in tun: 1) an injection of n& funding fr the pulic
mental health sector; 2pidmation of a Mental Health
Legislative Caucus; and 3) a cairfa Mental Health
Policy Summit.

I. The Need 6r Additional Funding

Little more need be saidt ahis point &out the
glaring discepany between documented need and
sewice availability within the pullic mental health sec
tor. Ample staistics, often based on consetive
estimdes,are presented in the sections on conmity
suppot, children’s mental health cayand homeless
ness. Br substantial mmbes of indviduals and
families dpendent on sta piograms br treament and
car, a lengtly waiting list is the bestsponse thecan
hope br. Three adlitional anayses sere to emphasi
the lawv relative standing of the puic mental health
sector in Massduisetts ger recent yas.

Figure 2 pesents per gata mental healthgendi
tures ly the Stée Mental HealtAuthoiity within eat
of the Nev England stees in fscal year 1997the laest
year of déa available. Massahusetts anks burth in
this goup of six. Meanwile, Massabusetts had the
second highest income pepéa within Nev England
in this same gar (US. Bureau of the Censu$998).

Figure 3 displgs the fundingdr DMH as a per
centage of the total st@ budget in Massalkusetts
between fgcal year 1990 anddcal year 1999pased on
data from the MassduwsettsTaxpaers Founddion
(1999). The tiend is unmistakae. Compaed to other

CcT ME MA

Figure 2
State Mental Health Authority Spending Per Capita
FiscalYear1997
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Data Source: Lutterman, Hirad, and Poindexter (1999), Table Il, p. 36 .
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Figure 3
DMH as % of Total State Budget
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Data Source: Massachusetts Taxpayers Foundation, 1999.

budget items werall, mental health carhas ddined as
a poligy priority in Massabusetts dung this peiod.

Finally, for Hgure 4,a "genepsity ind" has been
calculaed using the method deloped 6r the 1990 at-
ing of stde mental health systemyg Bubic Citizen and
the NdionalAlliance for the Mental Ill and using per
cgpita income dta prepared by the US. Bureau of Ece
nomic Analysis. Dvwiding per caita mental health
spending kg per caita income then nultiplying by
10,000 the inde represents theumber of cents Massa
chusetts allodas to the DMH bdget for every $100 of
income Results gain shav a shaply dedining com
mitment to mental health car

This biief anaysis, of couise is just a frst st
toward the moe thoough &amindion of mental health
spending in Massaasetts thais neededdr effective

pulic policy planning In a moe complete stug it

will be necessarto factor in,for example the impacts
of the gowth in Medicaid eligpility in the stde, as well

as the possibilitysuggested ly naional ddaa (Associ

ated PessMay 8,1998),tha spending ér behaioral

health sevices ly private health inswrs has &éllen

shaply over the past decadeSud trends nust be
viewed gainst a standdrof need ér comnunity-based
mental health carin Massalusetts thais truly com-

prehensie in regard to sevices and poputéon groups
consideed

Underfunding of mental health s@es is not onj
a failure of the system. Because of the needitdien
and maw other consumerfor eaty identification and
treament,underfunding esults in a "system oéilure”
which neglects oppdunities br cost-efective preven
tion of moe seere illnesses and dibdity (Committee

40
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Figure 4
Generosity Index
for State Mental Health Spending

1994

1995
1996 1997

Data Sources: Bureau of Economic Analysis, 1999; Massachusetts Taxpayers Founda-
tion, 1999; U.S. Bureau of the Census, 1998, Table No. 26, p. 28.



26

on the Sttus of Mental Health Seices Pr Children,
1998,p. 15). Expandecdesouces ae also equired to
address the contiming need totract,and etain,well-
qualified and vell-trained stdfto the pulic mental
health sector A reversal of mental health funding
trends within the sta budgetaly process is thus a er
requisite dr moving the pulic system tward its staed
goals anddr lessening the "political stigrtization" felt
by mental health constituepgroups (MMI-MASS,
1999).

[l. Establishment of a Mental Health
Legislative Caucus

Ealier sections of thiseport focusing on paty
insurance and mamgyed cae regulation descibed the
extreme fegmentaion of delibeation for mental health
concens within the Lgislature. Indeed consideing
the total mmber of mental healtrelated bills submitted
in the 1999-2000 sessiomore than half a den com
mittees ae involved, including Human Seiices,
Insutance Health Cae, Judiciaty, Criminal Justice and
othess. Although these miltiple jurisdictions can be
rationalized on the basis of the compteof legislative
specializéion, the overall impact,as notedis to hinder
the institutional cpacity for mental health policanay-
sis from a system-wide pspective. Advocag for
mental health issues is also undared ly the lequire-
ment tha monitoiing and lolbying occur within so
mary different verues gauring a lage rumber of Ig-
islative actos. In gneal, this situdion tends to
advantage those intersts sub as insuers, provider
organizdions,and pofessional goups alead/ blessed
with a stong resouce basewhile disadiantaging the
representéives of consumerand theirdmilies.

To help counter this &gmentdion, it is proposed
tha a Mental Health Lgislative Caucus be ganized
Typically, such a caucus wuld indude a Steeéng Cont
mittee composed of thénairs of relevant committees
and encouwage the paticipation of all legislators and
staf membes with an inteest in the polig issue Cau
cus goups cedae the oppdunity for legislators,
depatment oficials, and issue atbcaes to comene
outside the committee @ecesshut with a dear focus on
legislative aims. They also can povide a meansafr
information-shaimg, bill-tradking, legislative stategiz-
ing, and coodination of lobbying, both in egard to
specifc legislative pioposals and the smbludget. A
variety of lggislative caucuses aad/ exist a the Stée
House br the concers of women,children,and other
interests,so pocedual models a& not laking. Espe
cially with the suppdr of high-level legislative

leadeship,a Mental Health Caucus could emgelas an
important force in the lgislative aena ly sponsoing
pubic forums; luilding connections amongdislators,
administators, advocdes,and academic and indugtr
expetts; and gen esthlishing Task Forces br special
study assignments.

This recommendigon for a Mental Health Caucus
arises fom the ecaynition tha mental health polic
development is inhemtly a political ppcess. Indfrma
tion and analsis hae a signifcant ole in lggislation,
but few decisions seem to hiegpn these elements as
opposed to the pyaof political influence A recent
report on keys to efective lggislation for children and
families arived d the Pllowing findings (Stte Legisla
tive Leades Founddion, 1995):

* Stete lggislative leades tend to be merfocused
on manging the Igislative pocess and on the
stae budget than specidi policy issues.

« Stae lggislative leades tend to lear ebout issues
in tems of anecdotesnot systemtic policy
anaysis.

* When confonted ly a plethoa of indviduals and
organizdions adocaing on an issudegislators
perceive mixed and confusing mesgss.

« Stae lggislative leades ae often unswg about
the iole issue adbcaes ply or the constituencies
they represent and ma be suspicious kmout
working dosely with them.

All of these obserations ak, if anything, even
more relevant for mental health polignaking than ér
issues elaed to dildren and &milies. The institutional
device of a Mental Health Lgeslative Caucus could &f
set eah of these tendencies to somegeke while
building suppot behind a cohent mental health poljc
agenda.

lll. A Mental Health Policy Summit

Finally, the time is ipe for a mental health poljc
summit in Massduwusetts.There is no questionui tha
leadeship on cerain mental health issues has been
lacking over the past decadeSignificantly, the domi
nant contempany forces shping mental health car
provision in the stee have come fom extemal forces—
manaed cae, privatization, and ludgetary limitations.

At the same timghe Dgartment of Mental Healttthe
stae’s piincipal repositoly of expettise and adminisé
tive experience br mental healthhas undegone a
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transbrmation reducing some of its functionghich
are nov being disbamged pimarily through contacts
with other pulic and pivate agencies.A seiies of pub
lic meetings avund the sti, involving top-level
officials as vell as other By membes of Massalu-
setts’mental health poliz network, could do nuch to
bolster a tue "mental health pspectie" on pogram
and esouce allocdéion decisions décting pesons with
mental illnessfilling a vacuum &horrent to the politi
cal piocess.

A summit of this kingcoinciding with the stadrof
the millenniumwould have enomous symbolic alue
More than thishowever, important issues ha& come to
the fore which meit review, at least initiall, outside of
the usual lgislative and lreaucetic channels. Br
example as Unversity of Massabusetts political scien
tist Richard Hogarty (1996) has witten, "The polig
jury is still out on the quality and consequences of pr
vatization" (p. 60). Réher than contine with outine
extension of thedr-profit mental health cae-outs ce-
ated ealier in the decadesome question ether DMH
itself might eassume magament of these saces and
do the job "moe humanegl and less xpensvely"
(Fendell,Summer 1998). 26). Ther is also needf a
compasgtive assessment of the cemt cave-out and
"carve-in" (i.e, HMO-based) models of mental health
car delvery in use in the sta.

A different set of conces has grstallized over the
past seeral months in @sponse to LittletorColorado,
and other tgic episodes of puth violence Obsevers
have bagun to wonder vha role the mental health sys
tem might plg in helping to pevent sut events,
recalling an edier and nuch more ambitious ersion of
comrmunity mental health planning than cemtly pre-
vails (NMHA, undéded). In some other g&s,formal
medanisms hee been instituted taxamine the bang
ing mission of pulic mental health s&ices within a
framevork encompassing conaes as dierse as man
aged cae and pevention of mental illness (see.g.,
Rhode Island Dgatment of Mental HealthRetada
tion and Hospitals1999). Massdwsetts sodr has
neglected this ste, yet an innweative delibeative
process is wiranted and wuld be velcomed in may
quaters. A good illustition of the boad eductonal
role thd a stée mental healthgeng/ can plyg is DMH'’s
"Chandgng Minds" campaign. Initieed in 1997 the
project aims aincreasing undetanding andeducing
the stigma of mental illneswijth a curent focus on the
school setting (DMH1997).

Mental health car belongs to a ctin cdegory of
public policy issues ér which political and popular
interest is gclical. Histoically, aside fom pefodic
punctuaions of high-leel visibility leading to major
new policy proposals,the mental health sector has
resided on the "b&ebumer" (Rohefort, 1997). Spe
cial commissions and policsummits ag often the
means b which long-nglected poblems in this aga
are biought into viev for anaysis and caection.
Examples on the tianal level would indude the dint
Commission on Mental lliness and Health in the 1950s
and edly 1960sJimny Cater’s Pesidential Commis
sion on Mental Healttgnd the Clintor\dministration’s
one-dg naional mental health coafence held inune
of this year Examples fom Massabusetts histor
include the DukakiAdministration’s Mental Health
Action Pioject and Geemor Weld’s Special Commis
sion on Rcility Consolidéion. Sud efforts usual are
organized ty govemment leadey within either the)ec
utive or legislative brand. Ladking action fom these
sources,however, the initigive could be seed ty a pi-
vate founddion, university, or a consdium of relevant
actos. Whaever the scené, the objectire remains the
samethat is, to cast a spotlight on mental health issues
and to stinnlate an inteaction among dierse stak-
holders transcending inteist-goup politics.

In this way might the futue couse of mental
health eform in Massabusetts be set andrtes mobi
lized to assur its success.
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