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U. S. COMMISSION ON CIVIL RIGHTS

The United States Commission on Civil Rights is a temporary independent, bipartisan
agency established by the Congress in 1957 to:

® Investigate complaints alleging denial of the right to vote by reason of race,
color, religion, sex, or national origin, or by reason of fraudulent practices;

¢ Study and collect information concerning legal developments constituting a
denial of equal protection of the laws under the Constitution because of
race, color, religion, sex, or national origin, or in the administration of justice;

® Appraise Federal laws and policies with respect to the denial of equal
protection of the laws because of race, color, religion, sex, or national origin,
or in the administration of justice;

® Serve as a national clearinghouse for information concerning denials of
equal protection of the laws because of race, color, religion, sex, or national

origin; and
® Submit reports, findings, and recommendations to the President and Con-
gress.

MEMBERS OF THE COMMISSION

Arthur S. Flemming, Chairman
Stephen Horn, Vice Chairman
Frankie M. Freeman

Manuel Ruiz, Jr.

Murray Saltzman

Jdohn A. Buggs, Staff Director

By the Older Americans Amendments of 1975, the U.S. Commission on Civil
Rights was directed to: investigate unreasonable age discrimination in
federally-assisted programs; report the findings of the investigation to
Congress, the Pregident, and affected Federal agencies; recommend statutory
changes or administrative actions based on its findings; and draft general
regulations for implementation of the Age Discrimination Act of 1975.
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Exhibit No. 1

COMMISSION ON CIVIL RIGHTS
HEARING OMN AGE DISCRIMINATION
Denver, Colorado

Notice is hereby given pursuant to the
provisions of the Civll Rights Act of
1957, as amended, 42 U.S.C, 1975 et sen.
(1976), that the U.S. Commission on
Civil Rights will . hold a public hearing
in Denver, Colorado dealing specifically
with the provisions of the Age Discrimi-
nation Act of 1975, enacted as part of the
Older Americans Amendments of 1975,
42 T.S.C. 6101 et seq. €1976). The hear-
ing will be held on July 28 and 29, 1977 at
the Federal Building Courthouse, Room
2330, 1951 Stout Street, Denver, Colorado:
The hearing will begin each.day at 8:30
a.m. An Executive Sess:on, if appropri-
ate, will be convened on June 28 at the
same location as the hearing.

The purpose of the hearing is to elicit
the views.of interested parties, including
Federal departments and agencies, on is-
sues relating to age discrimineation in
programs and activities receiving Federal
financial assistance and. particulariy
with respect to the reasonableness of dis-
tincuishing on the basis of age among
potential participants in, or beneficiaries
of, specific federally assisted programs.

The hearing will give particular atten-
tion .to the following federally assisted
programs and activities: Comprehensive
Employment and Training. Act Public
Service Employment Programs; Commu-
nity Mental Health Centers; Community
Health Centers; Vocational Rehabilita-
tion; Legal Services; Title XX of the
Social Security Act; Food Stamps; Medi-
caid; and selected areas in the field of
Education.

Dated at Washingten, D.C., June 15,
1977.

ARTHUR S. FLEMMING,
Chairman.

[FR Doc.77~18020 Filed 6-23-77;8:45 am}

FEDERAL REGISTER, VOL. 42, NO. 122-FRIDAY, JUNE 24, 1977
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CLIENT CHARACTERISTICS
For A1l Admission Episodes
First Half of FY 1976-77
(July 1, 1976-December 31, 1976)

This report presents Client Admission Form (PES-7) data for all
clients admitted to the community agencies and state hospitals within
the Colorado public mental health system. Thesé data are for all admis-
sions from July 1, 1976 through December 31, 1976 (the first half of
FY 1976-77).

The tables in this report are identical in format to those in
Orchid 18, “Client Characteristics for all Admission Episodes, FY 1975-
76." Each table presents a Client Admission Form variable and shows
for each agency the total number of processed admission forms for the
first six months of FY 1976-77. This is followed by the number of
unuseable forws for the variable (i.e., blanks or out-of-range)}. Then
the revised total of useable processed admission forms appears. It
is from this latter total that the actual numbers and percentages for
the categories of that variable are derived, constituting the bulk of
a given table. Group totals appear at the bottom of each table.

A1l of the Client Admission Form variables (except the agency-
defined special variables) are included in this report. They appear
here in the safie order as on the form.

Because of the unuseable processed forms, the distribution of
numbers of admissions for a given variable is not quite accurate.

In obtaining such numbers we generally assume accuracy for the per-
centages and apply these percentages to Attendance Summary Form (PES-
6A) data. The annual admission figures will be published in a forth-
coming Attendance Summary Form Orchid. Also, this present report will
be updated for the entire fiscal year as soon as all the forms are

processea.



Qur usual word of caution: if, in your analyses, an agency is
quite atypical for a given variable, check with that agency or the
Division before accepting the questionable data. 'Also, if any of

your data are incorrect, please let us know.

CORTENTS

Variable

ABB.ceerenetscssncncecacreccncsoncasssaccscccnstscsccssasssrvnassana
County (excluding Denver)..ceeceecsesscscsossenseasssascssacccscscnssas
(DBNVET) v eeescnscscscasocoasscosncsassanscasescavorancassna
Referral SOUTCE..cceecrosnssavossanvecsciscsoscesnncnssonsasncnnnne
AdmiSSion SLAtUS..cscecevecsscccscscsacccacssvanoncsscornccnarsanse
Legal StatUS.cuceesmccesoncasvencsoscccassnosasscansscnsonsnavossns
Evaluation~0Only AdmisSSiONSisceecsccosccoscocssssoanscancasoncssnans
Emergency AdmissionS.sccesceevcecsoacacesscoscecncncsonssavanscacnaan
Primary Problem ATe3.cececcecsccecacarsescssacsasncssscscncncsccsnse
Duration of Problel.ecceccccccccensaccrcasccvcacssscecassascssavsenccses
DiagnoSiSecseccesncesrasstoceessesncscstsscarcsssnascccanssscascene
Disruption Profile
Personal Functioning..cecececacesssccesasccscescssceacancene
Productivityeeeccecvessececcarcacsccnascaccanconccccasscsanes
Close Interpersonal RelationshipS..cececceccecccccccsesassanse
Disruptive Anti-Social BehavioT.esecescececcenccocnscccanans
SEReceeecsscanccanccccsscsoancnsesancsscenancesnssacassnsacsnaseston
Ethnic GroUP..cecececrevensocccrasenasasccsassscsssosancsnonsascccnnss
Educationesceceescesecnscstcenncevossccorcsssvancscsancanassccaasana
Marital StatUS.eccecccecsreccsoscsasecacacsacnconsesacsasotacascssna
Number of Persons in Client Household...seeeececesccscecncsncanscea
INCOME. cvseeessocnrencsunnscsconcscasessssasacasonasoncssncvasosasscens
Number of Persons Supported by this INCOmME..cceessescsccsasansaanan
Source of Client's SUPPOLL...uccsecccscievacascocoscencosvosnsnsnnasn
Previous M4 Services (optional)e.ccaicccececcssccsnncaceccanasasnnns




Frequency Tabulation of Admission Episodes
attached to this exhibit is on file at the
U.S. Commission on Civil Rights.
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Exhibit No. 3a

THE DAVIS INSTITUTE

A Multidisciplinary Research and Care Center in the Field of Aging

THE DAVIS INSTITUTE

A Focal Point for Training in Gerontology

THE DAVIS INSTITUTE

A Partnership between the Public and Private Sector

Dedicated to

Improving the Quality of Life
in the Later Years

for People Everywhere
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THE DAVIS INSTITUTE III

Birth of An Idea

Scientific advances have extended the average life span of Amer-
icans to the Biblical three score years and ten, but for some older
people this prolongation of life has proved to be a questionable
blessing.

Debilitating illnesses....changing customs and attitudes
within our society....widely varying abilities among older people
to cope with the physical, social, economic, and psychological
facets of aging....ever increasing numbers of people who survive
into their 80’s and 90’s....All these factors have combined to make
the nearly 25 million older Americans a population especially at
risk for iliness, infirmity, desolation, and involuntary dependence.

Progress in diagnosing diseases has far surpassed
development of therapeutic techniques for identifying, correcting,
or overcoming the impact of illness on the individual. Even more
fundamental is our need for a better understanding of the aging
process iiself, a phase of coniinued development within the
human life cycle.

The study of aging constitutes the next major frontier in
health and social sciences research. It is an intellectually and
emotionally exciting field of study which is of universal relevance.
The Davis Institute for the Care and Study of the Aging was estab-
lished in Denver to further our knowledge of aging and to improve
our capacity for the care of aging individuals among us. It is dedi-
cated to the'enrichment as well as the extension of human life.
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THE DAVIS INSTITUTE I.l

Organization

The Davis Institute is a free-standing, non-profit research and
care organization govemed by a Board of Trustees which in-
cludes the founder of the Institute. Dr. A. J. Kauvar is president of
the Institute, and Dr. Eric Pleiffer is the Institute’s acting director.
Dr. Kauvar is also manager of the Department of Health and Hos-
pitals of the City and County of Denver, with which the Institute is
closely affiliated. Prior to that position, he was a recognized
leader in the field of gastroenterology. Dr. Pfeiffer is a nationally
recognized authority in the field of care and research on aging
who is spending a sabbatical year away from Duke University to
assist in the development of the programs of the Davis Institute.
Drs. Kauvar and Pfeiifer receive guidance and consultation from a
distinguished national advisory council well qualified to help
make the Davis Institute a national model of a multidisciplinary
research and care center.

The Davis Institute is closely associated with one of the
nation’s most progressive health agencies, the Denver Depart-
ment of Health and Hospitals, which includes a new city hospital,
county health department, and a unique, decentralized network of
outpatient facilties known as the Neighborhood Health Program.
Besides benefiting from the support and professional consulta-
tion services available through the Department of Health and Hos-
pitals, the Institute also interacts with the diverse resources of
the University of Colorado School of Medicine, other colleges
and universities in the area, the several human service agencies
and departments of the State of Colorado, and many additional
educational and professional organizations. A vigorous local ad-
visory board, encompassing practitioners, educators and
researchers, provides a broad intellectual support base for the
work of the Davis Institute.
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THE DAVIS INSTITUTE III

Goals

Goals of the Institute reflect an interest in aging in its broadest
sense:

To initiate and continue fundamental research related to the pro-
cess of aging.

To develop new diagnostic and treatment techniques which will
be a source of knowledge to all interested in human
development and aging.

To innovate social and behavioral approaches directed at solving
gerontological problems involving elderly individuals, their
families, and their relationships in the community.

To serve as a training ground both for those interested in
research and for those willing to apply new knowledge to
the care of the elderly.

]
THE DAVIS INSTITUTE III

Programs

Specific programs, which willi consist of clinical services,
research, and education and training, are designed to make the
Davis Institute the focus of knowledge about the field of aging in
the Rocky Mountain region.
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CLINICAL SERVICES

Cornerstone of the clinical services program will be an outpatient
geriatric evaluation center aimed at early recognition of problems
and restoration of full and independent function for patients. The
evaluation team, when necessary, will make home calis to assess
patients’ problems and needs.

Other clinical components will include:

A day care program where elderly people will be assisted in
regaining their mental, physical and social skills.

An inpatient unit where more seriously ili patients will receive in-
tensive evaluation and acute care.

An independent living center where program participants will be
taught to regain their capacity for living in the community.

A community outreach unit.

RESEARCH

Davis Institute research programs will range from basic in-

vestigations of how mammalian cells age, especially human brain

cells, to studies of pre-retirement procedures in industry.
Additional projects will cover:

Studies of special subgroups of the elderly, with a special focus
on hispanic, black, inner city, and rural elderly.

Use of multidimensiona! functional assessment techniques to
determine appropriate treatment plans for long-term care.

. Basic and applied research on how medications affect elderly pa-

tients.

. Research. on suicide among elderly people.

. Studies of the relationship of older people to other members of

their families.
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EDUCATION & TRAINING

Because the training received by most health care and social ser-
vice personnel did not deal with problems of the elderly,
emphasis of education and training activities in the Davis Institute
will be on catch-up training for these professionals.

Activities also will involve:

Establishment of a technical assistance program in gerontology.

Monthly interdisciplinary meetings for area health care providers
and research scientists.

Continuing education programs nn aging for physicians and other
health care personnel.

Rotations in the Davis Institute for health care personnel now in
training.

Development of curricula and educational materials on aging for
use in the Institute and in other educational programs.

Programs on the provision of mental health consultations in long-
term care facilities.

Public forums on aging which will provide a resource for elderly
people and their families, particularly in the area of life
style choices and activities available to older people.

]
THE DAVIS INSTITUTE lll




What is the Davis Institute?

Why a Davis Institute?

The Davis Institute for the Care and Study of the Aging is a research,
care and training facility devoted to understanding the aging process and
improving the quality of life in the later years. It is named in honor of
the Davis family. Marvin Davis, a Denver businessman and
philanthropist, provided the initial capital funding for the Institute.

The quality of health care available to older citizens in the United States
is currently not adequate. New and effective treatment techniques must
be developed and made accessible to the growing proportion of elderly
in the U.S. population. This need cuts across all disciplines, all
socioeconomic sectors, all racial and ethnic groups. Ironically, even
though medical science has been responsible for increasing life
expectancy by at least 20 years since the turn of the century, society’s
attitudes and the day-to-day care of elderly patients have not generally
kept pace. For example, the present practice of “warehousing” the
elderly in nursing homes—rather than helping many of them to become self-
sufficient—is a solution which will become less feasible and less acceptable
to older persons themselves as the elderly population continues to

grow. Specialists in the practice of geriatric medicine are still rare and
gerontological training centers are even rarer.

Thus, when Mr. Davis approached Dr. A. J. Kauvar, Manager of Denver’s
Depariment of Health and Hospitals, with the idea of making an
important coniribution in the health field, Dr. Kauvar quickly recognized
the opportunity to use the funding offered by Mr. Davis to fill an
important gap in the health care delivery field and to place Denver in

the leadership role in that area. With the encouragement of the donor,
the Davis Institute was founded in March of 1975, and Dr. Kauvar
assumed the role of President of the newly formed Institute.

€L




Is it part of the Denver
Department of Health
and Hospitals?

Why was the physical
plant located adjacent to
Denver General Hospital?

Who is eligible for its
services?

What kind of therapy does
it offer?

The Institute is an independent non-profit organization governed by its
own Board of Trustees. It has a close working relationship with the Denver
Department of Health and Hospitals and also with the University of
Colorado School of Medicine.

The Davis Institute was located in immediate proximity to a major
municipal health care facility in order to minimize capital expenditures for
expensive laboratory and X-ray equipment and to gain certain other
economies of shared services. More importantly, it will be mutually
beneficial for Denver General Hospital and the Davis Institute to share
medical and scientific expertise between the two institutions and thereby
improve the quality of care both provide.

Any person with problems in adapting to growing older or with the
disabilities and diseases associated with old age is eligible for initial
evaluation at the Institute. No geographic restrictions are imposed. Persons
from all socioeconomic groups will be welcomed. Through the cooperation
of the public sector, free services for the poor and indigent will also be
provided.

In addition to a comprehensive initial evaluation of each person, the
Institute will offer a variety of levels of treatment and rehabilitation. A
geriatric intensive care unit is available for the critically ill older person with
multiple types of health problems. The Institute will also operate a self-
care rehabilitation unit aimed at restoring physical, mental and social
functioning which will allow individuals to remain active and independent
members of their community. In addition, ongoing ambulatory

medical caré will be provided. The Institute is currently making plans

for a rehabilitation-oriented daycare program for older adults as well.

2
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How was the Davis
Institute financed?

Will the Davis Institute
be a teaching as well as
a treatment facility?

Will the Davis Institute
grant degrees?

The initial funding for the physical facilities of the Institute—the building,
furnishings, and equipment—were provided by a generous gift from
Maivin Davis. Ongoing financing of the facility will come from multiple
sources. These include federal and state funds for research grants and for
training activities as well as for certain experimental clinical service
programs. The majority of clinical services will be self-supporting

through reimbursement for services through direct patient-pay or third
party reimbursement. Donations from private individuals and/or
corporations will continue to be important to the overall funding of the
Institute. The City and County of Denver will provide start-up funding for
the operation of the clinical services facilities.

Definitely. Various training programs have already begun. These are
aimed at providing much-needed workshops and continuing education in
the field of aging to health and social services personnel already

working with the elderly. The vast majority of such personnel did not
receive formal training in the field of aging during their basic professional
training. The Institute will also offer educational opportunities for
professionals-in-training from the fields of medicine, psychiatry, social work,
nursing, occupational and physical therapy. In addition the Institute

will disseminate broadly all new research findings and new clinical
service techniques.

There are no current plans to develop degree programs. Instead the
Institute will seek to work collaboratively with degree-granting institutions
to foster the study of gerontology in their degree-granting curricula.

< 8




What can a professional
hope to achieve by
participating in a Davis
Institute training program?

Please list the research

goals of the Davis Institute.

How will the Institute’s
research findings be
disseminated?

Training programs of the Davis Institute emphasize new professional
knowledge and skills but also teaching techniques which are effective
and which, in fact, lead to increased knowledge and improved
performance on the part.of the participating professional. Professional
training programs are designed with input from the professionals to be
trained to make them maximally relevant to their specific training needs.

These goals are many. We must come to understand the basic mental and
physical processes of aging. We must come to better understand how
medications are handled, absorbed, metabolised, and excreted by older
patients. We must come to understand those factors which make for
successful adaptation to old age and those social and psychological factors
which lead to maladaptation. We must focus on the kind of preparation
which is needed for a successful post-retirement life and those factors
which can be taught to older persons so that they themselves can
assume substantial responsibility for their own physical, mental and

social well-being.

The Institute already publishes The Davis Institute Newsletter, an
informative publication in the area of aging, providing new research
findings, announcements of training opportunities, and new developments
in clinical care. We further plan to issue publications giving new

research findings, general principles of working with the elderly, and
other informative materials aimed at providing guidelines for coping

with aging. These publications will be available to libraries, to individual
professionals, and to older persons themselves.
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Is the Davis Institute
primarily interested in
providing services locally,
or does it intend to have
a wider ranging impact?

Who are the responsible
physicians in charge,
and what are their
qualifications?

The goals of the Institute are to provide new knowledge and new treatment
techniques which will benefit all older persons, not only those residing

in this region of the country. To be practical, rather than theoretical, such
studies cannot be carried out in a vacuum. Only through the provision
and documentation of new health care techniques in actual use can

such new techniques be developed and evaluated. Thus, it is critical to
the success of the study programs for the Institute to be involved in

the actual care and delivery of services to elderly persons. While the
Institute will only provide short-term direct care to a relatively small number
of aging patients, its greatest impact on the quality of life and of health
care nationally will be through its role as a model for such care;

providing trained professionals; and stimulating other providers regionally
and nationally to introduce improved services.

Dr. A. J. Kauvar, President of the Davis Institute, is a board certified
specialist in internal medicine and a specialist in gastroenterology. He also
serves as the Manager of the Denver City and County Department of
Health and Hospitals. He is widely recognized as one of the innovators
in the field of health care delivery, championing especially the
Neighborhood Health Center concept which has provided effective
health care in Denver’s low income neighborhoods. He had more than
25 years experience in the private practice of medicine before

assuming his role as Manager of Health and Hospitals.

Dr. Eric Pfeiffer, Director of the Davis Institute, is a nationally and
internationally known psychiatrist and gerontologist who has done
pioneering work in early recognition and treatment of diseases-of the
elderly, focusing on the need for restoration of functioning and return to
independent living in the community. He is also Chairman of the HEW
Committee on Mental Health and Iliness of the Elderly. The additional

7
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Does the Davis Institute
have any affiliation with
other gerontological
centers?

What is the cost of care

at the Institute, and is there
any arrangement that

can be made to offset some
of the expense?

Can an individual make
application, oris a
physician’s referral required?

medical staff will include geriatricians, internists, family
practitioners, and a number of other medical specialists as well as a
select group of consultants in various specialty areas.

The Institute seeks to work collaboratively with a number of gerontological
centers across this country, but especially with other programs in
gerontology in the Rocky Mountain Region. Joint research efforts are
currently being planned with several such centers.

The exact cost of services provided at the Institute will vary with the nature
and the duration of the service provided. Medicare, Medicaid, and
insurance carriers such as Blue Cross/Blue Shield, Prudential Insurance
Company, etc. will reimburse the majority of costs for those who

qualify. Some of these insurance programs, however, have a requirement
for deductibles or co-insurance, and some services provided at the
Institute are not covered by some of these insurance policies. The
individual would then be personally responsible for these costs. Cost
containment will be an important feature of the programs of the Institute.

The Institute welcomes referrals for consultation by physicians who seek
additional help with the care of their aging patients. On the other hand,
direct application may be made by an individual or a family

member for evaluation at the Institute.

It is expected that this program will help patients become oriented towards
full participation in community life rather than becoming a “well-adjusted
hospital patient.”
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Once admitted, how long
should a patient expect
to stay?

Does one have to be a
Denver resident to gain
admission?

If an out-of-town patient
does come to Denver for
treatment, will the Davis
Institute provide housing?

If one is selected as an
in-patient, what kind of
facilities will be provided?

An out-patient evaluation may take from one to several hours and not
necessarily require admission at all. However, if a patient is admitted

for in-patient care in the self-care rehabilitation unit, his likely length of
stay will be somewhere between one week and several weeks, with

an anticipated maximum stay of no more than three months. For longer
term treatment, a patient would be referred to an appropriate facility.
Persons admitted to the geriatric intensive care unit are expected to
remain from several days to several weeks, depending on the severity
and complexity of their illnesses.

No. Residents of any part of the United States are eligible for admission.

For persons requiring only ambulatory care or evaluation, the Institute
will not provide housing. However, out-of-town patients can be put

in touch with the most convenient and best lodging facilities that
would allow them to come to the Institute for evaluation

conveniently and at moderate cost.

An individual selected as a patient in the self-care rehabilitation unit will
not find a typical hospital environment. Instead, the patient will be
assigned to an attractive double room with bath furnished more like an
apartment than a hospital room. Patients will be asked to make their
own beds, to take meals in the very attractive cafeteria (normally meals
will not be delivered to the patient’s bed), and patients will

be encouraged to participate in various social and

recreational activities.
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What about patients with a
critical illness?

Will families be allowed
to visit?

What is the patient capacity
of the Davis Institute?

Can the Davis Institute
provide such amenities as
kosher food, etc. to elderly
persons to whom ethnic
values are important as a
part of treatment?

The geriatric intensive care unit provides more conventional hospital
environment for critically ill patients. Flowever, again, the emphasis will
be on restoration of functioning. Even when intensive monitoring of
body functions, such as cardiac monitoring, is needed, this is done through
methods which allow the greatest degree of personal mobility and
freedom. Even these hospital rooms will be attractively decorated, with
carpeting throughout. The emphasis throughout the Institute is not

only on the hospital experience of the patient, but on the expected
return to a full life in his or her community.

By all means, yes. Continuing contact with family members is absolutely
critical and is encouraged, not discouraged.

It will accommodate approximately 1,000 ambulatory care

patients per year. In addition, there will be 78 self-care rehabilitation beds,
15 geriatric intensive care beds, and some 30 places per day in the
Institute’s daycare program.

Yes. In addition, special diets, whether diabetic, high protein, or other
specialized diets can be provided.

10



What can a patient hope
to accomplish by coming
for therapy?

The Institute’s overall goal is to find treatable disease where it exists and
to promptly initiate the appropriate treatment or in the case of chronic
diseases and disability to prescribe restorative measures which improve
functioning of the individual. Optimally, the ‘goal of therapy will be to
restore individuals to such a level of function that they can live in the setting
of their own choice with minimal dependence on others and with

every opportunity to be a fully participating member of their families
and communities.

12
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Mental Health

Association
of Colorado

“YOU CAN MAKE
A DIFFERENCE”




THE PROBLEM

Experts say that one person in ten will have
some kind of mental health problem - mild to
severe - during his or her lifetime.

More than 20 million Americans, more than
250,000 of them in Colorado, currently have some
form of mental health problem.

Unfortunately, most of those persons are not
being helped because of: inadequate facilities,
inadequate information about where to get help,
and inadequate information to understand that
they need help.

THE SOLUTION

Citizens, citizens who make a difference,
have been working locally, statewide, and
nationally, through their Mental Health Associa-
tion to improve and develop services and to
educate the public about mental health and
mental illness.

Over the years, the Mental Health Association
of Colorado, its local affiliates, and the national
Mental Health Association have been. responsible
for real progress in mental health.

They include:

Locally - starting crisis ‘‘hot lines’’, having
worry clinics, having community seminars about
mental health provlems, serving on the boards of
local mental health centers and clinics, being
volunteers at local centers and clinics, funding
Western Interstate Commission of Higher Educa-
tion (WICHE) scholarships to get promising
young persons interested in working in the mental
health field.

Statewide - founding Fort Logan Mental Health
Center, having an information and referral service
for persons needing information about mental
health problems, getting a mandatory mental
health insurance law passed, providing Christmas
gifts for mental patients in the state mental
hospitals and in nursing and boarding homes,
regularly visiting the state mental health centers,
clinics, and hospitals to review services; getting a
modern mental health commitment law passed,
working on the state mental health plan, and
having representatives on the state Mental Health
Advisory Council.
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Nationally - helping pass the 1963 federal
community mental health act that led to more
than 600 mental health centers being built in the
United States, successfully suing the Nixon
Administration to release $126 million in mental
health funds, producing a number of major films
and pamphlets about mental health, and working
with Congress to get research funds for the
National Institute of Mental Health.

IT°S UP TO YOU

Currently, there are more than one million
Mental Health Association members working to
improve the mental health system in the United
States.

Each of those persons has a double or triple
membership. By joining a local affiliate, you
become a member of the state association and the
national association.

If you live in an area that doesn’t have a local
affiliate, joining the state association automat-
ically makes you a member of the national
association.

The Mental Health Association of Colorado
needs members and money to carry on its efforts.

By joining, you can be counted as another vote
for improving the system.

If you want to, and we hope you do, you can
volunteer to work on the local or on the state level
on any of a number of committees working on
public education, legislation, financial develop-
ment, citizen advocacy, etc.

Memberships are:

Patron Membership................ -.$100.00
Donor Membership ................. ..50.00
Regular Membership.................. 10.00
Active Membership .................... 5.00
Student/Senior Citizen ................. 2.50
Memorials ........cciiiiiiiin...

Please join today.
Remember, the solution is citizens - citizens
who make a difference.
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KENTAL HEALYH ASSOCIATION OF COLORADO, INC.
1977 GOALS

AGENCY PROGRAM GOALS
A, ON-S01HG FACILITATING GOALS

1. Desvelopment of the Assoclation's capaclty to act as a cltizen advocacy
agency on behalf of Institutionallzed cllients, persons who may become
Institutionallzed, and those persons who are not recslving proper cars
by the msntal health systea.

2, Devalopment of coordination with governmental, voluntary, snd educatlonal
tnstitutions and organizations working In the fleld of mental health.

3. Davelopmant of capacity to monltor the Colorado Mantal Health System.

B. 1977 USSUE-RELATED QOALS

1. To work through a coordinated publlc sducatlon and soclal actlon program
to promots the development of a comprshensive system for preventlon and
treatment of chllidren's mental health problems.

2. To work through a coordinated public education and soclal action program
to prooote the development of geographically assessable and cemprshansive
mantal health services In the rural areas of Colorado.

3. To work through a coordineted public sducatlon and soclal actlon program
to monltor and advocate for the promotion and development of a ful
range of aftercara servicas to be available to mental health cllents
throughout Colorado.

CHILDREN'S MENTAL HEALTH

Children represent a high risk population becauss of the Intenslty of davelopment
of 11fe skills which occurs In the sarly developmental yesars. Intervention at an
early age can be most effective and prevent long term nesd to bs servicad by the
mental health trsatment systes.

The State Flve Year Mantal Health Plan talks of treatvent In ths least restrictive
environment. Yet vary lcw goals have been set for Increases In chlldren's sarvices,

and time-lines are so far In the future that thousands of chlldran will contlinue
to go without the help they need.

Chlldren cannot advacate for themselves. They do not vote and, therefore, have
no political clout. They nead citlzens to advocate for thea to fight for the
development of children's mantal health services In Colorado now.
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1SSUES CONCERNING THE ELDERLY

Cur soclety 13 bacoming Increasingly, If somewhat bslitedly, awars of the spscial
needs of senior citizens. HNsvertheless, In most cases community msntal health
sarvices for the elderly ars Inadequats. Centers and clinlcs ars not properly
staffed to treat the clderly. Mental Health professlionals ars not tralned to
deal with the problems of the slderly. Senlor citizens are unaware of those ser-
vices which do exist and fearful of the stigma surrounding mental 11iness.

Volunteer efforts can be particularly useful with senlor cltizens--providing
transportation to/from medical and mental health facilities, recresation, entar-
talnment; Informing senlor citizens of avallable services and programs. The
conditions and servicss offored by nursing and boarding homes around the State

Is of great concarn to many cltizens and professicnais. The Divislon of Kantal
Health's stated goal of moving toward "least restrictive" treatment settings would
secm to imply the nesd to carefully monltor llving conditions in nursing and
boarding homes and the avallabliity of mantal health trsatment In these homes who
residents tend to be primarily from the eldsrly population.

July 26, 1977
gt
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ESTIMATES OF THE RESIDENT POPULATION AND NUMBER OF PATIENTS SERVED BY CHC'S
BY AGE ~ 1976
REGION VIIXL
Under 5 5-17 Years 18-44 Years 45-64 Years 65 & Over
Total No. % No. % No. % No. Z No. %
Trpulation by Age 6,286,000 525,000 8.4 1,515,000 24.1 2,489,000 39.6 1,173,000 18.7 584,000 9.3
Population Served
by CHC's 141,829 19,401 13.7 29,458 20.8 65,430 46.1 18,328 12.9 9,212 6.5
COLORADO
Population by Age 2,583,000 197,000 7.6 601,000 23.3 1,095,000 42.4 473,000 18.3 218,000 8.4
Population Served
by CHC's 131,917 17,913 13.6 26,865 20.4 61,399 46.5 17,334 13.1 8,406 6.4
UTAH
Population by Age 1,228,000 139,000 11.3 316,000 25.7 481,000 39.2 199,000 16.2 94,000 7.7
Population Served
by CHC's 9,525 1,429 15.0 2,477 26.0 3,905 41.0 952 10.0 762 8.0
WYOMING
Population by Age 390,000 32,000 8.2 93,000 23.8 151,000 38.7 81,000 20.8 34,000 8.7
Population Servec
by CHC's 387 59 15.2 116 30.0 126 32.6 42 10.9 44 11l.4

(1) Current Population Reports Population Estimates and Projections Series P-25 No. 646’ B ,3 Censes

(2) Bureau of Community Health Service Common Reporting Requirements

7 oN 1quyre
L3



Fiscal Year 1978
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Work Plan




29

CAPACITY BUILDING

The goal of the Capacity Building theme is to strengthen family-—
oricnted primary care components of the health care system through
integration of services, and to target resources to risk groups

and areas of greatest need. A priority of capacity building efforts
is the development of regionalized health care delivery systems in
rural and urban areas. Services are also expected to be made
available to more individuals through achievements in management
efficiency, greater productivity and cost effectiveness in ongoing
projects.

Efforts to create a regionalized system for the delivery of health
care services from the primary care to the tertiary care levels will
be focused on pooling health care personnel and supporting services,
facilities and technical assistance at the local level, consistent
with population needs. These efforts will be carried out in close
coordination with the States.




Theme:

30

CAPACITY BUILDING

Objective 1.01 Improve the accessibility and availability of primary

health care resources in medically underserved rural

and urban areas through the development of 210 new
integrated rural and urban community health centers

(80 RMI, 20 HURA 10 UHI, 40 HH, 50 AHDP, 10 EDA (516)

to reach a target population of 1,060,000 by September 30,
1978.

Central Office Work Activities:

Develop technical assistance plans and strategies for new
rural/urban primary health care projects and training of
Regional Office staff and applicant entities for mechanisms
of integrating projects

Provide coordination with BHPRD regarding standards/criteria
for project review, identification of priority areas, and
technical assistance to Health Systems Agencies

Regional Office Work Activities:

Develop and implement techniecal assistance plan for integrating
rural/urban projects

. XIdentification of priority areas

. Present program guidance to eligible groups and assist
in developing project proposal

« Review project applications and negotiate changes

« Fund new integrated community health centers (80 RHI,
20 HURA, 10 UHE, and 40 HH, 50 AHDP, 10 EDA (516)

. Assure all projects have developed effective working
relationships with health systems agencies
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Objcctive 1.02: Develop and implement linkage/integration of 20% of all
RHI, HURA, UHI, MH, CHC, NHSC, AlIDP, and EDA grantees
with ADAMHA, Medicaid-EPSDT, Emergency Medical Services
programs, Title V Programs of Projects, Title X prugrams
or WIC, as appropriate, by September 30, 1978

Central Office Work Activities:

~ Develop guidance materials including model linkage/integration
packet for ADAMHA, Mcdicaid-EPSDT, Emergency Medical Services
programs, Title V Programs of Projects, and WIC

~ Hold workshops in each Regional Office to discuss development
and implementation of linkage/integration strategy

- Participate in National Advisory Committee for WIC

Regional Office Work Activities:

~ Provide Regional Office review and comment on guidance materials

- Provide technical assistance to BCHS projects to improve
programmatic linkages/integration

-~ Establish linkages/integration of 20% of all RHI, HURA, UHI,
MH, CHC, NHSC, AIIDP and EDA projects with ADAMHA, Medicaid-
EPSDT, EMS, MCH, ¥P or WIC




Objective 1.03 Develop positive programming plans to assist in establishing
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integrated community health centers in 50 States in 10
Regions with priority given to the high risk groups in
accord with Child Health Strategy by September 30, 1978

Central Office Work Activities:

Provide data analysis capability

Establish priority arcas by Region and State using.need
indicator criteria (e.g., MUA, HSMA, RIMA, HMIA/HIA, High
Fertility Area (HFA)).

Develop protocol for Regions to implement individual State
positive programming plans

Identify resources available by programs
Define criteria for allocating resources to Regions

Allocate resources to Regions

Regional Office Work Activities:

Identify priority areas using indicator criteria (e.g.,
MUA, HMSA, HIMA, HMIA/HIA, HFA, erc.)

Identify resources needed
Define criteria for allocating resources to States

Allocate resources to Stares

Establish State-specific Positive Programming Plan to assure:

« Involvement of appropriate State agencies

. Development of family-oriented primary care that appropriately

integrates Services of Titles V, X, XX, and other State-

controlled Federal programs and linkages with secondary and

tertiary levels of care

« Broadly representative community involvement in developing

community programs
« An agreed upon coordinating point in the State

« Allocation of: State and local resources, including funds
and TA
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Time -~ specific completion of activities
Conformance with Regional programming nriorities

Development of grant applications consistent with
Regional ifunding cycles

Review and award of grants consistent with project
quality and consistency with the Positive Programming
Plan
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Objective 1.04 Develop and implement a program to recruit and place

550 additional NHSC professionals in areas of need

and make referrals of 1280 health care personnel through
the National Manpower Clearinghouse to BCHS funded
projects by September 30, 1978

Sub-objective 1 Recruit and place 550 additional NHSC professiomals

in areas of nced, including MUAs, HMSAs, HMIA/lIAs,
HIMAs, HFAs, with priority given to £illing
vacancies in existing BCHS community health centers
located in HMSAs

Central Office Activities:

Collect and analyze data to be included in the annual report
to Congress in NHSC

Review new criteria for designation of health manpower shortage
areas (P.L. 94-484) by December 31, 1977

Conduct media recruitment program in selected journals

Develop and present advocacy program on campuses
Conduct direct mail recruitment

Recruit at professional conferences

Recruit through NHSC alumni

Respond to 30,000 requests for information on the NHSC, IHS, and
BMS programs

Coordinate physician extender program with HRA.

Review and revise Community Policy Manual, Assignee
Policy Manual and Memorandum of Agreement

Regional Office Activities:

Contact and follow-up potential applicants
Travel potential assignees to communities

Initiate personmnel actions on Civil Service professionals
committed to sites

Provide pre-operational T/A and orientation for assignces
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Sub-objective 2 Increase to 45Z the number of NHSC physician.
retained in either the NHUSC or in the community
as a practitioner

Central Office Activities:

- Develop materials for communities in recruitment

~ Initiate program to offer financial incentives to remain
in community

-~ Train recruiters

Regional Office Activities:

- Reduce number of single NHSC provider sites by 257 by
increasing the number of physicians approved per site to
a minimum of two and converting single provider sites to
nurse practitioner satellite stations to multiple provider
group centers

~ Achieve and maintain 70%Z board-eligible physicians in the
Corps by emphasizing recruitment of house officers and board-
eligible practitioners

~ Coordinate NHSC audio-visual training system that provides (a)

a circulating video/tape series to NHSC assignees (b) and
index of video/tapes available on request to NHSC sites

Sub-objective 3 Develop 50 additional NHSC sites for placement
of NHSC professionals

Central Office Activities:

= Develop and monitor loans to communities via loan agreements
to sites and provide practice agreements.,

- Provide for technical assistance through contracts

- Establish policies for evaluating need for reassignment of
NHSC personnel to a site

Regional Office Activities:

~ Approve 50 communities for placement of NIISC personnel in NHSC
sites. (Working through the National Association of Counties,
CHP agencies, and Regional staff, respond to requests for desig-
nation and, where appropriate, assist in the development of
acceptable applications for placement of personnel and follow-up
through the approval stage).

~ Review unstaffed sites and revisec staffing priorities, if
indicated.
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- Provide startup funds for new sites. (Utilizing the purchase
order or loar mechanisms, the Corps will provide funds to
assist communities to establish a practice which will enable
Corps placement of personnel).

- Provide technical assistance and information to entities to
apply for NHSC personncl and technical assistance with respect
to retention of NHSC assignees in HMSA's.

- Evaluate continuing need for reassigmment of NHSC personnel
to a gite.

- Monitor BCRR financial statements, edit reports and obtain
corrected reports from sites.

- Assist communities to improve recruitment and enhance placement
Sub-objective 4 Refer 1280 health care professionals through the
National Manpower Clearinghouse recruitment efforts

for BCHS funded projects

Central Office Activities:

- Conduct recruitment program
- Respond to requests for information
= Refer interested applicants to projects

- Develop cooperative efforts for training manpower in BCHS
projects utilizing CETA resources.

Regional Office Activities:

= Maintain contact with BCHS grant-supported activities to
determine project nceds
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Objective 1.05 Increase calendar yecar 1977 users in all ongoing ULCHS

projects (subject to BCRR) by 10%Z to 15% as measured
by the increase of calendar yecar 1977 users over calendar
year 1976 users:

Sub-objective 1 Fund and monitor 976% BCHS ambulatory health care

projects and 227 Family Planning grantees sc that
all projects will be in compliance with funding
criteria and program indicators.

Central Office Activities:

Develop legislative specification for P.L. 94-63 by
Noveber 30, 1977

Revise program regulations and develop program guidelines by
March 31, 1978

» Publish Program Regs

NBSC

HH Training
314(d)

Sec. 516
Appalachia
Title XVI (SSI)

« Publish Program Guidance
NHSC
HH
MCH/CC
CHC
MH
314(a)
Genetic Disease
Sec. 516
Appalachia
Title XVI

Develop 314(d) program guidance for directing 314(d) resources to
be utilized in primary care capacity building activities of BCHS
by December 31, 1977

Review and.revise, if.necessary, Funding Criteria and Program
Indicators for FY 1978 by October 81, 1977

Revicw and revise BCHS Common Reporting Requirements by
October 31, 1977

Monitor compliance of projects with BCER

Includes 140 AIDP, 345 CHC, 125 Mil, 56 il and 280 MNISC
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~ Validate and follow-up on operating data systems

Regional Office Activities:

Review applications
Award grants
Monitor avcomplishments

Monitor compliance with program indicators; follow-up with
projects to identify causes of non-compliance, and provide
assistance to projects in coming into compliance

Implement revised program regulations and guidelines
Conduct Project site visits

Meet with state/local agencies

Complete dcvelopment of 138 RHI, 53 HURA 20 UHI and 56 HH
projects funded in prior years and those projects funded in
FY 77 to become operational by December 31, 1977

Review and approve 50 State and 6 jurisdiction 314(d) applications
to assure satisfactory required documentation and monitor 314(d)
applications and provide assistance to direct 314(d) resources

for primary care capacity building activities

Sub-objective 2 Develop management and delivery system programs

(manuals) for use by health services projects (newly
Integrated projects as well as on-going projects)

to guide and assist their management of project
operations by March 31, 1978.

Central Office Activities:

Develop materials that will be components of a management gudiance
manual to improve project performance

Develop models for patient load system

Develop models for.recordkeeping systems, including registration,
appointments and medical records

Develop models showing innovative approaches to outreach,
transportation, and use of physician extenders
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= Develop models for billing and collection systems

Regional Office Activities:

Provide Regional Office review and comment

Sub-objective 3 Develop techniques and methodology to assess
productivity, cost effectiveness and impact of
BCHS health services delivery projects by
September 30, 1978

Central Office Activities:

= Conduct trend analysis of program indicators

= Develop and implement standards for cost effectiveness for
BCHS funded projects (including comparability of administrative
and unit costs and limits for costs for referrals) and conduct
trend analysis.

~ Reassess FY 1979 Regional allocation formula for BCHS programs
targeted to the priority areas of need, high risk groups, and
project performance by June 30, 1978

Regional Office Activities:

- Monitor project reporting compliance and follow-up on problems
identified tn assure compliance

= Provide Regional Office review and commenc.
Develop and monitor action plans
=~ Conduct objective assessment of funding based on priority areas

of need, high risk groups, and project performance, etc.

Sub-objective 4 Provide training and technical assistance to
ambulatory primary health projects to be in compliance
with funding criteria and program indicators by
September 30, 1978

Central Office Activities:

~ Design training and technical assistance plans and strategies for
the following areas:

Legislative requirements of community basee governing board
‘e.g., incorporation processes, by-laws, 501.c(3) status, etc.

« Facility development
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« Budget planning and sound financial management
« Outreach, transportation, use of physician extenders, etc.

= Provide operational assistance through contracts to BCHS-funded
projects judged by R.O. to require TA

Regional Office Activities:

- Assess need for training both project and Regional Office staff

= Coordinate provision of training in Regious and monitor
training program

= Provide direct operational assistance to projects, sites and
States

~ Identify need for use of contractual technical assistance to be
provided under TA contracts. Coordinate contractor's efforts in
Region and provide follow-up.

Sub-objective 5 Maximize non-grant revenue to cover the following
national percentage of total operating costs for each
of the BCHS programs by September 30, 1978.

CHC MH NHSC* Fp* AHDP*

National 35%Z 15%

Region

1 30% 52

11 174 207

III 407 7%

v 28% 8%

v 25% 6%

Vi 22%Z 7Z

VII 23% 6% i
VIII 272 10%

IX 32% 25%Z

X 26% 16%

* Targeted percentage to be supplied later, when the analysis of data is
completed.

Central Office Activities:

~ Monitor policies, procedures and methodologies to improve the ability
of BCHS projects to maximize usec of third party reimburscment:
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» Medicare (prepare protocol for projects to use in assessing
whether it would be to their advantage to deal with Medicare
on a cost basis. Preparc protocol for projects to use in
dealing with carriers).

«s Reimbursement of projects on a cost basis
«e Compatibility of reporting requirements
es Direct rcimbursement

«+ Reimbursement from area Medicare carrier

« Medicaid reimbursement

»» BCHS projects

.. Integrated (BCHS, ADAMHA) projects

.. Titld V/Title XIX Interagency agreements
(EPSDT) by Octover 31, 1977

. Title XX agreements with regard to family planning (Titles
V¥ and X) and other covered services (Prepare guidelines for
projects on how to approach State Title XX agency)

» Uses of direct patient payments

. Special demonstration projects with SRS (Titles XIX and XX)
and SSA (Title XVIII)

Provide guidance to Regions in monitoring and assisting all NHSC
operating sites toward financial and operational self-sufficiency

« Develop appropriate financial management budget limits and
reimbursement procedures for Corps that reflect the private
practice and group practice models

« Provide NHSC with capability of reviewing financial management
of Corps sites to determine, debt waivers, recomputation of
debts, and revision of budget limits and billings of Corps sites.

. Monitor and analyze Regional Office program outputs, such as
designation by Region and State, applications submitted, applica-
tions disposition, (i.e., approvals, deferrals, disapprovals)
termination of sites, sites going independent.

« Develop, implement and maintain a mechanism to update changes
in Corps site status and reflect these changes in a computerized
system.
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= Provide training and instructions to Central and Regional
Office staff on requircments, policies, procedures and processes
of Title XVIII, Title XIX, and Title XX.

« Follow-~up of common accounting systems for installation in
Bureau programs

- Develop evaluation methodology for review of implementation of
accounting system and cost reporting requirements

~ Examine current HSF Regulations and Guidelines applicable to
BCHS projects for problems experienced in implementing them
and modify as appropriate by October 31, 1977.

- Monitor BCHS funded projects for camplianceé with Heéalth Service
Funding Regulations and Guidelines.

.« Analyze general trends by program and by Region for financial
plans and BCRR financial data by December 15,1977 (FY77) and
December 15, 1978 (FY78)

. Prepare and disseminate Central Office analysis of financial
planning to Regional Offices within 30 days following DMA
output of data

~ Develop forms for consolidating general and financial plan and
grant application by October 31, 1977.

Regional Office Activities:

- Provide Regional Office review and caomment on Revised Health
Service Funding Regulations and 'Guidelines and consolidated
general/financial plan/grant application forms

~ Analyze financial plans submitted with grant applications/continuations
~ Develop and monitor action plans

~ Assist eligible projects to obtain Medicare reimbursements on
a cost basis

- Assist BCHS funded projeccts not eligible for a direct reimburse-
ment rate with BII to abtain reimbursement from the area Medicare
carrier

- Identify the projects eligible for, but not having agreements with,
State Title XX agencies and assist the eligible projects to ncgotiate
and conclude these agreements

- Monitor and assist all NUSC operating sites toward finaneial and
operational self-sufficiency
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- Assist all sites in planning for operational self-sufficiency
by developing operational budgets, estimations of revenucs
and target dates for partial and total self-sufficiency

~ Assess Title V and Title XIX interagency agreements to determine
their impact upon EPSDT and obtain agreement for eligible projects
by September 30, 1978.

- Assure that annual CPA audits are conducted for those BCHS

prograus (CHC, M) required by the Regulations and encourage
other BCHS programs to engage in such audits, as appropriate

Sub~objective 6 Develop facility development plans for acquisition
and modernization of health services projects

Central Office Activities:

- Develop guidance to assist projects in their facility plamning,
including acquisition, A/E agreements, design equipment, and
recommended minimum requirements and various mechanisms to
acquire capital funds, i.e., Federal construction program
assistance (Title XVI of National Health Planning and Resources
Development Act, FHA, EDA, etc.)

~ Develop information for acquisition and modernization of facilities
and acquisition of equipment "packages"” for all BCHS health
services delivery projects by March 31, 1978

= Assist HRA to complete regulations for ambulatory health care
facilities, emphasizing flexibility and simplicity

~ Assure inclusion of facility requirements in underserved areas
as a part of the positive programming initiative

~ Identify and catalogue Federal assistance for construction.
= Produce manual on financing acquisition, construction, renovation,
and equipment of facilities

~ Establish policy on continued capital funding through depreciation

~ Develop guidance on debt funding to enable grantees to estimate
its impact on operating costs.

Regional Office Activities:

~ Assess the need for new and riodernized facilities in BCHS sponsored
projects

~ Provide TA to assist projects in mceting facility requircments
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Sbjective 1.06 Implement an operational internal quality assessment

mechanism for both technical and programmatic quality
in all BCHS projects

Sub-objective 1 Implement an operational internal quality assessment

mechanism for programmatic quality.

( The Ambulatory Health Care Standards are to be

used by projects as a tool for self-assessment of
program structure and performance as these should
eventually cover all aspects of ambulatory health
care. For each standard BCHS plans a detailed guidance
further elaborating on the intent of the standard and
examples of how it may be met. In addition, suggested
protocols for assessing program performance for use by
program review committees will be developed.
Ambulatory Health Care Standards should be forwarded
to all projects. Projects should complete the report
as an internal assessment device and forward it to the
Regional Office with time-phased plans for corrective
action in noncompliance areas).

Central Office Activities:

Develop standards for dental, nutritional, and social services
and continuing professional education for inclusion in Ambulatory
Health Care Standards.

Develop guidances for the above standards to assist projects in
achieving compliance.

Develop protocols for program assessment of performance in
the above areas

Transmit additional standards and protocols to Regional Offices
for distribution to projects

Regional Office Activities:

Transmit additional standards and protocols to projects

Review assessment reports and plans and provide feedback on their
acceptability to projects

Provide technical assistance to projects in use of standards,
guldance and assessment protocols

Evaluate effectiveness of internal quality assessment of program
performance
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Sub-objective 2 Implement an operational quality assessment

mechanism for technical quality (These are
"do-it~yourself" audits which would assist projects
in evaluating technical performance)

Central Offite Activities:

Develop protocols for assessment of performance in the
medical management of diabetics, venereal disease, family
planning services, and two other areas (total six).

Develop protocols for assessment of nutritional services,
radiology services and two others (total four)

Transmit protocols to R.0. for distribution to projects.

Regional Office Activities:

Provide technical assistance to projects on use of protocols

Conduct validation surveys of internal assessment procedures
in a minimun of 10% of projects

Conduct evaluation of protocols as an aid to projects in
internal evaluation

Sub-Objective 3 Implement problem-oriented medical record systems

in BCHS programs

Cantral Office Activities:

Develop strategy for implementing problem~oriented medical
systems in BCHS programs

Establish policy and guidance in utilization of patient recoprd
by client

Regional Office Activities:

Implement strategy, guidance and policy
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Objective 1,07 Implement preventive health service activities in
all BClUS programs.

The objective is based on -the following assumptions:

That the application of scientific advances (e.g., immunization
and insulin administration) can contribute to prevention of
disease and disability.

That improvements in health status result from changes in
behavior and that these behavorial changes are necessary
in all age groups along a developmental line from birth to
later adulthood.

That the individual, the family and the community have a
major responsibility for health maintenance

The first prevention sub-objective recognizes the existence of legislative
and administrative barriers to preventive services delivery.
Sub-objectives 2 - 3 involve the development of guidance material

and models to improve and extend services to specific target popula-

tion groups and persons with disease conditions. Among thé preventive
services to be considered during ¥Y 78 are dental health, envirommental
health, nutrition, vision and hearing, substance abuse, parenting and
child abuse, family planning, prenatal care, genetic diseases, mental
health, hypertension, abnormal cytology, glaucoma, diabetes and epilepsy.
Positive programing offers an opportunity to strengthén preventive health
services in communities of greatest need.

Activities relating to preventive health care services for mothers and
children will be handled under the Child Health Strategy. However, they
will be planned in a coordinated way with all Bureau prevention activities
so that preventive health services can be viewed as a. continuance
throughout the life cycle.

Sub~objective 1 Remove barriers to implementation of preventive
services in BCHS programs

Central Office Activities:

~ Modify reporting systems to include preventive services

=~ Modify BCHS Funding Criteria to include preventive services

= Develop recommendations for eliminating legislative and
administrative barriers to delivery of preventive scrvices

(i.e., third party reimburscment)

Regional Office Activities:

- Implement modifications in funding criteria and reperting
requircments
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Sub-objective 2 Develop guidance and models for preventive health services

Central Office Activities:

Develop guidance and models in preventive services:

Diabetes Glaucoma
Hypertension Environmental Health
Epilepsy

= Provide training to RO staff in implementing gudiance and
models

= Evaluate and revise guidance material

~ Integrate guidance and models into internal quality of care
assessment activities

- Develop criteria on preventive services for RO in reviewing
project proposals

Regional Office Activities:

- Review and comment on policy, guidance and models in projects

Sub-objective 3 Implement models of preventive services in 50
BCHS projects

Central Office Activities:

= Provide a data analysis capability to identify areas of
need

~ Provide technical assistance and training for implementation
= Mointor implementation of models

Regional Office Activities:

- Implement the preventive services models through the positive
programming mechanism

~ Monitor implementation of models

Sub~objective 4 Develop and implement a nutrition plan in an additional
20%Z of BCHS service sites.

Central Office Activities:

-~ Modify guidance material

=~ Assess overall implementation of nutrition plans
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Sub-objective 3 Implement models of preventive services in 50
BCIS projccts

Central Office Activities:

= Provide a data analysis capability to identify areas of

need
«

= Provide technical assistance and training for implementation
~ Monitor implementation of models

Regional Office Activities:

~ Implement the preveutive services models through the positive
programming mechanism

~ Monitor implementation of models

Sub~objective 4 Develop and implement a nutritfon plan in an additional
20%Z of BCHS service sites.

Central Office Activities:

- Modify guidance material
- Assess overall implementation
- Monitor implementation of plams

Regional Office Activities:

- Assist projects to develop and implement nutrition plans

~ Monitor implementation of plans
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Sub-objective 5 Develop and implement environmental plans in 207
of community lhiealth centers, ineluding Migrant
Health Projects, which serve agricultural workers

Central Office Activities:

= Develop protocol to assist projects in developing
environmental plans

- Review plans with ROs for compliance

= In coorperation with EPA and State health agencies, conduct
training programs for project staff in screening, diagnosis
and treatment and reporting of pesticide poisoning cases.

~ Develop and implement contracts in 4 States to assist
State regulatory agencies in coordinating intensified
migrant labor camps inspectfion and code enforcement
programs

Regional Office Activities:

- Assist projects to develop environmental plans

Sub-objective 6 Develop and implement preventive services strategies
in the following areas of emphasis:

diabetes
hypertension
epilepsy
glaucoma

Central Office Activities:

~ Develop strategies

Regional Office Activities:

- Asgsist in development of strategies

- Imploment strategies
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CHILD HEALTH

The following objectives and activities have been developed in order
to strengthen leadership in materral and child health at the Federal,
Regional, and State levels and develop organized, integrated State-~
based systems for family-oriented child health* care delivery. The
goal is to coordinate, integrate and improve the quality of services
for mothers and chlildren and to develop the capacity for leadership in
the State, Regional and Central Offices. The first two objectives are
targeted on improving the delivery system. Objectives 2.03 to 2.13
are targeted to strengthening and extending specific elements of the
Child Health Strategy. The last two objectives deal with research and
training activities which support services delivery. Objectives are
to be completed by September 30, 1978.

* Child health care includes family planning, prenatal, perinatal,
child health and adolescent health services
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Objective 2.01 Assure the capacity of the 10 Regional Offices and

56 States and political jurisdictions to develop,
implement, and monitor systems of child health care

Central Office Activities:

Establish administrative policy and procedures to require
submission to Regional Office of State.Plans for Health
Services for mothers and children.

Develop strategy to assure coordination between State activities
concerned with the health of mothers and children and Title V,
93-641, ss:,'Title.Xlx, EPSDT, 'Title XX, WIC and BCHS projects.

Supplement the guidance materials in Health Services for Mothers

and Children in selected areas, e.g., handicapped, etc.

Develop guidance for linking SCDP clinics with other genetic
disease screening education clinics and MCH/CC programs

Regional Office Activities:

Review and approve all State plans

Provide consultation/TA to State personnel to develop and
implement the State plan, e.g., site visits, regional/bi-regional
conferences, guidance, contracts, etc.

Review BCHS program/project applications to assure that family
oriented health services for mothers and children are identified
in all BCHS projects (linkages, coordination, agreements).
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Objective 2.02 Develop and implement organized State-based systems
for Child Health Care delivery in 10 States.

Central Office Activities:

~ Develop guidance on developing State-based systems
~ Establish criteria for selection of States

- Develop a model for consolidation of MCH services in the
States

Regional Office Activities:

- Adapt the model to the selected State

~ Agsist the States in implementing the model

< Monitor the activity
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Objective 2.03 Increcase the number of personstin BCHS programs/projects

recelving quality family planning scrvices (as defined
in BCHS standards) by the following percentages:

adolescents -~ 157

high risk women - 10%

other persons in need ~ 157

(Persons will be measured as users in BCRR)

Central Office Activities:

Develop guidance and procedures for implementation, including
a system for identifying and following up high risk use.

Develop a strategy to implement quality family planning services

in an additional 250 BCHS projects

Implement an expanded information and education campaign
focusing on teenagers, males and other high-risk or hard
to reach groups

Expand the National Clearinghouse for Family Planning
information

Conduct 4 Regional Conferences in teenagers and family
planning

Develop and demonstrate educational modules for teenage
clients

Conduct media campaign directed toward teenagers and males

Regional Office Activities:

Assist the projects in implementation of guidance

Assess/monitor progress

Implement a strategy to institute quality family planning
services in an additional 250 BCHS projects

Implement an expanded information and education campaign

focusing on teenagers, males and other high-risk or hard to
reach groups

Develop and implement family planning patient cducation
services in 500 BCHS sites

Conduct four Reglonal confercnces on tecnagers and family
planning

Develop and disseminate patient cducation materials to
BCHS service projects
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Objective 2.04 Increase by 20%Z the number of womecn who recceive prenatal
care in their first trimester in 50 additional BCIS
projects (The focus of this objective is to increase
the number of women who reccive care earlier in their
pregnancy)

Central Office Activities:

~ Assess FY 77 activities
~ Modify and disseminate guidance to ROs

- Monitor FY 78 activities

Regional Office Activities:

-~ Select 50 additional sites
- Implement the objective in 50 additional sites

- Monitor the activity
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Objective 2.05 Increase by 20% the number of women and infants in

13 States having access to quality prenatal and
perinatal secrvices

Central Office Activities:

Stimulate and award continuation grants for IPO program in
13 States

Conduct a national workshop to assess overall progress, and
evaluate IPO effort and identify successful components trans-—
ferable to other States

Develop and implement a strategy for improving the quality of
services (consultation, workshops, staffing)

Regional Office Activities:

Stimulate and award continuation grants for Improved Pregnancy
Outcome program in 13 States

Participate In national workshop to assess overall progress

Stimulate 10 States to initiate or expand the
program

Monitor ongoing programs
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Objective 2.06 Improve the availability, accessibility and quality

of services to children with handicapping conditions
in all states

Central Office Activities:

Modify current guidance and develop supplemental guidance for
implementation

Identify Federal State~supported services to children with
handicapping conditions

Develop a strategy for coordinating services to those children
within the States (CC, Inborn errors, UAF, DD, Education, VR,
SSI, XIX, EPSDT, D&E Clinics, etc.) Parents are considered
active participants in planning for the delivery of services
to the child.

Regional Office Activities:

Assist in identifying Federal/State supported services for
children with handicapping conditions

Agsist in developing the strategy for coordinating services
to these children within these states

Review and monitor State plans for SSI, Genetics
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Obejetive 2.07 Assist all States to develop and extend SIDS services

and activities for all families in need of similar
support services

Central Office Activities:

= Develop and disseminate guidance for incorporating SIDS
and similar services and activities into State plans

= Make SIDS I&E materials available to Regional Offices
- Review, award and monitor 30 SIDS project grants
- Provide consultation to all States regarding information

and counseling services and other program areas

Regional Office Activities:

Not applicable
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Objective 2.08 Improve dental health services to llead Start children
through 56 State MCH Plans

Central Office Activities:

~ Renew interagency agreement with OCD

~ Develop a strategy to incorporate dental consultation in
Head Start through States

- Monitor program progress (reports, meetings, site visits)
- Preparc and disseminate Annual Report

Regional Office Activities:

~ Assist in developing a strategy to incorporate dental
consultation in Head Start through States

= Provide consultation and technical assistance to each State
dental office or unit
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Objective 2.09 Improve the quality of child health care provided to

infants, preschool and school age children (0-12 yecars)
in all BCHS projects

Central Office Activities:

Develop and implement strategy to assure that.807 of all
fwo-year-old children currently served by BCHS projects are
immunized (include attention to children who have handicapping
conditions and are mentally retarded).

Asgsist Regional Offices to establish hearing projects in 50 BCHS
sites and evaluate impact on early identification and treatment

Develop a strategy to assure that BCHS projects serving
mothers and children are effectively utilizing the resources
of the WIC program

Regional Office Activities:

Tmplement guidance on assessment of growth and development,
dental health, nutrition, vision and hearing in 50 service
delivery projects

Implement strategy to assure that 907 of two-year~old children
currently sexrved by BCHS projects are immunized.

Establish hearing projects in 50 BCHS sites and evaluate impact
in early identification and treatment

Implement a strategy to assure that BCHS projects serving
mothers and children are effectively utilizing the resources
of WIC program

Provide specialized, clinical consultation and technical
assistance to improve the quality of child health supervision
in all Migrant Health projects.
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Objective 2.10 Improve the vision services to children provided by
all BCHS projects in 10 States

Central Office Activities:

= Develop guidance for BCHS projects

gggional Office Activities:

- Select 10 States (1 per Region)
= Identify services in BCHS programs/projects'in those 10 States

= Monitor the activity N
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Objective 2.11 Assist all BCHS programs/projects to provide
comprehensive health services to adolescents
in 10 States.

Central Office Activities:

- Modify and supplement guidance as necessary

«~ Continue NACSAP contract in 5 States and disseminate findings
to all BCHS programs/projects

= Provide necessary training for health care providers in the
10 States

= Develop and award demonstration grants for model comprehensive
health services for adolescents in 10 States

~ Develop educational programs on preventive health services
and parenthood for adolescents

Regional Office Activities:

- Select 10 States
- Identify services available in State and assess training needs

- Develop and award demonstration grants for model comprehensive
health services for adolescents in 10 States
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Objective 2.12 Develop model programs which provide comprehensive
support services to pregnant adolescents, tecnage
parents and their infants, and thus strengthen family
life.

Central Office Activities:

~ Develop model programs
~ Develop guidance

- Develop educational programs which will-improve the quality
of family life

Regional Office Activities:

~ Implement programs and guidance
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Objective 2.13 Implement a Genetic Discase Program through 4-30
Genetic Discase Service Grants and 20~24 Sickle
Cell Contracts

Central Office Activities:

- Develop and award 20-24 Sickle Cell Contracts

~ Develop guidance material for providers (physicians, nurses,
counselors, health educators) in screening and education
clinics.

- Develop guidance material on personnel qualifications for
clinics

= Develop and implement a plan for coordinating and integrating
Sickle Cell Disease Screening and Education Clinies, Genetic
Disease-Programs and BCHS programs

~ Monitor and provide technical assistance to existing grants
and contracts

- Develop and award 4-30 Genetic. Disease Service grants (if
funds appropriated)

~ Expand amniocentesis services to women by

- Develop and award 17-20 Hemophelia Grants

Regional Office Activities:

- Stimulate and assist in project development
= Participate in objective review process
- Provide technical assistance to projects

- Monitor implementation
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Objective 2,14 Conduct research in delivery of MCH and FP services
Sub-objective 1 Conduct 50 projects in the MCH rescarch program

Central Office Activities:

- Stimulate, fund, and monitor research projects designed
to improve services to mothers and children

-~ Disseminate research findings

Regional Office Activities:

~ Assist in review of applications

Sub-objective 2 Implement a rescarch program focusing on
reducing barriers to family planning services
through development of improved service delivery
techniques

Central Office Activities:

- Provide technical assistance to Regional Office staff im
implementation of program objectives

~ Expand natural family planning services provided in BCHS
projects

~ Develop and implement strategy for including natural family
planning in service programs

~ Conduct four Regional conferences on natural family planning
and fertility awareness

= JImprove the NRSFPS and grantee data management activity

~ Provide technical assistance to data systems reporting to NRSFPS
~ Implement NRSFPS sample survey

~ Complete statistical analyses for Five Year Plan

~ Demonstratc alternative~approaches for providing family planning
services to teens and males

Regional Office Activities:

—~ Provide technical assistance to project staff in implementing
program objecctives

~ Participate in regional conferences in national family planning
and fertility awareness
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Objective 2,15 Conduct training of specialized personnel
Sub-obje¢tive 1 Conduct 160 projects in the training program
for MCH to provide specially trained personnel
for lecadership in MCH services

Central Office Activities:

~ Stimulate, fund, and monitor training projects

= Coordinate BCHS training activities with HSA and other PHS
training programs

Regional Office Aetivities:

- Assist in review of training proposals

Sub-objective 2 Increase the number of family planning workers
trained by 10 percent

Central Office Activities:

~ Develop and implement Title X training program
- Develop guidance for and approve Regional training plans
-~ Complete 10 awards for Regional training projects

- Assess performance of projects through site visits and
reporting

~ Provide technical assistance to RPC's and training projects

- Develop and implement five nurse practitioner training
programs that cover the 10 regions

- Conduct two national training conferences

Regional Office Activities:

- Implement the findings of the manpower assessment project

Sub-objective 3 Increase the number of nutrition manpower trained
by graduate level by 150%

Central Office Activities:

= Develop 3 new graduate training programs in Universities
- Expand 5 ecxisting graduate programs to support more trainees

Repional Office Activities:

~ Assist in placcment of trainees receiving BIRI/NISC scholarships
and Title V/MCH support
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(B) the effect on the health of such workers of deficiencies in
their housing conditions during such period; and
(C) Federal, State, and local government standards respecting
housing conditions for such workers during such period and the
adequacy of the enforcement of such standards.
In conducting or arranging for the conduct of such study, the Secre-
tary shall consult with the Secretary of Housing and Urban
Development.

(2) Such study shall be completed and a report detailing the Report to
findings of the study and the recommendations of the Secretary for congressional
Federal action (including legislation) respecting such housing condi- committees,
tions shall be submitted to the Committee on Interstate and Foreign
Commerce of the House of Representatives and the Committee on
Labor and Public Welfare of the Senate within eighteen months of
the date of the enactment of the first Act making appropriations for
such study. _

("fITLE VNCOMMUNITY HEALTH CENTERS

o
\.. . -2 COMMUNITY HEALTH CENTERS

Skc. 501. (a) Part C of title III of the Public Health Service Act
is amended by adding after section 329 the following new section:

“COMMUNITY HEALTH CENTERS

=

(“Sec. 330.[(3,) For purposes of this section, the term ‘community Definitions,
he T’ means an entity which either through its staff and sup- 42 USC 254¢,
porting resources or through contracts or cooperative arrangements
with other public or private entities provides—

“(1) primarily health services,

“(2) as may be appropriate for particular centers, supple-
mental health services necessary for the adequate support of
prinary health services,

“(3) referral to providers of supplemental health services and
payment, as appropriate and feasible, for their provision of such
services,

“(4) as may be appropriate for particular centers, environ-
mental health services, and

“(5) information on the availability and proper use of health
services, )

for all residents of the area it serves (referred to in this section as a

‘catchment area’).

“(b) For purposes of this section:
« 1; The term ‘primary health services’ means—

“(A) services of physiclans and, where feasible, services of
physiclans’ assistants and nurse clinicians; .

“(B) diagnostic laboratory and radiologic services;

%(C) preventive health services (including children’s eye and

ear examinations to determine the need for vision and hearing

correction, perinatal services, well child services, and family plan-
ning services) ;

“(D) emergency medical services;

“(E) transportation services as required for adequate patient

care; and

“(F) preventive dental services.

89 STAT, 342
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“(2) The termwwmw mesans services which
are not included aSprimary health services and which are—
“(A) hospital services;

“(B) home health services;
#(C) extended care facility services;

“(D) rehabilitative services (including physical therapy) and
long-term physical medicine;

“(E) mental health services;

“(F') dental services;

“(G) vision services;

“(H) allied health services;

“(I) pharmaceutical services;

“(J) therapeutic radiologic services;

“(K) public health services (including nutrition education and
social services) ;

(L) health education services; and

(M) services which promote and facilitate optimal use of pri-
mary health services and the services referred to in the preceding
subparagraphs of this paragraph, including, if a substantial
number of the individuals in the population served by a commu-
nity health center are of limited English-speaking ability, the
services of outreach workers fluent in the Emguage spoken by
a predominant number of such individuals. i

“(8) The term ‘medically underserved population’'means the pop-
ulation of an urban or rural area designated by the Secretary as an
area with a shortage of personal health services or a population group
designated by the §ecretary as having a shortage of such services.

“(c) (1) The Secretary may make grants to public and nonprofit
private entities for projects to plan and develop community health
centers which will serve medically underserved populations. A. project
for which a grant may be made under this subsection may include the
cost of the acquisition and modernization of existing buildings (includ-
ing the costs of amortizing the prineipal of, and paying the interest
on, loans) and shall include—

“(A)) an assessment of the need that the population proposed
to be served by the community health center for which the project
is undertaken has for primary health services, supplemental health
services, and environmental health services;

“(B) the design of a community health center program for
such population “based on such assessment ;

“(Q) efforts to-secure, within the R)roposed catchment area of
such center, financial and professional assistance and support for
the project; and

“(D) initiation and encouragement of continuing community
involvement in the development -and operation of the project.

“(2) Not more than two grants may be made under this subsection
for the same project.

“(3) the amount of any grant made under this subsection for any
project shall be determined by the Secretary.

“(d) (1) (A) The Secretary may make grants for the costs of opera-
tion of public and nonprofit private community health centers which
serve medically underserved populations.

“( B% The Secretary may make grants for the costs of the operation
of public and nonprofit private entities which provide health services
to medically underserved populations but with respeet to which he is
unable to make each of the determinations required by subsection

(e) (2).

89 STAT, 343
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(1) may include the costs of acquiring and modernizing existing

ings (including the costs of amortizing the principal of, and paying
interest on, loans) and the costs of providing training related to the
provision of primary health services, supplemental health services and
environmental health services, and to the management of community
health center programs.

“(3) Not more than two grants may be made under paragraph
(1) (B) for the same entity.

“(4) The amount of any grant made under paragraph (1) shall be
determined by the Secretary.

“(e) %1) No grant may be made under subsection (e) or (d) unless
an application therefor is submitted to, and approved by, the Secre-
tary. Such an application shall be submitted in such form and manner
and shall contain such information as the Secretary shall prescribe.
An application for 2 grant which will cover the costs of m.odemizin%a
buil£ng shall include, in addition to other information required by
the Secretary—

« Ai a description of the site of the building,

“(2) The costs for which a grant may be made under puraﬁraf)h
uild-

“(B) plans and specifications for its modernization, and
%(C) reasonable assurance that all laborers and mechanics
employed by contractors or subcontractors in the performance of
work on the modernization of the building will be paid wages at
rates not less than those prevailing on similar work in the locality
as determined by the Secretary of Labor in accordance with the
Act of March 3, 1931 (40 U.S.C. 276a—276a-5, known as the
Davis-Bacon Act).
The Secretary of Labor shall have with respect to the labor standards
referred to in subparagraph (C) the authority and functions set
forth in Reorganization Plan Numbered 14 of 1950 (15 F.R. 3176,
5 U.S.C. Appendix) and section 2 of the Act of June 13, 1934 (40
U.S.C.276¢).

“(2) Except as provided in subsection (d) (1) (B), the Secretary
may not approve an application for a grant under subsection (d)
unless the Secretary determines that the entity for which the appli-
cation is submitted is & community health center (within the meaning
of subsection tSia.) ) and that—

« e primary health services of the center will be avail-
able and accessible in the center’s catchment area promptly, as
appropriate, and in a manner which assures continuity;

“(B) the center will have organizational arrangements, estab-
lished in accordance with regulations prescribed by the Secre-
tary, or (i) an ongoing quahty assurance program (including
utilization and peer review systems) respecting the center’s serv-
ices, and (ii) maintaining the confidentiality of patient records;

%(C) the center will demonstrate its financial responsibility by
the use of such accounting procedures and other requirements as
may be prescribed by the Secretary;

“(D) the center (i) has or will have a contractual or other
arrangement with the agency of the State, in which it provides
services, which administers or supervises the administration of
a State plan approved under title XIX of the Social Security
Act for the payment of all or a part of the center’s costs in
providing hea]ith services to persons who are eligible for medical
assistance under such a State plan, or (ii) has made or will make
every reasonable effort to enter into such an arrangement;

89 STAT, 344
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42 USC 1395.
42 USC 1396.

Fee schedule.

Governing
board.

42 USC 1395x.

Review.

Limited
English-
speaking
individuals.

“(E) the center has made or will make and will continue to
make every reasonable effort to collect appropriate reimburse-
ment for its costs in providing health services to persons who
are entitled to insurance benefits under title X VIII of the Social
Security Act, to medical assistance under a State plan approved
under title XIX of such Act, or to assistance for medical expenses
under any other public assistance program or private health
insurance program;

“(F) the center (if) has prepared a schedule of fees or payments
for the provision of its services designed to cover its reasonable
costs of operation and a corresponding schedule of discounts to be
applied to the payment of such fees or payments, which discounts
are adjusted on the basis of the patient’s ability to pay, (ii) has
made and will continue to make every reasonable effort (I) to
secure from patients payment for services in accordance with
such schedules, and (II) to collect reimbursement for health
services to persons deseribed in subparagraph (E) on the basis of
the full amount of fees and payments for such services without
application of any discount, and (iii) has submitted to the
Secretary such reports as he may require to determine compliance
with this subparagraph;

“(G) the center has established a governing board which (i)
is composed of individuals & majority of whom are being served
by the center and who, as a group, represent the individuals
being served by the center, and (ii) meets at least once 2 month,
estuflishes general policies for the center (including the selection
of services to be provided by the center and a schedule of hours
during which services will be provided), approves the center’s
annual budget, and approves the selection of a director for the
center;

«“ I—f) the center has developed, in accordance with regulations
of the Secreta?, (i) an overall plan and budget that meets the
requirements oi section 1861(z) of the Social %ecurity Act, and.

ii) an effective procedure for compiling and reporting to the

ecretary such statistics and other information as the Secretary
may require relating to (I) the costs of its operations, (IX) the
patterns of use of its services, (ITI) the availability, accessibility,
and acceptability of its services, and (IV) such other matters
relating to operations of the applicant as the Secretary may, by
re%'ula.tlon, require;

‘(I) the center will review 1I:eriodicully its catchment area to
(1) insure that the size of such area is such that the services to
be provided through the center (including any satellite) are
available and accessible to the residents of the area promptly and
as appropriate, (ii) insure that the boundaries of such area
conform, to the extent practicable, to relevant boundaries of
Eolitical subdivisions, school districts, and Federal and State

ealth and social service programs, and (iii) insure that the
boundaries of such area eliminate, to the extent possible, barriers
to access to the services of the center, including barriers resulting
from the area’s physical characteristics, its residential patterns,
its economic and social groupings, and available transportation;

“(J) in the case of a center which serves a population including
a substantial proportion of individuals of limited English-
speaking ability, the center has (i) developed a plan and made
arrangements responsive to the needs of such population for

89 STAT, 345
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providing services to the extent practicable in the language and
cultural context most appropriate to such individuals, and (ii)
identified an individual on its staff who is fluent in both that
language and in English and whose responsibilities shall include
providing guidance to such individuals and to appropriate staff
members with respect to cultural sensitivities and bridging
linguistic and cultural differences.

& g) he Secretary may provide (either through the Department
of Health, Education, and Welfare or by grant or contract) all
necessary technical and other nonfinancial assistance (including fis-
cal and program management assistance and training in such man-
agement) to any public or private nonprofit entity to assist it in
develoging plans for, and in operating as, 2 community health cen-
ter, and in meeting requirements of subsection (e) (2).

“(g) (1) There are authorized to be appropriated for payments Appropriation
pursuant to grants under subsection (¢) $5,000,000 for fiscal year authorization.
1976, and $5,000,000 for fiscal year 1977,

%(2) There are authorized to be appropriated for payments pur-
suant to grants under subsection (d) $215,000,000 for fiscal year
1976, and $235,000,000 for fiscal year 1977.”.

(b) Section 314(e) of the Public Health Service Act is repealed. Repeal.

42 USC 246.
TITLE VI-MISCELLANEOUS

DISEASES BORNE BY RODENTS

Skc. 601. i)a.) Section 317 (h) (1) of the Public Health Service Act 42 USC 247b.
is amended by striking out “and RH disease” and inserting in lieu
thereof “, RHydisease, and diseases borne by rodents”.

(b) Section 317(d) (3) of such Act is amended by adding at the Appropriation
end thereof the following: “There is authorized to be appropriated authorization.
for fiscal year 1976 $20,000,000 for grants under this section for
communicable and other disease control programs for diseases borne
by rodents.”.

HOME HEALTH SERVICES

Sro. 602. (2) (1) For the purpose of demonstrating the establish- Grants.
ment and initial operation olf) public and nonprofit private agencies 42 USC 1395x
(as defined in section 1861(0) of the Social Security Act) which will note.
grovide home health services (as defined in section 1861(m) of the 42 USC 1395x.
ocial Security Act) in areas in which such services are not otherwise
available, the Secretary of Health, Education, and Welfare may, in
accordance with the provisions of this section, make granis to meet
the initial costs of establishing and operating such agencies and
expanding the services available through existing agencies, and to
meet the costs of compensating professional and paraprofessional per-
sonnel during the initial operation of such agencies or the expansion of
services of existing agencies.
(2) In making grants under this subsection, the Secretary shall
consider the relative needs of the several States for home health

services and preference shall be given to areas within a State in
which a high™percentage of the population proposed to De S
composed_of 1ndividualS who are elderly, medically indigent, or

both.

3) Agplicatipns for grants under this subsection shall be in such Application.
form and contain such information as the Secretary shall prescribe
by regulation.

89 STAT. 346
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Title 42—-Publlc Health

CHAPTER |—PUBLIC HEALTH SERVICES
DEPARTMENT OF HEALTH, EDUCATION,
AND WELFARE

SUBCHAPTER D—GRANTS

PART 51c—GRANTS FOR COMMUNITY
HEALTH SERVICES

Final Regulations

On June 11, 1876, interim regulations
t.lng sectlon 330 of the Publis

implemen
Health Service Act (42 U.8.C. 254c) were.

published in the Fepenar RearsTer (41
FR 23853). The regulations adopted o
new Part 51c of Title 42, Code of Federal
Regulations, and Snbparts A through D

ments applicable to grants for commu-
nity health services pro]ecta under sec-
tlon 330, Altbouxh were

2

RULES AND REGULATIONS

usage of the term in the Act
of la

quirements, provision of such sery-
ices would be eligible for suppart by the

cenf

4, A number of comments suggested
that certain primary and supplemental
health services be expanded to include
or name speclfic services. Some of thesa
suggestlons have been nccepted and
some rejected, asfollows:
¢+ 8, Two comments recommended t.he
addition of other ific

c‘ls'nntpa:tou.hnrev!ewpmcas
Title XV of the Act. The Secretary d

review is required
by State and local law, sectlon 330 appli~
cants are of course subject to those re-
qulmnt.s. ‘Thus, to the extent that the
ts urged imposition of review re~
ulranentx not present under State or
local law, the have been re-
Jected as unauthorized and, to the extent
they suggested compliance with State
and local laws which are applicable by
{;heh' own, tex'm.s the suggestions have
een

spec
those enumernted In § 51c.102¢h) (1), un
the ground that such professions would
otherwise be excluded. However, since

listed only

the are es

invited pubuc comment on the reguln’
tions xmd Indicated that they would be

and not an exclusive list and thus would
not related 1t was

] to revise the pro-

by the
recelved. 'rhj.rw-ﬂve lettera oneﬂnx sub-

upomewmlsmvlhunn.u.ndaum-
ments have been considered, A summary
of the comments received and of the nc-
tions taken to

vislon,
b, Several

ted 1nelud-

One wmmt questloned whsat
§ Elc 105 requires where,the Iocal health
systems agency (HSA) is not yet opern-
tional, In such a case, the ents
of Title XV of the Act with respect to

certain additional servlces on the
(| 51¢.102(h) (3)) of preventive
th services+

ing
st
heal be provided, These
have

those
Is aet forth below.

. One comment held that it was un-
renlm.lc to expect o community health
center to serve all residents of its catch~
ment ares, a5 thy

BugE been

¢, It was sugg that the definitions
In §51c.102¢j) (2), (4) and (11) be ex~
panded to include homemaker services.
The st: lly “home
health services” but does not refer to

3
of community health center in § 51¢.102
(0) (1), and suggested that the word “all*
be deloted. This suggestion was not fol-
lowed, as the by & center of
services for “all residents” of a center's

services, It is therefore rea-

that C did not
m&endﬁomcludasuchserv!cmmm
enactment of section 330,

d. One comment urged that the list
tal services

area Is
330(a) of the Ach It is noted this provi-
slon requires that nll residents of o cen~
ter’s catchment aren be eligible for serv-
ice on an equal basis.

ealth services or
Lhatotherurﬂwbenddedtnfhamt
of primary health services, Two com-
ments noted that the definitions of prl-

applicabls to health maintenance ar-
ganizations under title XIIX of the Act,
and stated that this would preclude an
entity from being funded under both
suthorities. However, except as noted
below, no change was made, alnce what
comprises “primary health services
“supplemental health services” i3 spect~
field by the statute. It should also be
noted that the, different definitions in
uuexma.ndmszowmnotm-
clude funding under both atth
slnce where a service Is required as o
primary health service under title X111
but not under section 330, it may he pro-

health service

3. The suggestion that the definition
g “physician” in § 510.10.2.':5) bo revised

perform such review and approval
tions,

10, Bix comments objected to the pro-
vision in Subparts B, C, and D that grants
may be made only to entities which will
serve o “medically underserved popula-
tion"”. The comments, however, did not
relate to the provisions of the regulation
per se but rather to the expected imple-
mentation of the provision based on ex-
perience under title XTIT. Five comments
pointed out that use of health resources
statistics excludes “poverty pockets”
with a pauelty of health resources within
while two stated that use

of den
under §51¢.102(h) (6) be ded to
include restoration,

services supple-
mental health services (see 551(: 102¢§)

8)).
5. One b that

of home addresses in computing physt-
clan-population ratiog dm not neces

sarfly 1 pr

However, the regu!nﬁon does not pre-
clude of in
designating areas of medical underserv-~
ice, The Becretary s In the process of es-

Indian organizations specifically be made
eligible to apply for grants in § 51¢.103,
Bince eligihility for grants is established
by the statutory language, this recom-
mendation has not been adopted. How-
ever, It should be noted that Indian
ganizations which are “publis or non-
profit private entities” would by defint.
tion be eligible to apply for grants.
B.Oneccmmentobjectedwus!ngfha

or-

to enable special
b1 under-

service to be taken into account.
11. Expansion of the factors consid-
under §51c¢.102(e) (1) and (4) In
determining whnt canstitutes a “med-
lcally underserved population” was also
recommended. If should be noted,
th that the factars listed are not an
exclusive list. In addition, 14 was felt that

catchment area
eligibility for care and bnamg the deter-
mination of & calchment area on the
geographio criteria set out in §51c.104
(b) (2). However, slnce this approach is
mandated by the statute (sections 330
(a), 330(e) (2) (D), no change wns mnde.
7. Two comments recommended that

per-
form the audit required under § 510,104
(b) (6) and § 51¢.303(d) . This matter was

with substantially the same
criterin under ‘Title XTIT of the Act has
shown their viabflity and hence they
shonld be retained unchanged.
12. One comment objected that the
peer revlew requirement of §51¢.303(c)
process rather than outcome-ori-
cnted and thnt the organizational ar-

might be -
priate in particular cases. It should be
noted, hnwever that the stnxutory Te-

t the set re-
carefully reviewed and theresu!nﬁan was, for the I ar-
revised In 1ce with of for peer review’
comptmller'cmmno!thaunibedsmtes process rather than outcome-oriented
in this regar criteria. In addition, it was felt that too

B.Twoeomm requested that the umaupmenuyknownabmmwh

of !Elc 105 be

in an am-~

has beep a3 their in
the definition would not accord with the

to include review by State and local agen-

bulatory care setting to enable meantng-
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ful outcome-aﬂented criteria to be es-
tablished, It was also felf that the re-

ﬁ wrmen coitain sufficient
ty to permit & 'variety of SPPro-
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One requested & revision to allow » rela-
tive of & board member {o be an employee
of the center, Ancther
thereg\ﬂnunnbernﬂsedwnnowlurﬂm
hysicians and

priate crganizational Ac-
cordingly, no

no change was made,

13. Several comments objected to ‘the
ceiting on discounts in § 51c.303(f) of 200
percent of the poverty level, on the
grounds that it would constihrbe o bar.
rier to service for

t of center p)

mintstrators in’ governing board d.ecl-
sion-; . However, it was felt that
allowing relatives of board members to
be employees of the center would create
conflicts of interest contrary to good

In excess of the level and thst 8 nego-
tiated fee schedule would improve collecw
tions

Also, center physiclans and
administrators can elther be represented
by the project director, who may be a

‘be more -
tively viable. However, the 200-percent
celling has been retained on several
grounds. First, it reflects current prac-
tice In a number of ambulatory health
care projects funded under the Publlc
Health Service Act. Also, it is considered
10 be reasonable {n light of the goals of
the program; specifically, the celling of
200 percent of poverty guidelines on dis-
counts provides considerable leeway
above the poverty guldeline for utilizing
discounts and is higher than the average
income of lower budget familles, as de-
termined by the Bureau of Labor Sta-
tistios of the Department of Labor, Fin-
ally, it 1s considered. to be more adm!n!s

1 than a
schedulcsystem,ultwﬂlreqmreunly

rather than

ting, ex-officlo member of the
board, or be invited to meet with the
board and to be as mvolved a5 the board
of may wisgh, A these
suggestions have not been followed.

16. Severgl comments objected to the
tequirement in § 61c.403(a) that com-~
munity health projects funded under
Subpart D must meet oll of the require-
ments for a community health center
except for those dealing with the govern-
ing as more restrictive than the

Al

53205
Subpart C—Grants for Operating Community
i Heaith cContara &

Applicabiltty,
Application,
Project elements.

Grant evaluntion snd award.

Subpart D—Grants for Operat Commun]

P Health Pml.l:‘gn‘ n
5lc.401 Applicability.
510402 Application.
510 402  Project elements,
10404 drant evaluation and award,

AUTHORITY: Secs, 315, 330, Fubllo Health

Bervice Act (42 U.8.0. 216, 2540).

§51e.101 Applicability.

The regulations of this subpari are
applicable to all project grants author-
ized by section 330 of the Public Health
Bervice Act (43 U.8.C. 2540).

§51c.102 Definitions.

As used {n this.part:

(a) “Act” means the Publlc Heaith
Bervice Act.
{b) “C: area” means the area

law. This an
istm&ve judament that thess require-

set of ‘ for the of
quallty health services and the establish~
ment of viable ofganizations, and hence
hes been retained.

17. In nddition to the above, minor
I and clarifying ha

served by a profect funded under section
330 of the Act.

(e) (1) “Community health center™ or
“center’” means an entity which, through
its staff and mporunz TESoUrTEs Or

37:]

Br~

Ior each kind of service provided. been made. rangements with oﬂm- public or private
In view of the concern expressed wlth. In of the the ©ntitles, provides for all residents of its

the in A v for Health of the De- catchment area:

tatled by the- of and W ) Primary health services;

section has been changed to permit t.ha fave, with the of the (1) As determined by the Secretary to

impositfon of a nominat charge for serv- be apr for

ices even where the patlent would other-
wise recelve a full discount.

14. One comment drged that § 51¢.303
(p) be revised to spell out stafl quall.ﬂcm
tions more completely and the mini-
mum for-such qualifications be set high,
However, since the composition of the
professional staff of various will

of Health, Educauan. and Welfare, here—
by revises D of Part

health services necessary

51c of Title 42, Code ofFedml Regula~
tlons, as set forth below, effective as of
December 3, 1876,
It 18 hereby certified that the econom=
tionary

ic and infial impacts of this reg-
ulsﬂmhavsbeenmrefnﬂsevaluaeedm
with Order 11821,

Drobably vary widely on thb
typés of services provided, this sugg
tion wns. considered not to be xeas!hle

and was not adopted.

15. biected to
va.riouaprovisions applicable to gov-
erning board requirement of !510.304.
‘The comments, and the actions taken in

response to them, are summarized below.
n. Most of the comments objected to
the requirement of § 51c.304(b) (1) thas

& majoritx of the board be composed of
individusls who are or will be served by
the center and who, n8 a group, are rep-
resentative of such individuals, Fliming.
tion or provision for waiver af this sec.
tion was advocated. However, the re-
quirement 15 2 statutory one (section 330
<€) () (@) (1)), and accordingly the Sec-
has no egalnurhorll:ytoremm

or waive it.

‘b, Several comments objected to the
size limiations of §510.304(a) on the
grounds that smaller or larger boards
had In particular eases been formd to be
‘wozkable, Accardingly, appropriste pro-
vislon for wniver has been inchided,

¢ 'Two comments chjected to the xe-
sizictions of §51c.304() () and .(6.

Dated: October 21, 1876.
Jamzs F. Dickson,

Acting
Secretary jor Health.
Approved: November 23, 1976.

Mazzorm LiYwca,
Acting Secretary.

Subpart A—Genesral Provisions

Ble.! 101 App!k:nbmby.

51,102 Definiti

510,103  Eligthif

Bic.104 Axxpuca

510.105 Accord with health'planning.
616106 Amount of grant,

B81¢,107 TUss of project funds,

51¢.108 Grant paymenta.

B51c.109 Ne

for the adequate support of primary
health services;

(i) Referral to providers of supple-

menta'l heu.‘lt.h ces and payment, as

y to be ap-

propriate a.nd !easlblu, for f.heu- provision
of such gervices;

L Envlmnmenta.l health services, as

d by the y to be appro-

mafe tur pe.rucu!m' centexs and ity

(2) For purpose of paragraph (e) (1)
of this section, the provision of & given
service by a center will be determined
by the Secretary 1o be appropriate where

(1) There i5 & need, as determtned by
the Becretary for the provision of such
service in the catchment area; and

(1) The provision of such service by
the center {s feasible, taking into con~
&ideration the center's projected: reve-
nues, other and grant
under this part,

(&) “Environmental health services”
means the detection and alleviatjon of
unhealthful conditions of the envirom-
ment of the caec!m:enc area, such os

_and pmper meo!healmservlces

d with water supply,

51¢.118 Applicability of 45 CPR Part Ta
8 B—Grants for Plannl nd Devel
abpart T ing a 4 loping
smzm Appuabmty.
51e302

51c203. hoj&t slements.
5ic204 CGrant ovalustion and award.

solid waste disposal,
rodent and parasite infestation, and
housing conditions, For the es of
this parf, the detection and alleviation

making of arrang ts thlﬁmmi—
ale Federal,-State. .z local authorities
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responsible for correcting such condi-

Hons.
(e) “Medically underserved pobpula-
tion’ means population of an urban

4

RULES AND REGULATIONS

struction; (10 ornl prophylaxls, as nec-
essary; and (D) topleal ; of

h‘ealm projects), ns nppllcnble In addi-
on,

and the

of fluo-

rldu for systemic use when not

oT riiral area 1 by the y

water supply.

235 an area with s shortage of personal
heali.h services or & pupulntlon group
y the ry as ha
& shortage or such services. Medlcally
underserved areas will be designated by
the Secretary and = list of those desig-
nated will be published in the FEDERAL
RecisTer from time to time, taking
Into consideration the following factors,
among others:

(1) Available health resources in rela~
ton to size of the area and its popuin-
tion, Including appropriate ratlos of
primary care physicians in general ‘or

1) “Secretary” means the Secretary
of Health, Education, and Welfare and
any other officer or employee of the De-
partment of Health, E

@) A statunent ot speclﬂc. measurable

to be used

to assess t.he achlevement of the objec-

tives In specified time periods and at
least on an annual basis.

(2) The precise boundaries of the

Welfare to whom the authority lnvolved
has been delegated.

[$)] "F;mnlgmmk] henlih Seﬂ‘ﬁﬁ"
means health services w. are not in-
cluded ns prlmm-y health services and
which a:

1y Inpnt!ent and outpatient hospital
services;

(2) Home health services:

(3) Extended care facility services;

) Rehnbmtatlve services (lncludlng

area to be served by the ap-
an of

plicant,

the ung ved or

t within the cat areg.

In addition, the application shall include

information sufficient to e&able the Eec-
t

retary to tha
ca.tchment area meets the following cri-

) The size of such area is such that
the services to be provided by the ap-
plicant are avaflable and accessible to

family practice, internal medicine, pedl-
atries, or .and gy to

population;

(2) Health indices for the.population
of the ares, such as infant mortality
rate;

(3) Economic factors affecting the
'populnuona access to healt.h services,

with Incomes below t.he poverty level;
and’
. (4) Dx

foctors aff the

s need and d d for health

services, such as percentage of the popu-
1ation age 65 and over.

=== (f) “Nonprofit,” as applied to any pri~

vate agency, institution, or or;

) and
Iong-term physlcnl medicme'

(5) Mental health services, including
services of psychiatrists, psychologists,
oand other appropriate mental health
professionals;

(8) Dental services other than those
provided as primary health services;

(1) Vislon services, including routine
eye and vision mmlnntlons and pro-

the r of the area promptly and
as appropriate;

(1) The boundarles of such area con-
form, to the extent practicable, to rele-
vant boundaries of political subdivisions,
school districts, and areas served by Fed-
eral and State health and soclal service

programs; and
(iil) The boundaries of such area elim-
Inate, to the extent possible, barriers

visfon of ey as late and
feasible;
(8) Allied health servicas,

1::;1:; the area’s physical char-

I its
economic and scelal groupings, and
tra tation,

) P ervices, ir
the provlsion of pmcrlption druas
(10) ervices;

means one which is a corporation or as-
socistion, or is owned and operated by
ong or more corporations or assoclations,
no part of the net earnings of which in-
ures, or may lawfully Inure, to the bene-
fit of any private shareholder or indl-
vidual,
(@ *F
tor of medicine or doctor of it

doc-

8
(11) Puhllc health services (including

nutrition education and soclal services) ;
(12) Ambulntory surgical services;
(13) Health ¢ducation services; and

d(ld) Servica, lnclugllng the services

and
facilitate opuma‘l use of primery health
services and services referred to in the

) mmwﬁg" means:

(1) Diasgnostic, treatment, consulta-
tive, referral, and other services rendered
by physiclans, and, where fessible, by
physiclans’ extenders, such as physi-
clans’ assistants, nurse clnlelans, and
nurse practitioners:

(2) Diagnostic laboratory services and
dizgnostic radiologic services;

(3) Preventive health services, includ-
Ing medical socinl services, nutritlonal

asgessment and referral, preventive
health education, r.bﬂd.ren (; eye and ear
1 an

care, prenstal mvlces wellw;hﬂd care

immu-
niznuuns, and voluntary Ia.mﬂy plan-
ning services;

(4) Emergency medical services, in-
cluding provision, through clearly de-
fined arrangements, for access of users
of the center to health care for medical
emergencies during and after-the cen-
ter's regularly scheduled hours;

5 Fmtsgortatjgn_aervl‘;gs,ns needed
for adequate patient care, sufficient so
that re: the aren

of this para~-
graph and, if a substantial number of
indlviduals in the population served by
the center are of limited English-speak-
ing ‘ability, the services of outreach
workers and other personnel flient in
the Innguage or lenguages spoken by
l_st_xch individuals.

§51c.103  Eligibility.

Any public or nonprofit private entity
is e_m;lh]e to apply for a grant under this

g 51c.104 Application.

(n) An application for a grant under
this part shall be submitted to the Sec-
retary at such time and in such form
and menner as the Secretary may

prescribe.
(b) The b shall contain o

(3) The results of an assessment of
the need that the population served or
proposed to be served has for the services
to be provided by the project (or In the
case of apblications for planning and

projects, the methods to be
used in assessing such need), utllizing,
but not lmited to, the factors set forth
in § 51¢.102(e) (1) —(4).

(4) Position descriptions for key per-
sonnel who will be utllized In
out the activities of the project and a
statement indicating the need for the po-
sitlons to be supported with grant funds
to accomplish the objectives of the
project.

(5) Letters and other forms of evi-
dence showing that efforts have been
made to secure financial and professional
assistance and support for the profect
within the proposed catchment area and
the continuing involvement of the com~
munity in the development and opera-
t.inno.tthe project.

(8) An that an
certifled public nccountnnt or 8 pubuc

1970, will be engnged to certlty that t.he
system for the management and control
of its financial assets will be in accord
with sound financial mansgement prac-
tlc‘a, lnc}udlng applicable Federal re-

budget and narrative plan of the

in which the applicant intends to con-
duct the project and carry out the re-
quirements of this part. The applica-
tion must describe how and the extent
to which the pmject has met, or plans
to meet, each of the requl.remen ts in
to grants for plan-

of
served by the center with special difficul- *
by the

Hes of access to services

center receive such services; and
(6) Preventive dental services provid-
ed by & licensed dentist or other quauﬂed
, () oral hyglene in-~

ning B.nd developing community health
C ( to ts

gran
for t.he operation of community health
centers), or Subpart D. (relating to
grants for the operation of community

(7 A list of all services proposed to
be provided by the project.

(8) A list of services which are to be
provided directly by the project through
its own staff and resources andn dacrlp-
tion of any 1 or other
ments (ineluding coples of documenls.
where into, or pl.
for the provision of services.

(9) The schedule of fees and/or pay-
ments and schedule of discounts -for
services provided by the project.
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(10) Evidence that:

(1) The requirements of Port I of
Office of Management and Budget Cir-
cular No. A-95 have been satisfled, and

(13) AN applicable requirements for
review and/or approval of thie applica-:
'L!on under Title XV of the Act have been

(1_-1) An assurance that the project
will be conducted in accordance with the
applicable requiremmfs of this part.

(c) The ust be t
by an indlvidual author!zed to act for the
appncmt and to' assume on behalf of

the the by
the statute, the
of this part, and any nddltlonal condl-
tions of the grant.

§ 51¢.105 , Accord with health planning.

A grant may be made under this part
only if the applicable requirements of
title "XV of the Act relating to review
and approval by the appropriate health
planning sgencies have been met.

8 51&106’ Amount of gront.

(a) The smount of any award under
this part will be determined by the
Becreta:ry on the basis of his estimate
of the sum y for a
ponlon of direct project costs plus an

ditional amount for indirect costs, if
be calculated by the

ers

(1) On the basis of the estimate of the
actual Indivect costs reasonably related
to the project; or

(2) On the basis of a percentage of
all, or a portion of, the estimated direct
costs of the project when there are rea-
sonable assurances that the use of such
percentage will not exceed the approxi-
mate nctua.i I.ndlrect costs, Sunh award

may 1

amount for I.ndL\'ect costs or fcrr desig-
nated direct costs (such 25 fringe benefit
rotes) sublect to upward (within the
HUmits of avaflable funds) as well as
downwerd adjustments to actual costs
when the amount properly expended by
the grantee for provisional items has
been determined by the Secretary: Pro-
vided,; however, That no grant shall be
‘made for an' amount in excess of the
total cost found necessary by the Secre-
tmar)tolgnn'youttheproject.

of

5
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the grantes Jower than that determined
pursuant to paragraph (a) (2) (1) of this
sectlon where he finds that changed clr«
cumstances justify o smaller contribu-

tlon.

(i) In determining the grantee's
share of project costs, costs borne by
.Pederal grant funds, or costs used to
match other Federal grants, may not be
included except as otherwise provided by
law or regulations.

(b) All grant awards shall be In writ-
ing, and shall set forth the amount of
funds granted and the period for which
support Is recommended.

(c) Neither the approval of any proj-
ect nor-any grant award shall commit or
obligate the United States in any way to
make any additional, supplemental, con-
tinuation, or other award with respect
to any approved project or portion
thereof: For continuation support,
grantees must make separate applica-
tlon,

§ 51,107 Use of project funds.

(a) Any funds granted pursuant to
this part, as well as other funds to be
used In performance of the approved
project, may be expended solely for car=
rylng out the approved project In ac-
cordance with section 330 of the Act,
the applicable regulations of this part,
the terms and conditions of the award,
and the applicable cost principles pre-
seribed In Subpart Q of 45 CFR Part

4.

(b) Projeci funds awarded under this
part may be used for, but need not be
limited to, the following:

(1) The costs of acquiring and mod-
ernizing existing buildings (including
the costs of amortizing the principal of,
and paying Interest on, loans), but only
in nccordance with subpart E of this
part and as npproved in the grant award;

(2), The costs of obialning technical
assistance to develop an:ll l&prove tha

but only as approved by the Secretery;.

(3) The relmbursement of members of
the grantee’s governing board, if any, for
reasonable expenses actunlly Incun'ed by
reason of their par tion in board

53207
counts which, under such schedule, is

303(1’) of Subpart C; (i) Teasonsble
effort shall be made to collect such
charges under & billing and collections
system; and (1) the cherge to grant
funds shall exclude any amounts col-
jested pursuant to paragraph (b) (5) (I
of this section;

(6) ‘The cost of insurance for ‘medical
emergency and out-of-area coversge;

(D) The cost of providing to the staff
of the project training related to the pro-
vision of health services provided or to
be provided by the project and, to the
staft and governing board, if any, train-
ing related to the management of An am-
bulatory care facility, consistent with
the applicable requirements of 45 CFR
Part 74; and

(8) The cost of developing and main-
taining a reserve fund where required by
State law for prepaid health care plans.
“(c) Prior approval by the Secretary of
revislons of the budget and prolect plan
13 required whenever there s to be a

significant change ih the scope or nature

of project activities,

§51c.108 Grant payments.

The Secretary shall from time to time
make payments to a grantee of all or &
portion of any grant award, efther In.ad-
vance or by way of re!ng:gn"sement tg
the extent he determlnes such pa.yments
necessary to promote prompt initintion
and a of proj-
ect.

§ 51,100 Nondiscrimipation.

(a) Attention is called to the require-
ments of Title VI of the Civil Rights Act
of 1984 (78 Stat. 252, (42 U.B.C. 2000d et
seq.)) and In particular section 601 of
such Act which provides that no person
in the United Btates sha.llon the grou.nds
of_race, be gx-
clided from parﬂclpnt.ion in, be denied

e Denefits of, or be subjected to dis~
crimination under any program or fic-
t.lvlty I BS-
such

activities;
(4) The reimbursement of governing
board

for wages losi by reason

thi
project casts to be borne by the
factors which the Secretary will take Into
consideration will include the following:

(A) The ability of the grantee to fi-
nance its share of project costs from
non-Federal sources;

(B) The need in the area served by
the project for the services to be pro-
vided; snd X

(C) The extent to which the project
will provide -services in an innqQvative
manner wl;llnghthe Becretary d to

o mnt - /

of
more effective health service delivery
tems on o reglonal or nat basts,

(1) At any time after approval of an
application under this part, the Secre-
tary may retronctively agree to a per-
centage of project costs to be borne by

of par in the of such
board if the member is from a family
with an annual family income below
$10,000 or if the member is a single per-~
son with an annual income below $7,000;

(5) The cost of delivering health
:ervlcs, mdud!nz services rendered on

title VI, whlch applies to grants made
underthlspart has been Issued by the
Secretary of Heslth, Education, and
Weltare with the approval of the Presl-

Sreed, or marltalstatus ¢
medically indicated), be excluded from

participation in, be dented the benefits of,
or be to under
any pmgrn.\n or actlvity so recelving

to
gﬁe tl}euproject'mglément area within
ollowing ons: t funds
y_the ?ﬁ %

services
accordance with the schedule of dls-

(b) Athmtlan is csned to the require-
ments of section 504 of the Rehabilita~
tlon Act of 1973, as mnen@d.wh!chpm—
vldu that no of ed handl-
individual in the 'gaited Btam

on of
be éxcluded from mrﬂck)luon in, be
gle;.ledthebeneﬂkuf,urbemhjecudto
rimination under lny program or
ncf.lvlty receivlnz finanelal ag~
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§51c.110 Confidentinlity.
All nf as to 1 facts

and circumstances obtalned by the proj-
ectsm!!&bout reciplents of services shall
tinl, and a!mtl not be
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date of the termination of grant sup-
port. The Secretary may require other
special and periodic accounting.

(2) Final settlement. There zhall be
payable to the I‘;-Tﬂedeml CGovernment as

be held confiden
divulged without the
exoeptaamnybemmnredby!awaraa
mn.yﬂ.1 beneemrytopmvldgnervlceto
or

oudits by the Secretary or his designes
with appropriste safeguards for confi-
dentiality of patient reourds Otherwise,
information may disclosed only in
summary, statistical, or other form
which does not identify particular in-
dividuals,

§51c.111 Publications and copyright.

Except as may otherwise be provlded
under the terms and condltions of
award, the grantee mny copyright wlt.h-
out prior
films, or similer mnterln!s ‘developed or
resulting from g profect supported by s
grant under this part, subject, how-
ever, to a royalty-free, nonexclusive, and
irrevocab toum or right in the Gg!v;

1ish, uss, disseminate, and dispose of such
maeterials and to authorize others to do
80,

§51c.112 Grantee accountability.

(n) Accounting for grant award pay-
ments. All payments made by the Secre-
tary shall be recorded by the grantee in
accounting records separate from the
records of all other funds, including
funds derived from other grant awards.
‘With respeot to each approved project,
the grantee shnll account for the sum
totnl of all amounts paid as well a5 other
funds and in-kind contributions by pre-
senting. or otherwise

th respect to each ap-
proved project the total sum of;
(1) Any amount not accounted for pur~
suant {o paragraph (a) of this section;
(1) Any credits for earned interest
pu::sunnt to paragraph (b) of this sec~
n;
({if) Any other amounts due pursuant
;:Buhpnrt-sl’,m, and O of 45 CFR Part

§ 51:5‘1‘.13 Applicability of 45 CFR Pant

‘The provlsluns of 45 CFR Part 74,
re-

d shall ap-
plytonugrnntumderﬂﬂsmrttosm
and local governments as those texms
Edmnedlnsubpartﬂoﬂhntm'u.
0

(b) Design & community health center
program for such population, bnsed on
such which in de-
tall how the proposed commuinity health
iﬁnherwﬂlfulﬁnthaneedsldenuﬂedm

to

L]
paragraph (a) of this section and how it
will meet the requirements contalned in
subpart C of this part.

(c) Develop o plan for the implementa-
tion of the
to paragraph (b) of this sectlon. Such
implementation plan shall provide for
the time-phased recruitment and traln-
ing of the personnel essential for the
operation of a community health center
end the gradual assumption of opera-
tional status of the project so that the
project will, in the judgment of the Sec-
retary, meet the requirements contained
in subpart C of this part s of the end
of the profect period.

(d) Implement the plan developed

to pnragraph (6) of this sec-

suhp&rtsolrsrt'l-iahnnﬂsonwlyto

tion in with such Dm'nmph.
within th

grants to all other
under this part:
45 OFR Panr T4

(¢) Meke efforts to secure,
ot such center

t.o the extent poss!ble. financlal and pro-

jmt assistance and support for the
oject.

(t) Initiate and encourax:h continuing

in
ment and operation of t.he profect.
@® s and ca-

Tevision procedures.
M ann:domut.smpenunns and ter-
mlmﬂm

O Property.
Q Oost princlples.

making
y to the tary of

Subpart B—Grants for !:’lanlrgng and

expendmuv for d!rect and indirect eosta
meeting th
Provided, however,

basedon s

§ 51:.201 App]icnlaﬂlly.

qualifi
tlons for personnel (lmzlu:ung the project
director:

).
¢(h) Utllize, to the maximum extent
feasible, other Federal, State, ocal, and
private resources avallable for support
of the project, prior to use of Project
tunds under this subpart.

§51c204 Gront evaluntion and award.
(a) Within the limits of funds deter-
mined by the Secretary to be avallable
for such purpose, the Becretax-y may
oward grants under this subpart to ap:

‘The regulnuons of this auhpnrt, In a.d-
dition to the regulations
of this suhpa.rt, are appllmble to mnu

age of estimated direct costs, the amount
allowed for indirect costs shnll be com-~

which will, in his judg=~

ment, best promote the purposes of sec-
tion 330(c) of the Act and the applicable
of this pari, taking into

to section 330(c) of
the Act for !or and de-

puted on the basis of such
fixed-percentage rates applled to the
total, or & selected element thereof, of
the relmbirsable direct costs inctrred.
(b) Accounting for interest earned on
want funds, Pmuant to section 203 of
e Intergovernmental Cooperntlon Act

o!’ 1988 (42 UBLC, 4213), a Bt.nte will not
be held for t earned

" health t

(1) 'rhe degree to which the proposed

which will serve dicall ved
populations,
§51c.202 Application.

‘To be approved by the Secretary un-
der this subpart, an application for a
grant must, In addjtion to meeting the
retmirements of -§ 51c.104 of tsubpart A,

to enable

satisfactorily provides for the
elements set forth in § 51¢.203;

(2) The relative need of the population
to be served for the services to be pro-
vided;

£3) The tive and
ment capabllity of the applicant;

(4) The potentinl of the project for

on grant funds, ding their

the to d that the

ment for grant purposes. A State, as de-
fined In section 102 of the Intergovern-
mental Cooperation Act, means any one
of the several States, the District of Co-
lumbla, Puerto Rico, any territory or
possession of the United States, or any
agency or instrumentality of a State, but
does not include the government of the
political subdivisions of the State. All
grantees other than a State, as defined,

profect for whlnh the grant is sought will
meet the requirements of § 51c.203.

§51c.203 Pruject clements.

A project for the planning and de-
veloping of a community health center
supported under this subpart mmust:

(a)-Prepare an sssessment of the need
of the popnlation proposed to be served
by the health center for the

must return all interest earned on grant
funds to the Federal Government,

(¢) Grant closeout, (1) Date of final
accounting. A grantee shall render, with
respect to each approved project, a full
nccount, a8 provided herein, ns of the

services set forth in § 51¢.102(c) (1) of

of new and effective meth-
ods for health services delivery and man-
agement;

() The soundness of the fiscal plan
for B:.mrl.ng effective utfilzation of grant
llmd.s nn maximizing non-grant

(B) 'rhe extent to which community
resources will be utilized in the project;
(7) The extent to which grants ap-
pmed under this part wm u;;ruvida for

Subpart A, with special to the

need of the ved popu-

;é.ge country, ta!d.ug mto con-

Iation for such services, Buch nssessment
of need shall, at a minimum, consider
the factars listed in § 51¢.102¢e) (1)~(4).

(1) The urban-rural ares be served;
(i1) The nature of the organization ap-
plying; and
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(iit) The organ!zauon&! struciure for
dellvery of

(&) Whe?her t-he profect’s catchment
ares, is exclusive of the area served by a

community health center;

(9) The degree to which the applicant
intends to infegrate services supported
by & grant under this subpart with health
seryices provided under other Federally
assisted health services or

(i

RULES AND REGULATIONS

(1D Ideniify and document the neces=
for change in the provision of serv-
lcmbytheeenbernndm\ﬂtlnthaln-

5 such ch where
(d) Develop management and control
in with

53209

cepted accounting principles, be con-
sidered income and expense items;

riod (including the year. t& which ‘the

systéms which ave

sound e
nel provisien for an audit an

uding the pre 2
an annual basls (unless walved for cause

programs or projects.

(b) The Secretary may:

(1) Make no more than two.grants
under this subpart for the same profect.

(2) Make a grant under this subpart
to an entity which has been awarded one
or more grants under section 330(d) 1)
(A) and/or section 330(d) (1) (B) of the
Act only if the grapt under this subpart
is'for a new project.

Subpart C—Grants for Operating
Community Health Centers
§51c.301 Applicobility.

The regulations of this subpart, in ad-
ditlon to the regulntlons of Bubpart A,
are applicable to grants a ed pur-
suant to section 330(d) (1) (A) of the Act
for the costs of operation of comniunity
health centers which serve medically un-
derserved populatlons.

§51c.302 Application.
To be approved by the Becretary under
subpart, an application for a grant
must, {n addition to meeting the.require-
ments of § 51c.104 of Bubpart A,

(a) Be submitted by an entlty which
the Becretary determines is a community
health center, and

by the ¥) byan t cer-
tified p accountant, or a public ac-
countant lcensed prior to December 31,
1870, to determine, at a minimum, the
fiscal integrity of grant finenclal trans-

budget

(D) .of . this section I appﬂcab!e)
whh:b. includes and ide:fuﬂes in det
0T,

and the objective of, each anticipated
endl in excess of $100,000 related
to e acquisition of Imd the improve-
ment of la.nd, bufldings, and equipment
and the and

actions and reports, an with
the regulations of this part and the terms
and conditions of- the grant.

(e) Where the cost of care and serv-
ices furnished by or through the project
18 to be relmbursed under Tifle XIX or
Title XX of the Soclal Securlty Act, ob-

which would. under gbenera.lly accepted

cap-~
ital items;
[&)) Provides for plan review and up-
dating at least apnually; and
(4) Is prepared. under the direction:
of the governing board, by & committee

taln or make every effort to
obtain a written agreement with the
Title XIX or Title XX Btate agency for
such relmbursement.

(f) Have prepared a schedule of fees
or payments for the provision of its serv-
ices deslgned to cover its

of repr of the gov-
erning board, and adminismuve stafr,
nnd the medical staff, if any, of the

(J ) Eatgbllsh‘baslt_. statistical data, cost

costs of ond o dt
schedule of discounts adjusted on the
basls of the patient’s ability ot? pay. Pro-

and itork: systems
which shall ennble the center to pro-
vide such statisties and other informa-
tlon as the Becretary may reasonably

vided, That such
shell-provide for e full discount to madl-
viduals and families with annual incomes
at or below those set forth in the most
recent CSA Poverly Income Guidelines

(46 CFR, 1060.2) and for no discount to

individuals and familles with annual
incomes greater than itwice those set
forth in such Quidelines, except that

i} fees -for services may be col-

(b) Contaln information sufficlent to
enable the y to that
the center will meet the requirements of
§ 61c.103,
§ 51¢.303  Project elements.

A commun!ty B upported

® health services of the

center so t.hat such services are avallable
and as af
and I 8 manner which. will assure con-
tinuity of service to the residents of the
center’s catchment area,

lected from Individuals with annual in.
comes at or below such levels where Im-
position of such fees is consistent with
project goals.

(g) Make every reasonable effort, in-

-cluding the establishmient of systems for

require ting to the center’s costs of
operation, patierns.’of utilization of
services, and the availabllity, accessi-
‘bility, and acceptabllity of its services
and to make such teports to the Beore-
tary in o timely manner with such fre-
que‘xlxlg as the Becrétary may reasonably

(k) Review its catchment ares annu-
Insure that the criteria set out in
§ 61¢.104(b) (2) of Bubpart A are met
and, where such ctiteria are not met, re-.
vise iis catchment ares, wlth the ap-
proval of the Secretary, to conform to
such criteria to the extent fedsmle,
(), In the case of o center which

eligibflity determination, billing, and Serves. & populs ; 8 sub-
collection, to: of Um-
ited Engl!sh-spesk.lng ability, have de-

(1) Collect for fits lon and e ements
ot Pt Bl s o g L e i o o

bene-
Aits u.ndezc'l‘ltf-‘l,e xgm of the Boclal

lations !’or providing services to the ex-
tent in the 1

(b) Implement & system for mai
lity of

the conf
with the r
§ 510 110 of Bubpart A.

(¢) Have an ongoing quality assurance
Drogram which provides for the fol-
lowing:

(1) Or 1 in-

of

U
' der a State plan approved under Title
XX

of such Act, to social services and
Kamnypln.nnlngu.ndfer'rlﬂexxotsuch

and
context most appropriate to such
individuals, and have identified an In<
dividual on its staff who 1s.fuent in both
that 1 and in h.and whose

Act, or to assi

under any other public
gram, grant program, or private health

a focus of 1lity, to sup-
port the quallty assurance program and
quallty

1lities viding guid-
ance to such mdlvlduaﬁs and fo appro-
priate staff’ members with respect to

or beneﬂt promm on the basis
of the

pursuani
to parasraphl(t) ot thls sectlan without
any

the provision of high

care;
(2) Periodic assessment of the appro-
priateness of the utilization of services

(2) Becure from

t - sensitivitles ‘and bridging Hn-:

guistic and cultural differences. If more
than one non-English language 'is
spoken by such group Or groups, an

for services in accordance with- the

fluent in those

nnd -shall 50

schedule of fees and dis
by () of this sect‘lon.

and the-quality of services D or
to be to

served by the center. Such assessments

shall:

(1) Be canducted by physicians, or by
other licensed health

ti1) Be based on thamh.'matn: cnl-
oot

(hy ane o governing board
mets the requirements of § 51¢.304.

() Have developed an overall plan
and budget for the center that:

wh

ch Jated to preserve human dignity and

(m) Be operated fn s manner caleu-
to
maximize acceptability and effective uti-
lization of services.

(1) Provides for an annual L1

(m) To- the extent possible, coordi-
nate and 1 with

budget.and a three-year financinl man-~
agement plan which include all -antici-
‘pated income and expenses related to

items which would, under generally ac-

the activitles of other Federally funded,
as well as State and local, health services
dellvery projects and programs -serving
the same population.
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(0) Establish means for evaluating
achievemen!

progress toward the t of the
specific objectives of the profect.

(p) Provide sufficlent staff, qualified
training and , to earry out
the activities of the center.

(@) Assure that facilitles utilized in
the: of the woject meet ap-
plicahble firé and Iife safety codes.

(r) Utllize, to the maximum extent
feasible, other Federnl, State, and local,
and private resources avallable for sup-
port of the project, prior to use of proj-
ect funds under thix part.

(B) Provide io; community pnrtlclpn-

8
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(3) ‘The remsaining members of the
board shall be representative of the com=
munity in which the eenwr's catchment

the Act and the wpucablereglﬂntiuns of
this part, taking into considerations
wum'l‘heexfcnttowhkhmcmket

aren is located and
thelr

and or

soclal service agencles within the com-
munity.

(4) No member of tha board shall be

an employee of the center, or spouse or

chﬂd, parent, brother or sister by blﬁd

for the el set farth
in § 51¢.303; )

(b) The relative need of the population

ﬁdz served for the services to be pro-
H

(c) The potential of the center for
the development of new and effective
methods far health services delivery anu
management;

(d) The soundness of the fiscal plan
for effective utlllzation of grant

such an emp]
prcj ect director may be & non-voting, ex-
officfo of the board.

ﬂunsofcuahorsa-vlces lomoffull-
or part-time xtnges equipment, space, ma-

or facllities.

() Where thecenter will provide serv-
ices truct or other
tlve arrangements with other :providers

of services, estoblish rates and methods
of payment for health care, Such pay~
ments must be made pursuant to agree-
ments, with o schedule of rates and pay~
ment procedures maintained by the prof-
ect, The project must be prepared to
substantiate that such rates are reason-
able and necessary,

(W) Operate in a manner such that no
person shall be denfed service by reason
of his inabllity to pay therefor. Pro-
vided, however, That s charge for the
provision of services will be made to the
extent that a third party (Including a
Government agency) 8 authorized or is
under legal obligation to pay such

") In addition to the sbove,

() of 3. The
of selection of all xovernlnx board mem-
bers shall be prescribed in the by-laws or
other Internal governing rules of the
center, Such by-laws or other rules must
speclfy n process of selection of individu-
als on the governing board who represent
the population served or to bé served by
the center so that such Individuals,as
group, are representative of such populn—
tlan. Buch process of selection in the by-
laws or other rules is subject to approval
by the Becretary.

(d) Functions and responsibilities. (1)
‘The governing board for the center shall
have authority for the establishment of
policy in the conduct of the center.

(2) The gavem.lng board shall hold
at least
once each month, for which minutes

shall be kept.

(3) The governing board shsll have
specific responsibility for:

[¢3) for the and dis-

which are supported with grant funds
for the operation of a prepald health

missal of a project director or chief ex-
ecx:ltil;re officer of the center;

DA

care plan also must provide: icies and
and t plan, tion and dis-
missal dures, salary benedlt
strategy, and enrollment growth projec- gscales, o
tions. and equal opporhm!ty practices;
(U1 Adopting policy for financlal man-

@ A nlgn that pmvldm for funding
on s capitation basis of of

the residents of the catnhmmt ares. of

gﬁ center, as the Secretary shall deter-
e,

(3) An assurance that services shall be

a system to
assure accountability for center re-

funds and maximizing non-grant rev-
enue;

¢e) The administrative and manage-
ment capabllity of the applicant;

() The extent to which grants ap-
proved under this part will provide for

an of
throughout the country, taking into con-
sideration the following factors:

(1) The urban-rural area to be served:

(2) The nature of the organization
applying;

(3) The orgnn!mtlonnl structure for
delivery of services;

(g) The number of tsers of the cénter
and the level of utilization of services
in previous operational periods, if any;

(h) Whether the center’s caichment
area Is exclusive of the grea sérved by
another center;

(1) The degree¢ to which the applicant
intends to integrate services supported
by a grant under this subpart with health
sexvices provided under other Federally
assisted health services or reimbursement
programs or projects;

(§) The extent to which community
resources will be utilized by the project;

(k) The extent to which the center
will provide preventive health services
50 8s to maintain and Improve the henlth
status of the population served; an

(1) The extent to which center oper-
atlons will emphasize direct health serv-
ices, efficlency of operations and sound

sourees, approval of the annual

budget, center priorities, eligihflity for
services including criterin for partinl
payment schedules, and long-range f-

payment or health status.
§51c.304 Governingboard.
A governing board for the center shall

Subpart D—Grants for Operating
Community Health Projects
§ 51c.401  Applicability.
The regulations of this subpart, in ad~

dition to the reglﬂntluns of Subpart A
are to grants awarded pursu-

be an as

(a) Size. The board shall consist of ot
least 9 but npot more than 25 members,
except that this requirement may be
walved by the Becretary for good cause
shown.

(b) Composition. (1) Ama]orlw of the

board shall b

Uv) center in-
services 78, Pro-
ductivity of the center,
tion, t of 1 A
and ¢ of » process for hear-

ant to section 330(d) (1) (B) of the Act
for the costs of operation of projects
which health services to med-

ing and

(v) Assuring that the center is oper-
ated in compliance with applicable Fed-
eral, State, and Jocal Iaws and regula-
tlons; and

ically underserved populations.
§ 51c.402 Application.

Tobe npproved by the Secretary under
this “for a grant

(vD) Adopting health care in-

Is who
are or will be served by the center and
who, 85 a group, represent the individuals
belng or to be seryed in terms of demo-
groaphic factors, such as race, ethnicity,
sex.

(2) No more then one-half of the re-
members of the board may be
individuals who derive more than 10
percent of their annual income from the
health care industry.

scope and availabflity of services,
location and hours of services, and qual-
ity~-of-care audit procedures.

§ 51¢.305 Grant cvaluation and award.

Within the imits of funds determined
by the Becretary to be avallable for such
purpose, the Secrelary may award grants
under this subpart to appicants therefor
which will, in his judgment, best promote
the purposes of section 330(d) (1) (A) of

must, in nddltlon to meeting the require-
ments of § 51¢.104 of Subpart A, contain
information sufficlent to enable the Sec-
retary to determine that the profect for
which the grant i3 sought will meet ths
requirements of § 51¢.403 of this subpart.

§ 51c.403 . Project elements.

A project for the operation of & com~
munity health project supported under
this subpart must:
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(8) Meet all of the requirements.of
§51c.308 o! this part -except. for. para-
graph(h)

()] Provide those services enumer-
ated in § 51¢.103(c) (1) of this part which
the Secretary determines to be feaslble
and: desirable and which are specified
in the grant award,

(¢) Establish a governing board meet-
ing the requirements-of § 61c.304 by the
end ofithe period of support under sec-
tion 330(d) (1) (B) of the Act and this
subpart.

§ 51¢.404 Grant evaluation and award.

(a) Within the limits of funds deter-
mined by the Secretary to be avallable
for such purpose, the Secretary may
award grants under this subpart to ap-
plicants therefor whi¢h will, in his judg-
ment; best promote the purposes of sec~
tlon 330(d) (1) (B) of the Act and the
applicable tions of this-part,

(1) Where the project meets the re-
.quirements of § 510,403(a) ; and

9

RULES AND REGULATIONS

(2) Takingintoconslderation the fol-
Jowing:

() The degree to which- the project
would provide-the services enumerated
in § 61¢.102(c)(1) and the feasibility of
ts providing all of such enumerated
services by the end of the period of sup-
port under section 330(d) (1) (B) of the
Act and this subpart;

(i) Whether the project will have a
‘governing board meeting the require-
ments of §51c.304 by the end of the
period of support under section 330(d)
(1) (B) of the Act and this subpart;

({i1) The degree to which the applicant
intends to Integrate seérvices supported
by a grant under this subpart with health
services provided under other Federally
assisted health service or relmbiirsement
programs or projects;

{iv) The need of the population to be
served for the services to be provided;

‘(v) The potentinl of the project for the
development of new nnd effective meth-

53211

ods for health services dellvery and
management;

(vD) The soundness of the fiscal plan
for assuring effective utilization of grant
funds and maximizing non-grant reve-
nue;

(vil) The ative and
ment, of the 3

(vilf) The extent to which cummu.uity
resources will be utilized in the project.

(b) The Secretary may:

(1) Make no more than two grants for
the same entity under section 330¢(a) (1)
(B) of'the Act;

(2) Not make any grant under section
330(d) (1) (B) ‘to an entity which, for the
same project, has been nwarded more
than one grant under section 330(c) of-
the Act;

(3) Not make a grant under section
330(d) (1) (B) to an entlty which has
been awarded & grant under section 330
(d) (1) (A) of the Act.

[FR Doc.76-35277 Filed 12-2-76;8:45'am)
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Testimony Before the U.S. Civil
Rights Commission Hearings
Denver, Colorado
July 28, 1977
By: Armando R. Atencio
Deputy Manager for Operations
and Finance
Department of Health & Hospitals
The Denver Department of Health and Hospitals is a public Agency
under the Mayor of the City and County of Denver. The Manager of the

Department is a Charter Officer and a member of the Mayor's Cabinet.

The responsibilities of the Department of Health and Hospitals as
spelled out in the Charter, are as follows. The Department shall administer
and exercise all health programs and functions of the City and County of
Denver, including the following specifically enumerated functions:

1. The physical and mental health of the people.
2. Investigation and control of communicable diseases.
3. Operation of Municipally owned institutions, maintained for

the care of the sick, aged, injured, or mentally i1l.

In order to carry out its Charter responsibilities, the Department
of Health and Hospitals has developed a broad, comprehensive, and totally
integrated Health Care Delivery system, designed to take care of the

physical and mental health care needs of people from birth through old age.
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The components of this system are as follows:
Denver General Hospital
Emergency Services
Neighborhood Health Centers
Neighborhood Health Stations
Mental Health Center Facilities
Drug Abuse Clinics
Alcoholism Program
Detention Ward
Department of Public Health

Visiting Nurse Services

The integrated nature of this system makes it possible for people
to receive care on a preventative ambulatory basis, receive specialized
care in a variety of specialists, and In-Patient services in a modern

342 bed General Hospital.

Funding for this health care system comes from City appropriations,
State Grants and Contracts, and Federal Grants and Contracts. Total funding

by source and percentage for 1977 is as follows:

Source Amount Percentage
City Funds $ 19,104,000 35%
State Funds - Grants and Contracts $ 3,558,000 6%
Federal Funds - Grants and Contracts $ 6,882,000 13%
Reimbursements $ 24,500,000 45%

Other Hospital Income $ 413,000 1%
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The population of the City and County of Denver is approximately
514,678. Total population and users of seryices in the Denver Health

and Hospital Health system is divided by sex and age, as follows:

Denver H&H
Females Pop. e Users %
Ages up to 17 77,206 15.0 9,187 18.4
18 - 20 16,353 3.2 2,623 5.3
21 - 34 57,677 11.2 9,132 18.3
35 - 44 27,187 5.3 2,200 4.4
45 - 64 56,880 1.1 3,580 7.2
65 - Over 35,786 7.0 1,771 3.6
Sub. Total 271,089 52.7 28,493 57.1
Denver H&H
Males Pop. % Users 3
Ages up to 17 79,302 15.4 8,409 16.9
18 - 20 13,916 2.7 1,066 2.1
21 - 34 52,991 10.3 5,842 1.7
35 - 44 25,455 4.9 1,849 3.7
45 - 64 48,925 9.5 2,929 5.9
65 - Over 23,000 4.5 1,277 2.6
Sub. Total 243,589 47.3 21,372 42.9
Total 514,678 100 49,865 100

The above data indicates that young people up to 17 years of age
use our Health Care Delivery System at a proportionately higher rate
than their representative number in the general population. The reason
for this is probably because of our emphasis on preventative care,

including well baby clinics.

As you move towards the older groups, the percentage of users in

both males and females tend to decrease proportionately to their number
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in the general population. This is understandable, since middie aged
people are more likely to be fully employed and therefore have the

ability to afford health care from the private sector.

0f particular concern to us, has been the age group of 65 and over.
It's our feeling that this age group uses our services to a lesser
degree than other groups partially because the care of elderly patients
requires special skills, attitudes and approaches, which are generally
not a part of the general system of acute health care aimed Targely at

younger patients.

It also must be recognized that the elderly population to a large
extent, while being economically indigent, may not necessarily be
medically indigent because of their coverage under Title 18 of the
Social Security Act. Therefore, it's possible that a higher percentage
of people in this age group may be using the private sector for their

health care.

Empirical data on this subject is unavailable for our system. We
are therefore merely congesturing as to the reasons for the lower

percentage of users in this age group.

In conclusion, it's our opinion that while our system is a broad
comprehensive health care delivery system designed to provide services
to all the residents of the City and County of Denver who are in need of

publicly sponsored health care, there are groups of people in the Denver
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population who use our system to a lesser extent than might be expected.
Whether this can be viewed as a form of discrimination because of age,
is a difficult fact to ascertain. We can unequivocally state that our
Department does not in any way attempt to design the services for the
purpose of excluding any one or any group because of age, sex, race,

ethnic origin, religious beliefs, or political affiliation.
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Exhibit No. 5

UNITED STATES GOVERNMENT DEPARTMENT OF HEALTII, EDUCATION, AND WELFARE
REGIONAL OFFICE
Memorandum
T0 : Dr. Stanley Mahoney pate: July 20, 1977
FROM : Mr. John A. Nelson REFER TO:

suBJECT: Selected Population Groupings for Region VIlll

TOTALS FOR REGION VIII:

Total Population: 6,180,000

15 and under:2 1,782,000 28.8% of Region VIII

65 and over: 810,000 13.1Z of Region VIII
STATE TOTALS:

Colorado: [ 2,534,000 ]

15 and under: 697,500 27.5% of state
65 and over: 210,000 8.3Z of state

Montana: [ 748,000 ]

15 and under: 211,500 28.2% of state
65 and over: 75,000 10.0% of state

North Dakota: [ 635,000 }

15 and under: 178,000 28.0Z of state
65 and over: 73,000 11.5%7 of state

South Dakota: [ 683,000 ]

15 and under: 191,000 27.9% of state
65 and over: 85,000 12.5Z of state

Utah: [ 1,206,000 ]

15 and under: 398,500 33.0%7 of state
65 and over: 91,000 7.5Z of state

Wyoming: [ 374,000 ]

o\,UTlO,V 15 and under: 105,500 28.2% of state
o S 65 and over: 33,000 9.0% of state

1 SOURCE: U.S. Bureau of the Census, Statistical Abstract
of the United States: 1976, Washington, D. C.
2 711 15 and under figures have been prorated.

HELP ELIMINATE WASTE COST REDUCTION PROGRAM )

GPO §87=823
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UNITED STATES GOVERNMENT DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
REGIONAL OFFICE

Memorandum

TO Dr. Stanley Mahoney DATE:  Jyly 20, 1977

FROM Mr. John A. Nelson REFER TO:

SUBJECT:

Report for Age Discrimination Study
Re: Persons Sixty-five and Over

The following chart provides an analysis of information drawn from

the Community Mental Health Centers Profile Data. Specifically, the data
pertains to the utilization of Federally funded community mental health
centers (CMHC) by persons who are 65 years of age and above. This analysis
was done to acquire a clearer understanding of the impact of these

programs on the 65+ population.

The chart does not represent a total sample of the Federally funded
CMHC's in Region VIII. Rather, this survey draws on a 60% sample.

The f£ipdings in the following chart are not presented as being infallible
for there are several obvious limitations to the data. First, it is
secondary data which was derived from a previous collection of
statistics. As such it is vulnerable to the innate problems of all
secondary data. Second, false low scores may occur i1f the data measures
only psychiatric examinations instead of the center's total

involvement (i.e., consultation and education efforts) with the 65+
population. Third, it must be pointed out that low percentages of
utilization should not be interpreted as clear evidence of center
discrimination. Many social-~cultural variables may provide an
interaction effect which predisposes the 65+ . not to seek traditional
treatment settings. A survey of the total human service system

within the catchment area may reveal a high level of impact on the

65+ population even though involvement with the CMHC may be low.

There are advantages, however, that make the following analysis a

useful tool in assessing the impact of the CMHC on the 65+ population.

With all its weaknesses the chart information and format is at
least a starting point from which to refine the data collection
system. The data used is the most accurate, documented information
available concerning the 65+ population in Region VIII.

COST REDUCTION PROGRAM
GPO e87-823
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Dr. Stanley Mahoney
July 20, 1977
Page 2

The following analysis draws to the fore the need to establish
more uniform measures of CMHC utilization before any clear evidence
of discrimination can be determined. 1Is utilization measured by
psychiatric evaluations or by the CMHC's total involvement with the
community?

In addition to using the percent of CMHC caseload which is 65+ as an
indicator of utilization, the chart also contains the percent of the
total catchment area population 65+ who are receiving CMHC service.
This indicator 1s being introduced as a useful measure of utilization
and impact. This method helps to minimize false high percentages of
65+ caseload counts due to low caseload number in relation to the
catchment area population.




UTILIZATION OF FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS

BY PERSONS SIXTY-FIVE AND OVER IN REGION VIII®

Total CA Pop. % Of CA MG Z of Z Of 65+
Community Mental Health Center cA Who Are Which Is Caseload Caseload |In CA Served
Pop. 65+ 65+ aseloa 65+ By CMHC
COLORADO:
Adams County Mental Health Center 185,789 6,642 3.6 2,833 1.0 -0042
Arapahoe Mental Health Center, Inc. 174,452 9,460 5.4 1,411 0.6 .0008
Bethesda Community Mental Health
Center 125,405 14,444 11.5 795 1.0 .0006
Mental Health Center of Boulder 131,889 9,145 6.9 2,365 0.5 .0014
Jefferson County Mental Health
Center 239,122 12,735 5.3 2,317 0.8 . . 0014
Midwestern Colorado Mental
Health Center 46,356 5,742 12.4 231 1.7 .0007
Northwest Denver Mental Health
Center 180,744 26,461 14.6 7,440 2.2 .0061
San Luils Valley Comprehensive
Mental Health Center 37,466 3,701 9.9 237 3.4 .0022
Weld Mental Health Center, Inc. 89,297 7,894 8.8 927 0.4 .0005

* SOURCE: Community Mental Health Center Profile Dataj 1976

LEGEND: CA--catchment area

CMHC~~community mental health center
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UTILIZATION OF FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS

BY PERSONS SIXTY-FIVE AND OVER IN REGION VIII

Total CA Pop. Z Of CA CMEC Z of % 0f 65+ a
" cA Who Are Which Is Caseload In CA Serve
Jommunity Mental Health Center Pop. 65+ 65+ Caseload 65+ By CHHC
MONTANA ¢
Eastern Montana Regional Mental
Health Center 92,152 9,743 10.6 921 2.0 .0018
South Central Montana Regional
Mental Health Center 144,862 14,916 10.3 1,382 1.4 .0013
Western Montana Regional Community
Mental Health Center 154,691 14,914 9.6 1,630 1.4 .001§
{ORTH_DAKOTA:
Center for Human Development 93,857 9,583 10.2 465 1.5 . 0007
Memorial Mental Health and
Retardation Center 104,207 9,615 9.2 696 1.3 .0009
North Cehtral Mental Health and
Retardation Center 100,360 9,245 9.2 806 3.7 .0032
South Central Mental Health and
Retardation Center 78,965 10,650 13.5 177 1.6 .0056
ITAH:
Four Corners Mental Health Center 37,078 3,018 8.1 658 3.8 .0083
Granite Community Mental Health
Center 193,207 7,706 4.0 3,645 0.006 .0029

68




UTILIZATION OF FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS
BY PERSONS SIXTY-FIVE AND OVER IN REGION VIII

Total CA Pop. % Of CA o %z of % Of 65+
Community Mental Health Center CA Who Are Which Is c 1c d Caseload In CA Served
Pop. 65+ 65+ aseloa 65+ By CMHC
Salt Lake Community Mental Health
Center 175,944 23,385 13.3 2,728 2.6 -0030
Timpanogos Community Mental
Health Center 154,092 9,748 6.3 891 4.2 -0038
Weber County Mental Health Center 130,261 10,069 7.7 1,116 1.4 0016
Northern Wyoming Mental Health
Center 47,238 5,159 10.9 1,645 2.1 .0068
Southeast Wyoming Mental Health
Center 100,162 8,668 8.7 1,389 1.4 .0064

06



UTILIZATION OF FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS
BY PERSONS FIFTEEN AND UNDER IN REGION VIII*

16

Total CA Pop. % Of CA cMie % of % Of <15
Community Mental Health Center CA Who Are Which Is 1oad Caseload In CA Served
Pop. as <15 Caseloa <15 By CMHC
COLORADO:
Adams County Mental Health Center 185,789 67,568 36.4 2,833 16.1 .0067
Arapahoe Mental Health Center, Inc, 174,452 55,827 32.0 1,411 23.8 .0060
Bethesda Community Mental Health
Center 125,405 28,987 23.1 795 3.3 .0009
Mental Health Center of Boulder 131,889 36,885 28.0 2,365 12.4 .0079
Jefferson County Mental Health
Center 239,122 77,110 32.2 2,317 18.1 . 0005
Midwestern Colorado Mental
Health Center 46,356 13,024 28.1 231 6.5 .0012
Northwest Denver Mental Health
Center 180,744 42,722 23.6 7,440 9.8 20171
San Luis Valley Comprehensive .
Mental Health Center 37,466 12,019 32.1 237 11.4 . 0022
Weld Mental Health Center, Inc. 89,297 25,600 28.7 927 11.1 . 0040
'

% SOURCE: Community Mental Health Center Profile Data; 1976

LEGEND: CA--catchment area
CMHC-~community mental health center



UTILIZATION OF FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS

BY PERSONS FIFTEEN AND UNDER IN REGION VIII
Total CA Pop. Z Of CA Z 0of Z 0f <15
CA Who Are Which Is CMHC Caseload In CA Served
Community Mental Health Center Pop. <15 <15 Caseload <15 By CMHC
MONTANA:

Eastern Montana Regional Mental

Health Center 92,152 29,074 31.6 921 38.7 .0126
South Central Montana Regional

Mental Health Center 144,862 42,295 29.2 1,382 21.7 .0071
Western Montana Regional Community

Mental Health Center 154,691 46,393 30.0 1,630 12.3 -0043

NORTH DAKOTA:

Center for Human Development 93,857 27,012 28.8 465 8.8 .0015
Memorial Mental Health and

Retardation Center 104,207 33,812 32.4 696 32.3 . 0022
North Central Mental Health and

Retardation Center 100,360 31,045 30.9 806 13.2 20034
South Central Mental Health and

Retardation Center 78,965 22,358 28.3 777 13.1 - 0046

UTAH:

Four Corners Mental Health Center 37,078 12,643 34.1 658 17.8 -0093
Granite Community Mental Health

Center 193,207 73,175 37.9 3,645 11.4 .0056
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UTILIZATION OF FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS

BY PERSONS FIFTEEN AND UNDER IN REGION VIII

Total CA Pop. % 0f CA CMEC Z of % Of <15
CA Who Are Which Is Caseload In CA served
Community Mental Health Center Pop. <15 <15 Caseload <15 By CMiC
Salt Lake Community Mental Health
Center 175,944 43,083 24.5 2,728 14.2 .0090
Timpanogos Coumunity Mental
Health Center 154,092 48,326 31.4 891 11.0 .0020
Weber County Mental Health Center 130,261 41,955 32.2 1,116 10.1 .0026
WYOMING:
Northern Wyoming Mental Health
Center 47,238 13,889 29.4 1,645 16.2 «0192
Southeast Wyoming Mental Bealth
Center 100,162 28,280 28,2 1,389 13.1 - 0064

€6



9

Percentage of children, adolescents, and geriatrics on Park East active

client load December, 1974 through September 1976.

Age 0-17
December, 1974 3.0%
March, 1975 7.0%
June, 1975 10.3%
December, 1975 12.47
June, 1976 11.0%

September, 1976 10.1%

Age 65+
2.5%
2.2%
1.8%
1.2%
1.2%
1.27
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TOTAL POP 180744

'Figure 2

TOTAL POPULATION OF NORTHWEST CATCHMENT

DENVER, COLORADO

MALES (85338)

FEMALES (95406)

NUMBER % AGE 5 4 3 2 1 1 2 3 & 5 6 %  XUMBER .
=
764 0.4 85+ w1 | FFFF 0.6 1476
1268 0.7 80-4 MMM | FFFFF 1.2 2190
2019 1.1 75-9 MMM | FFFFFFFF 1.9 3371
2816 1.6  70-4 MoeeeM | FEFFFFFFFF 2.4 4275
3548 2.0 6549 0009000 | FFFFFFFFFFF 2.6 4734
4197 2.3 60-4 MOM00000M | FFFFFFFFFFFF 2.9 5251
4369 2.4 55-9 ' Mae0800M | FFFFFFFFFFFF 2.9 5252
4262 2.4 504 M00000R0M. | FFFFFFFFFFFE 2.8 4994
4185 2.3 459 M22020000 | FFFFFFFFFEF 2.6 4669
3950 2.2 40-4 00000 | FFFFFFFFFF 2.3 4166
3732 2.1 35«9 e rMMMMM | FFFFFFFF 2.0 3595
4545 2.5 30-4 M42000004 | FFFFFFFEF 2.2 4042
7417 4.1 25-9 wiMMMMMMMMMMMMMM | FFFFFFFFFFFFFFE 3.7 67565
9261 5.1 20-4 00000000000 | FFFFFFFFFFFFFFFFFFFFFFFFER. 6.3 11348
7405 @l 1549 'mn-mmmmmm FFFFFFFFFFFFFFFFFR 4.5 8163
6763 3.7 104 0000000000000 | FEFFFFFFFFFFFFF 3.7 6706
7107 3.9 549 M20000000a00M | FFFFFFFFFFFFFFFF 3.9 7092
7730 4,3 0-4 MOMCMERON00R0MM | FFFFFFFFFFFFFFFF 4.0 7324
W 0

1970 Census Data
Prepared by Research and Evaluation November, 1974

g6
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TRAINING CONTRACT — Nursing Home April thru June, 1977

University of Denver
School of Professional Psychology

Amount: $4,000.00, payable in three stages

Terms: A training project to involve families of nursing home
patients in helping them meet patient mental health
needs.

Working through the Southwest Denver Mental Health Center, access
was provided to two nursing homes in its catchment area, who
agreed to work with the project team. Through staff of these

two homes, patients suitable for this project were selected.

In some cases where blood relatives could not be involved, it
was possible to involve close friends who £it the "social
network" style of approach.

According to the second report from the project training
coordinator, this project is reflecting a satisfying degree
of success, manifested in the fact that ome of the patients
has left the nursing home and another is in the process of
leaving.

While stage 3 will include a full report and evaluation of

this project, implications for future benefits of this contract
are very good. The insights developed and material generated
for use by faculty of the School of Psychology will undoubtedly
carry over to students at the school. The possibility of
continuing this type of training in the future through a
training grant or similar approach could also result.

Report covering final stage of this contract is due and expected
at any time.

Prepared by Grace Patston, ADAMH, Region VIII staff.

Submitted by Stanley C. Mahoney, Ph.D., Director,
ADAMHA Division, PHS Region VIII. Testimony submitted
at public hearing conducted by the U. S. Commission on
Civil Rights, Age Discrimination Study, Denver, CO
July 28, 1977
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TECHNICAL ASSISTANCE PROJECT

(Cooperative Venture Between the Alcohol, Drug Abuse
and Mental Health Division, PHS, Region VIII,
and the Center for the Study of the Mental
Health of the Aged, NIMH)

July 28, 1977

A technical assistance project, delivering technical assistance to
six participating Comprehensive Community Mental Health Centers, is
in progress in Region VIII at the present time. The project, based
on a proposal by the Center for the Study of the Mental Health of the
Aged, NIMH, is expected to culminate in recommendations that may be
used by centers staff to develop a range of services for the mentally
impaired elderly in the center catchment areas. This technical
assistance is being rendered by three teams of two consultants each,
working with center staff, and is being accomplished in two stages:

Stage 1. Includes study of pertinent information concerning
centers selected prior to working with the staff of the
centers.

Spending three days working directly with administrative and
Program staff of the centers.

A fourth day offers a program planning seminar, inviting
State staff, other community mental health center directors
and staff, and others concerned with the delivery of mental
health services to the impaired elderly.

At this time, Stage 1 has been completed at two centers, two are in
progress at the time of this writing and the remaining two centers
will be visited in August.

Reports are to be submitted within 30 days after completion of
Stage 1 and should include: the current status of the center's
programs for the elderly; description of program development plans
agreed upon by the center, including goals and objectives; steps to
be taken by the center to implement agreed upon plans; and a time-
table for implementation.

Stage 2. Will involve follow-up site visits to the centers
six months after the initial visit to assess progress and
render any further technical assistance the centers may
require.

Final reports will be submitted within 30 days after follow-up and
will include: evaluation of progress made by centers in
implementing programs; the center's adherence to the timetable
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Technical Assistance Project Page 2

for program implementation; any difficulty centers are experiencing
in implementing the program; and estimation of the need of the
center for further technical assistance.

Consultants for this technical assistance project were selected on
the basis of strengths and expertise in the area of gerontology as
well as program planning and development.

Prepared by Grace Patston, ADAMH, Region VIII staff.

Submitted by Stanley C. Mahoney, Ph.D., Director,
ADAMHA Division, PHS Region VIII. Testimony submitted
at public hearing conducted by the U. S. Commission on
Civil Rights, Age Discrimination Study, Denver, CO
July 28, 1977
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THE COLORADO
MENTAL HEALTH PLAN
(1976 - 1981)

A plan based on use of the least restrictive
alternative in the treatment of the mentally

disabled.

August 1976
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PREPARED BY
COLORADO DIVISION OF MENTAL HEALTH

James R. Dolby, Ph.D.
Director

State Plan Committee Members:

Robert B. Abelson, Ph.D. Division of Mental Health

Capen Farmer, Ph.D. Arapahoe Mental Health Center

Sidney M. Glassman, Ph.D. Division of Mental Health

Robert L. Hawkins, ACSW Colorado State Hospital

Floyd H. Martinez, Ph.D. Mental Health Center of Boulder County
Earl McCoy, ACSW Fort Logan Mental Health Center

Youlon D. Savage, ACSW (Chairman) Division of Mental Health

Frederick J. Wells, Ph.D. Mental Health Association of Colorado

DI76 MH2 H5




101

FOREWORD

The prevention and treatment of mental i1lness is the
naison d'etre for the Division of Mental Health, the

state hospitals and the mental health centers and clinics
which comprise the public mental health services system.

The basic philosophy and value system underlying this plan
and the delivery of mental health services in Colorado can
be summarized as follows: Persons in need of mental health
services have the right to high quality services, provided
close to home, without unreasonable delay. Services should
be provided in the least restrictive setting, in a manner
which preserves privacy and human dignity and interferes to
the least extent possible with the individual's freedom. The
primary objectives should be to prevent or relieve emotional
suffering and to facilitate the best and most productive

functioning of which the individual is capable.
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THE COLORADO MENTAL HEALTH PLAN
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THE COLORADO MENTAL HEALTH PLAN

I.  INTRODUCTION

A. PURPOSE

The Colorado Mental Health Plan was developed to provide direction
for the planning and delivery of public mental health services during the
next five years. More specifically, the purposes of the Plan are to
assist in providing: systematic determination of mental health service
needs, and the additional planning necessary to address these needs;
the delivery of quality care by a well-organized, integrated system; and
the delivery of cost-effective services.

The following requirements of a statewide mental health plan are
incorporated in the purposes 1isted above: identify gaps in and
duplication of services; determine mental health personnel needs;
provide for citizen input; facilitate coordination with other agencies;
develop standards to insure quality care; clarify the roles of the
components of the system; provide a basis for furiding; and develop

goals with measurable objectives.
B.  ORGANIZATION AND SCOPE
The six chapters and five appendices of the plan address the

requirements of Public Law 94-63 (the Community Mental Health Center's
Act of 1975), and state statutes. Following the introductory



chapter is one on the administration of the Plan., This chapter

identifies the State Mental Health Authority and organizational structure,
and provides for the appointment of a State Mental Health Advisory
Council. The procedures for the annual review of the State Plan
and the administration of Public Health Service Act funds (Section
314d) are detailed. The required federal assurances are included in
this chapter, as are personnel standards relating to civil service,
equal employment and affirmative action.

Chapter III is regarded as the "heart" o% the Plan as it sets
forth the goals and objectives which provide both specific direction
and a means of assessing progress. The goals and objectives are developed
around the principles detailed in Chapter I emphasizing the use
of the least restrictive setting, protection of human dignity and
the client's rights, the availability of services close to home, and
accountability. The use of the least restricitve setting principle
requires conscious effort to avoid inpatient hospitalization, when a
Tess intensive form of treatment, such as outpatient care, will
adequately meet the client's clinical needs. Implementation of this
principle also requires the development of a range of Tlocally available
treatment facilities which can be used in Tieu of inpatient care.
Prevention and the special needs of target populations are also key
foci of the goal statements and the accompanying objectives.

The state mental health program, as it is and as it will evolve in
accordance with the Plan, constitutes the content of Chapter IV. The
requirements for pre-admission screening emphasize the thrust towards

avoiding inpatient hospitalization except in those instances where it
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is clearly indicated. Those clients who require inpatient care in a
state hospital will be assured of high quality services because of the
intensive and extensive quality assurance and utilization review
programs in effect in both hospitals.

Chapter IV also focuses on the discharge of clients from inpatient
and other more intensive forms of care, and the procedures to insure
appropriate follow-up. The intent is to insure that clients who require
aftercare services receive such care in a pre-planned and systematfc
way, and that those who require 1iving arrangements where treatment
is available are properly placed.

Workforce 1ssues including available resources, training programs and
possible displacement are addressed. The possible displacement of
state hospital employees because of the emphasis on deinstitutionalization
and the use of alternatives to inpatient care is a key issue. The
reasons this will probably have less harmful impact on state employees
in Colorado are outlined. Coordination of mental health services with
other human services p]anning and caregiving agencies is the almost
overwhelming but essential task addressed in Chapter V. This chapter,
and the goals and objectives speak to processes and mechanisms for
constructive resolution of "boundary" problems toward the end of
providing better care to more clients at the Towest possible cost.

Appropriate attention is given the complex health planning arena
where, because there are many players, coordination is more difficult.

The interface between the Division of Mental Health and the Division
of Alcohol and Drug Abuse is the focus of specific planning designed

to increase cooperative planning which will result 1in better use of
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available funds, additional funding, and consequently the availability
of appropriate substance abuse services to more clients.

Chapter VI describes the present services and the mental health
service needs of the communities served by the 24 mental health centers/
clinics. The catchment area concept is supported to the extent it
allows flexibility in the sharing and centralization of services where
clinically feasible and economically desirable. The priorities for
the funding of services and facilities in the various catchment areas
will be determined, to a great extent, by the rankings of centers/
clinics based on need. The rankings are indicated in Appendix III.

This chapter also deals with the development of community mental
health resources and facilities for centers/clinics.

The appendices consist of a 1isting of the agencies and organiza-
tions from which input was sought and/or received, the Report of the
Chicano Mental Health Planning Symposium, the rankings (based on need)
of community mental health centers/clinics, the inventory of existing
facilities, and the basis for the rankings of centers/clinics, the
survey of need.

It is recogpized that the implementation of this Plan is dependent,
to a very large extent, upon funding. However, funding as such is not
within the scope of this Plan. Specific sections of the Plan will be
incorporated in annual budget requests, and the Plan itself will be a
basic document available to Tegislators, and others with funding
responsibilities, and used in budget presentations.

The Standards/Rules and Regulations required by Public Law 94-63

have been published in a separate document.
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C.  PHILOSOPHY

The philosophy of the Division of Mental Health is reflected

throughout this Plan. This philosophy, expressed as principles, is

categorized under the foltlowing four headings:

1. Human Dignity, Privacy and Cljent's Rights

a.

g.

Mental Health services should be provided in a manner which
preserves the client's privacy and dignity.

Clients have a right to know the type of treatment they will
receive and the reasons for a particular type of treatment.
Clients have the right to participate in setting their treat-
ment goals.

Clients have the right to receive services meeting customary
standards of professional quality.

Individuals have the right to refuse treatment unless they
are found to be a danger to themselves or others, or are
gravely disabled.

Involuntary clients have the same right to goal-oriented
treatment as do voluntary clients.

Clients' rights should be vigorously protected. The services
of an advocate should be available to involuntary clients.
The written consent of the client shall be obtained before
information concerning the client.is released to others,
except in those instances where release of information without

the client's consent is specifically permitted by statute.
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2. Least Restrictive Setting

Each client should be treated in the least intensive or restrictive
setting consistent with the client's clinical needs (e.g., a client
should not be hospitalized if a less intensive type of care will
adequately meet his/her treatment needs).

3. Availability of Services Close to Home

a. Mental health services should be provided in the local community,
as close as possible to the home of the client.

b. Entry into the public mental health system should be through
the Tocal mental health center or clinic. Every effort should
be made to treat the client at this level on an outpatient
basis before referring the client for more intensive care.

c. The mental health system should provide consultative services
to other agencies such as schools, social service departments,
the clergy, etc., to help increase the capabilities of these
agencies and individuals in the early detection of, and
effective intervention in, emotional problems.

d. Closely related to the principles of the availability of
services close to home and in the least restrictive setting
is the concept of normalization; i.e., services should be
provided in the most normal or home-iike setting possible.

4, Funding and Accountability

a. The primary responsibility for public mental health care should
rest with the state; however, it is recognized that part of the
financial burden should be assumed by local governments, the

federal government, employers and those who receive services.




b. Clients should be billed in accordance with their ability

to pay.

c. Maximum effort should be made to obtain reimbursement for
services toclients, who areeligible, for Medicare (Title XVIII),
Medicaid (Title XIX) and other third party mental health
benefits.

d. There should be a continuous effort to measure the impact or
results of mental health services. Agencies and programs
which provide effective services at Tow cost should receive
special recognition, and their methodology should be studied
for possible use by other agencies.

e. The results of ongoing evaluation of mental health services

should be reflected in the planning process.

D. HOW THE PLAN WILL BE USED

This Plan will be widely distributed within and outside the mental
health system. It will be used within the system as a statement of
policy, to clarify the roles of the various components, to unify the
various agencies around common goals, for program direction, to provide
a rational basis for the allocation and utilization of funds, and to
assess progress.

The plan will also be used as a vehicle for improving communication
between the mental health system and other agencies and orgamizations,

and as a documented and coherent basis for funding requests.
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E. PROCESS BY WHICH THE PLAN WAS DEVELOPED

1. Planning Committee

a.

A planning conmittee was appointed by the Director, Division

of Mental Health comprised of:

(1) three members of the Division of Mental Health Central
O0ffice staff;

(2) two representatives of the Colorado Association of
Community Mental Health Centers and Clinics;

(3) one representative of the Mental Health Association of
Colorado; and

(4) one representative from each of the two state hospitals.

Notification of Intent (A-95 process) was initiated.

The Committee reviewed a variety of approaches for preparation

of a first draft. Their decision was to form a number of

small task forces and to assign each the responsibility for

writing a section or sections of the first draft of the Plan

utilizing available input. The draft was reviewed by the

Committee, the federal contact officer and others, and a

second draft was prepared. The second draft was widely distri-

buted and comments were elicited. The final draft incorporates

many of the contributions of the various reviewers. (See

Appendix I for a Tist of agencies and organizations from which

input was requested and/or received.)

The Plan was then submitted to the Alcohol, Drug Abuse and
Mental Health Administration (ADAMHA) Regional Office.
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II. ADMINISTRATIVE INFORMATION
A. STATE MENTAL HEALTH AUTHORITY

The Department of Institutions is designated the official mental
health and mental retardation authority and is authorized to receive
grants-in-aid from the federal government under the provisions of
42 U.S.C. 246, and wlll administer such grants in accordance therewith
(CRs 27-1-206, 1973).

The Executive Director of the State Department of Institutions is
Raymond Leidig, M.D. The Executive Director is appointed by the Gover-
nor with the consent of the Senate and serves as a confidential employee

of the Governor. The Department has five major Divisions: 1) Mental
. Health; 2) Developmental Disabilities; 3) Corrections; 4) Deaf and
Blind; &) Youth Services. (See Figure 1 for Organizational Chart of
the Department of Institutions)

Address: Statutory Authority

Raymond Leidig, M.D., Executive Director

Department of Institutions

4150 South Lowell Boulevard

Denver, Colorado 80236

The Director of the Division of Mental Health is appointed by the

Executive Director of the Department of Institutions. The Director of
the Division of Mental Health is responsible for planning, organizing
and directing the State's mental health program for the prevention and
treatment of mental and emotional disorders. He has line supervision

over Colorado State Hospital and Fort Logan Mental Health Center, and
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the staff of the central office of the Division. He is responsible for
the general effectiveness of the Division programs, activities and opera-
tions. (See Figure 2 for Organizational Chart of the Division of Mental
Health}
Address: James. R. Dolby, Ph.D., Director
Division of Mental Health

4150 South Lowell Boulevard
Denver, Colorado 80236

B. STATE MENTAL HEALTH ADVISORY COUNCIL

1. Membership
The State Mental Health Advisory Council will consist of 21 members

who will be residents of Colorado. Only nine (9) members of the
council will be direct or indirect providers of mental health services.
The membership of the council should include representatives of those
elements of the health service delivery system whose decisions impact the
goals of: health care cost containment; access to health care services;
appropriate placement; and continuity of care. Examples of sources
for consumer and non-consumer members are:

a. Mental Health Association of Colorado;

b. Health systems agency boards of directors;

¢. Health care payors (e.g., private insurance industry, medicaid

administration);

d. League of Women Voters;
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Child, Adolescent, and Senior Citizen Advocacy groups;

Ethnic Minority Advocacy graups;

Health manpower education and training institutions and
agencies;

ATlied health and social support providers (e.g., Nursing home
industry, Community Care Organizations, etc.);

Health care and other human service Ticensure boards;

Former or present clients and/or family member;

Elected officials;

Board and/or staff member of mental health centers and clinics;
Voluntary human service agencies;

Private health care sector;

State departments and agencies;

School districts.

Selection Process

The Council shall be appointed by the Governor. For the first year

of the council's existence, ten (10) members shall be appointed for one

year terms and eleven (11) members for two year terms. From the second

year forward, expired memberships shall be filled by the Governor for

two year terms, except that appointments to fi11 unexpired terms of

members who resign shall be for the unexpired terms of the resigned

members.

No council member shall serve more than five consecutive years.

Any citizen may nominate persons to serve on the council. The

names of nominees may be submitted to the Governor, the Director, Division

of Mental Health, or the Council.
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The selection process will be implemented in such a manner as to
ensure appropriate representation of the various geographic areas of the
state, as well as the social, economic, and ethnic groups residing in
the state.

3. Functions, Responsibilities and Procedures

The State Mental Health Advisory Council will function as an official
advisory body to the Division of Mental Health concerning the development,
revision, and administration of the State Plan. In that role, it func-
tions as a collective voice for the mental health service client, provider,
planner, administrator, and concerned citizen.

Among the Council's responsibilities are the following:

a. the Council will meet as often as necessary to review and

critique development and implementation of the State Plan;

b. The Council will meet as often as necessary but not Tess than

quarterly to consult with the State agency on the development
and administration of the State Plan;

¢. the Council will maintain a record of the dates of council

neetings, issues considered, and a record of actions taken, in-
cluding specific reference to the required annual review of the
State Mental Health Plan for inclusion in the annual up-date of
the Plan;

d. the Council will serve as a standing committee of the State

Health Coordinating Council with the approval of that body;

e. the Council will establish ad hoc groups for special assign-

ments deemed necessary by the Council or the Director of DMH;
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f. the Council will develop by-laws and appropriate operating

guidelines to ensure smooth and continuous operation.

Each year the members of the council will elect a Chairperson and Vice-
Chairperson from the Council membership. A recording secretary may be
designated by the Chairperson. A quorum will consist of 11 members present
at any meeting. With a quorum present at any Council meeting, a majority
vote will decide all questions.

Meetings of the Council will be open to the public,

C. ASSURANCES

1. Reports and Records

The Division of Mental Health will annually, report in writing to
the Regional Office of ADAMHA its evaluation of each facility's com-
pliance with the Standards/Rules and Regulations for community mental
health centers and clinics and will keep such records and afford such
access thereto as the Regional Office may find necessary to assure correct-
ness, compliance, and verification of such reports.

The Division of Mental Health will retain on file for at least three
years beyond participation in the program all documents and accounting
records related to any expenditures. They will take such steps as
necessary to ensure that centers/clinics retain, for at least three
years after final payment of federal funds, all financial records and
documents related to expenditures for projects funded wholly or in part

with federal funds.
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2. Conflict of Interest

No full-time officer or employee of the Division of Mental Health,

or any firm, organization, corporation, or partnership which such offi-

cer or employee owns, controls, or directs shall receive funds from any

applicant directly or indirectly for payment for services provided in

connection with the planning, design, construction, equipping or opera-

tion of any projects funded under the Community Mental Health Centers

Act.

D. ANNUAL REVIEW

1. Procedure for Annual Review

a.

In November of each year the Division of Mental Health- {DMH)
will notify all recipients of the Plan that the annual review
is underway. Concerned and affected agencies will be invited
to comment on the Plan and recommend changes and revisions.

The DMH staff will review the comments and recommendations with
the Advisory Council.

The Advisory Council will be requested to study the areas of
primary concern and to recommend appropriate changes and re-
visions in the Plan.

A draft of the proposed revisions will be prepared for review
by the Council.

After the €ouncil review, the revised draft will be made avail-

able for public review.
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f. When input generated during the public review has been appropri-
ately considered by DMH and the Council, a final document, in-
cluding the Council’s comments, will be prepared for submission
to the ADAMHA Regional Office.

2. Procedure for Publicizing the Plan

a. At least 30 days prior to the submission of the Plan to the
ADAMHA Regional Office, a notice will be published in at least
three major newspapers that the State Mental Health Plan is
being up-dated, and that the proposed additions and changes are
available for examination and comment.

b. Appropriate DMH staff will be available to discuss the Plan.
Copies of the proposed changes and revisions will be available.

c. Within four months after final approval of the Plan a summary
will be prepared for general distribution. The summaries will
be made available to the Mental Health Association, centers/
clinics, hospitals, and other agencies and organizations for

distribution to the public.

E. PERSONNEL ADMINISTRATION

1. Personnel Standards

The State of Colorado has a merit system implemented through the
State Personnel Department and governed by the State Personnel Board.
Sections 13-15 of the State Constitution provides for the establish-

ment of a merit system. Hiring procedures, classification, compensation,
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fringe benefits, grievance procedures and disciplinary actions for
employees of Colorado State Hospital, Fort Logan Mental Health Center
and the Division of Mental Health central office are determined in
accordance with merit system regulations.

2. Non-Discrimination

Thé Division of Mental Health (DMH) will continue to comply with the
Tetter and spirit of Federal Executive Order Nos. 11246 and 11375, the
Civil Rights Act of 1964, as amended, the Governor's Executive Order
dated April 16, 1975, the Colorado Antidiscrimination Act of 1957,
as amended, the Equal Rights Amendment of 1972, and Rules and Regulations
adopted by the State Personnel Board, which became effective July 1, 1975.
The DMH policy in brief is to provide equal employment opportunities
to all persons on the basis of individual merit without regard to race,
creed, color, sex, age, national origin, marital status, family relation-
ship, political or religious affiliations, organization membership or
other non-merit factors. Compliance with this policy will be required
of any agency from which the DMH purchases services.

The State of Colorado recognizes that a policy of nondiscrimination
in itself is insufficient when attempting to reverse traditional patterns
of discrimination. 1Itis, therefore,necessary to implement a plan of
affirmative action in order to identify discriminatory practices and
initiate programs designed to replace those practices with positive
approaches to human and organizational development. Such a program
requires support and commitment from all levels, specific goals and the

monitoring and evaluation of progress in achieving affirmative action
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goals. The Division of Mental Health requires such affirmative action
plans in 1ts "Standards/Rules and Regulations for Mental Health
Centers and Clinics.” The Division of Mental Health is also requiring
the central office and the two state hospitals to develop a specific

3 year affirmative action plan.

F. ADMINISTRATION OF 314(d) FUNDS

Section 314(d) of the Public Health Service Act, as amended, provides
for the allocation of formula funds to states to "provide and strengthen
public health services."™ Fifteen percent of Colorado's annual allotment
1s made available to the Division of Mental Health (DMH) for mental health
services. Up to thirty percent of the DMH allocation will be used for
administration of the program. The balance of the mental health funds
will be utilized in accordance with federal guidelines with particular
attention to:

1. projects designed to eliminate inappropriate placement in insti~
tutions of persons with mental health problems;

2. the development of alternatives to institutionalization;

3. improving the quality of care of those for whom institutional
care 1s appropriate;

4. assistance to agencies to facilitate pre-screening of residents
being considered for inpatient care to determine if such care is nec-

essary;



121

- II.10 =

5. provision of follow-up care by community mental health centers
and clinics for residents of the state who have been discharged from
mental health facilities;

6. high risk populations such as the poor and the elderly.

The highest priority for funding will be projects which are innovative,

time Timited, and which have a built-in evaluation component.
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II1. STATEWIDE GOALS AND OBJECTIVES
A. GOALS

One purpose of the planning process is to develop procedures and
mechanisms for managing the activities, tasks, and changes necessary
to accomplish the mission and purpose of the organization. The setting
of goals is both an essential element of the planning process and an
important product. The goals in this chapter provide direction to the
efforts of the public mental health system. The objectives which follow
serve the dual functions of describing the steps necessary to accomplish
the goals, and providing a means of assessing progress. These goals and
objectives are to be our guidelines; however, they will be responsive
to changing needs and other factors that evolve during the continuous
planning process.

Woven into the fabric of the goals are the principles which undergird
the state public mental health delivery system. These principles empha-
size the provision of cost-effective services close to home, in the
Teast restrictive setting, and in a manner which preserves human dignity,
privacy and rights. The goals and objectives are the heart of the plan
and serve as a unifying force which pulls together the various elements
of the plan. These elements include need, special target populations,
available and needed resources, coordination with other care-givers,
the roles of the various components of the system, administration and
accountability, and as previously indicated, the principles underlying

the delivery of mental health services.



The goals and objectives are alsd in congruence with the congressional

intent embodied in Public Law 94-63, the Community Mental Health Centers
Amendments of 1975. This act focuses on: 1) the availability
of a full range of mental health services (inpatient, partial hospital-
ization, outpatient, 24 hour emergency and consultation and education)
in Tocal communities; 2) special efforts to meet the mental health
service needs of children, the aged, rape victims, and substance abusers;
3) pre-admission screening to reduce inpatient care; 4) the development
of halfway houses and other alternatives to inpatient care:; 5) follow-up
care for persons who have been discharged from a mental health facility;
and 6) services directed towards the prevention of mental il1lness.

The following comprehensive goals are interrelated and interdependent;

therefore, the order of 1isting does not indicate relative priority.

1. Goal #1

To provide mental health services through a system which:

is cost-effective

is coordinated with other agencies
- is efficient

- is based on the assessment of mental health needs

establishes and enforces quality of care standards

is evaluated.

The delivery of mental health services must be based op sound manage-
ment principles which include determining what the needs are, obtaining

the resources to meet these needs, providing effective services in the



126

- II1.3 -

most efficient manner and evaluating the impact of the services. Also
necessary to this process are coordination with other agencigs and the
existence and enforcement of standards.

2. Goal #2

To provide mental health services to the citizens of
Colorado, emphasizing services which are:

- least restrictive

- community based

- comprehensive

- close to home

- integrated

- appropriate

The intent behind this goal is to provide services as close as
possible to the client's home, in the most normal or home-like setting
possible, and to emphasize utilization of the least intensive service
consistent with the treatment needs of the client. The accomplishment
of this goal requires:

a. recognition of the catchment area centers/clinics as the primary
point of entry for clients entering the public mental health
system;

b. pre-admission screening to insure that clients are not admitted
to inpatient or another more intensive level of care than is

required to effectively and efficiently treat them;
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the development in each catchment area of the array of mental
health services necessary to meet the service needs of the
residents, including a range of alternatives to inpatient care
for those clients who require 24 hour care, but not inpatient
hospitalization;

the use of Fort Logan (the state hospital serving the Denver
metropolitan area) for short term inpatient hospitalization of
adults from the metropolitan Denver area in those instances
where the cost of care in a general or psychiatric hospital is
not competitive with the cost at Fort Logan;

the use of state hospitals for inpatient care for specialized
inpatient services to children, adolescents and the aged who
specifically require inpatient hospitalization;

the use of state hospitals and appropriate center/clinic services
for clients requiring long term care; (This will obviously réquire
the development of criteria to be used as the basis for selection
of the appropriate treatment setting, and the movement of a
client from one setting to another.)

the sharing of services among or between contiguous catchment
area centers/clinics;

the provision of services through contractual or other formal
arrangements with other Tocal public, voluntary or private
resources;

the continued use of Colorado State Hospital for the provision

of adult inpatient services to the Pueblo area;
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J. prior determination of the short-term adult jnpatient average
daily attendance for Fort Logan Mental Health Center and
Colorado State Hospital to insure proper staffing of the treat-
ment units.

In summary, this goal emphasizes the intent that the basic responsi-
bility for the provision of mental health services rests with catchment
area centers/clinics. Services will be provided in the Tocal community
whenever practicable. Inpatient services will be used only for those
clients for whom inpatient services are clearly indicated.

Alternate treatment facilities, including skilled nursing homes,
intermediate care facilities, residential care facilities, halfway
houses, family care homes, and foster homes will be developed in the
various catchment areas. The availability of these facilities and
pre-admission screening are expected to reduce the inappropriate use of

inpatient beds.
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3. Goal #3

To provide mental health services tailored to the special

needs of the following groups:

- children - ethnic minorities

- adolescents - rural residents

- elderly - economically disadvantaged
persons

- alcohol and drug abusers - women

rape victims

chronically disabled

The indicated groups have been targeted because of the need for spe-
cific programs to meet their unique mental health needs. Utilization
reports indicate that children and adolescents and the elderly are
underserved. Chicanos, the largest ethnic minority group in Colorado,
require a range of services which take into consideration not only the
cultural factors which affect all Chicanos, but the diversity of mental
health needs within the Chicano population.

Appendix II is the report of the Chicano Mental Health Planning
Symposium, which took place in Denver in January 1976. This report
identifies a number of issues essential to the planning and delivery
of mental health services to Chicanos. Many of the symposium recommenda-
tions are incorporated in this plan.

Other ethnic minority groups, while comparatively small in number,
also have a right to expect some attention to be directed to the impact

of their cultural heritage on their mental health service needs. Rape
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victims, rural residents and women can be better helped in treatment
programs which are sensitive to their unique needs. The poor, which
are also represented in some of the other groups, are the highest users
of public mental health services. Treatment programs which can identify
their special needs and ways of addressing these needs are essential.
An almost neglected target population is the chronically disabled,
many of whom are former state hospital inpatients. The intent is to
insure that the chronically disabled are identified and provided the
services necessary to improve their overall functioning to the fullest
extent possible, and that every effort is expended to avoid hospital-
jzation or re-hospitalization unless such care is specifically required.

4, Goal #4

To increase public knowledge of mental health services

and ways of preventing mental illness.

Preventive services are directed at the many potential victims of
mental i1lness, i.e., that segment of the population which, while not
visibly mentally 111, function below their potential capacities. The
primary thrust of this goal is the promotion of mental health by
helping people acquire‘knowledge, attitudes, and patterns of behavior
which will foster and maintain their mental well-being. Prevention-
oriented mental health education must take into account the make-up
of the individual communities to be served, i.e., the proportioi of

aged, ethnic minorities, children, etc., and the most effective ways
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of reaching these groups. In this connection, there is considerable
evidence to support the contention that a prevention program based on

the individual, family, and small group contacts, is an effective strat-
egy to employ in the provision of services to Chicanos. This application
of the prevention concept may, for many Chicanos, be more beneficial

than traditional direct service methods. A major concern to be addressed
is the Tack of data on the impact of preventive programs.

5. Goal #5

To increase consultation services to other public

agencies that provide services to mentally 111 persons.

The term consultation services, as used in this plan, applies pri-
marily to assisting other community service professionals improve
their skills in working with mentally 111 persons. Community service
professionals to whom consultation services are offered include school
personnel, law enforcement officials, social service workers, court per-
sonnel, public health nurses, agricultural extension workers, clergymen,
physicians, and others. These individuals are the "gate-keepers" of
the mental health system, for in times of trouble they are the ones
to whom the average person turns for help, and they account for the
Targest percentage of referrals to mental health service agencies.
Obviously, the more skilled the “"gate-keepers" are,the more effective
they will be in early detection and early intervention. Possible out~

comes of the involvement of skilled "gate-keepers" include the prevention
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of some serious mental health problems and more appropriate referrals

to mental health centers/clinics and hospitals.

B. OBJECTIVES

1. Goal #1

To provide mental health services through a system which:
- is cost-effective eFF e ot

- is coordinated with other agencies

- is efficient

- is based on the assessment of mental health needs

establishes and enforces quality of care standards

is evaluated

a. Cost-Finding System:

(1) By July 1, 1976, a uniform Chart of Accounts for the two
state hospitals will be developed.

(2) By January 1, 1977, a uniform cost allocation procedure (to
include cost definitions and detail methods of allocation of
all fixed, variable, and step variable costs) for the two state
hospitals will be developed and implemented.

(3) By July 1, 1977, a system capable of generating comparable
fiscal information needed for cost-finding in centers/clinics

will be developed.
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(4) By Jdanuary 1, 1978, the system will be fully installed in all
centers/clinics.

(5) By July 1, 1978, comparable cost-finding data will be available
for all centers/clinics.

(6) By July 1, 1978, the cost finding systems for centers/clinics
and the two hospitals will be comparable.

Audit Guidelines:

(1) By October 1, 1976, financial audit guidelines for centers/clinics
will be developed.

(2) By October 1, 1977, the initial audit of all centers/clinics
based on these guidelines will be completed.

Energy Conservation:

(1) By July 1, 1979, a total energy conservation study will be done
at both state hospitals.

(2) By July 1, 1981, state hospitals will begin conversion to solar
heating/cooling, if proven feasible by the energy conservation
study.

Staffing Pattern:

(1) By July 1, 1977, a classification and salary survey of centers/
clinics will be complated.

(2) By July 1, 1978, the recommended staffing patterns for the state
hospitals will be based on management engineering prinéiples and
normative standards.

(3) By July 1, 1978, the recommended staffing patterns for mental
health centers/clinics will be developed.

Treatment Qutcome Evaluation:

(1) By March 1, 1977, a method for evaluating treatment outcome,
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comparable for the total system, will be decided upon by the
Division of Mental Health in consultation with the statewide
Evaluation Advisory Committee.
By July 1, 1977, this method will be implemented statewide.
By July 1, 1978, comparable data regarding treatment outcome

will be available from all agencies.

Coordination with Other Agencies:

(1)

(2)

3)

(4)

(5)

(6)

By September 1, 1976, quarterly meetings with representatives
of the State Health Planning and Development Agency will begin.
By September 1, 1976, quarterly meetings with the Department of
Psychiatry, University of Colorado Medical Center will begin.
By September 1, 1976, quarterly meetings with the Department

of Social Services will begin. These meetings will deal with
such issues as reimbursement for mental health services under
Titles XVIII, XIX and XX of the Social Security Act, and other
aspects of care to persons eligible for services reimbursable
by social service funds.

By October 1, 1976, the Division of Mental Health will begin
providing the State Health Coordinating Council with information
on mental health service needs and recommended programs for
meeting these needs, on an annual basis.

By November 1, 1976, periodic contacts will be established

with the Department of Education and the Judicial Department

to deal with areas of mutual concern, such as services to
children and forensic issues.

By January 1, 1977, periodic contacts with such divisions
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of the Department of Health as family health services, community
health services, administrative services, alcohol and drug
abuse and health facilities will be initiated.

Need Assessment:

(1) By October 1, 1976, the Division of Mental Health will produce
a catalog of programs offered by its agencies.

(2) By October 1, 1976, a methodology for performing a comprehensive
need assessment will be decided upon.

(3) By March 1, 1977, an annual inventory of existing facilities,
as required by the State Plan, will be performed.

(4) By March 1, 1977, an annual update of the personnel needs and
resources of the mental health system will be accomplished.

(5) By July 1, 1977, need assessment data to be used for program
planning and budgeting purposes will be available.

(6) By October 1, 1977, a comprehensive inventory of services
offered by the Division of Mental Health agencies will be
produced.

(7) By July 1, 1978, need assessment data will be further
refined.

Standards and Evaluation:

(1) By July 1, 1977, the On-Site Evaluation Instrument will be
reviewed and revised.

(2) By July 1, 1977, every center/clinic will be evaluated using
the 1976 version of the On-Site Evaluation Instrument.

(3) By July 1, 1977, each center/clinic/hospital will have a written

Quality Assurance Program and peer review mechanisms.
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By July 1, 1978, the first review and update of the revised
State Standards/Rules and Regulations for centers/clinics will
be accomplished.

By July 1, 1978, the Division of Mental Health will have developed
standards for hospitals to supplement JCAH standards.

By July 1, 1979, the hospitals will be evaluated using these
supplemental standards.

By July 1, 1981, the State Standards/Rules and Regulations for
centers/clinics will be completely revised.

By July 1, 1981, th; Division of Mental Health will require all
centers to meet Joint Commission on Accreditation of Psychiatric

Facilities Standards for Centers.

2. Goal #2

To provide mental health services to the citizens of

Colorado, emphasizing services which are:

least restrictive

community based

comprehensive

- close to home

integrated

appropriate

a. Use of Hospitalization:

(1)

By July 1, 1977, the average daily attendance (ADA) at
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the two state hospitals for FY 1976~77 will be six percent
less than that for FY 75-76.

(2) By July 1, 1978, Fort Logan Mental Health Center will be estab-
lished as the primary agency which provides adult inpatient
services for the Denver metro area (except the Northwest
Denver and Bethesda catchment areas).

(3) By July 1, 1978, the total ADA at the two state hospitals for
FY 1977-78 will be seventeen percent less than that for FY 75-76.

(4) By July 1, 1979, the total ADA at the two state hospitals for
FY 1978-79 will be twenty-eight percent less than that for FY
1975-76.

(5) By July 1, 1981, the ADA at the two state hospitals for FY 1980-
81 will be thirty-eight percent less than that for FY 1975-76.

b. Center/Clinic-Hospital Integration:

(1) By January 1, 1977, the Division of Mental Health will form a
joint center/clinic-hospital treatment planning group to formu-
late diagnostic, admission, treatment and discharge policies.

(2) By July 1, 1977, each center/clinic will have developed and
implemented written procedures for the prescreening of potential
inpatient admissions from social service departments, courts
and other community agencies.

c. Services Close to Home:

(1) By July 1, 1977, the Division of Mental Health will develop in
collaboration with appropriate agencies, proposed criteria and

standards for admission to alternate treatment facilities.
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(2) By July 1, 1978, all 14 current centers will have developed

@)

(4)

(5

(6

(7

(8

)

—

)

—

the full range of the 12 comprehensive services (inpatient,
partial, outpatient, 24-hour emergency, consultation and educa-
tion, pre-admission screening, halfway house, follow-up and
services to children, the elderly, and alcohol and drug abusers).
These services will be provided directly or through affiliated
agencies.

By July 1, 1978, at least eight of the catchment areas will each.
have available a minimum of five different types of residential
treatment alternatives (e.g., nursing homes, intermediate care
facilities, residential care facilities, halfway houses, family
care homes, foster homes, etc.) to inpatient hospitalization.

By July 1, 1978, all centers/clinics will provide follow-up
treatment services to persons discharged from inpatient care who
require such services. R

By July 1, 1979, at least 16 catchment areas will each have
available a.minimum of five different types of alternate treatment
facilities.

By July 1, 1979, all catchment areas will have 24-hour emergency
care available.

By July 1, 1981, the seven catchment area clinics will be compre-
hensive centers offering the 12 services. These services will

be furnished directly or through affiliate agencies.

By July 1, 1981, all centers/clinics will have available a
minimum of five types of alternate residential treatment

facilities.
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d. Continuing Education:
(1) By July 1, 1976, a continuing education grant will have been

developed for the training of center/clinic staff in the pro-
vision of the services required by PL 94-63 (inpatient, out-
patient, partial. care, consultation and education, emergency,
prescreening, follow-up, halfway house services and services
to children, the elderly and substance abusers).

(2

~—

By October 1, 1976, the Division of Mental Health will begin -

providing training to mental health agencies in the delivery

of consultation services to other care giving agencies.

(3) By January 1, 1977, the Division of Mental Health will have a
proposed training program for increasing staff sensitivity to
Chicano mental health needs.

(4) By Jdanuary 1, 1977, the Division of Mental Health will designate
for development one or more specialized, mental health resource
centers for educational materials which would be available to
all mental health agencies. The resource center will include
special sections for educational materials on Chicanos and
other groups with special mental health service needs.

(5) By May 1, 1977, the proposal for increasing staff sensitivity
to Chicano mental health needs will have been field tested in
at Teast three centers/clinics.

(6) By Jduly 1, 1977, the Division will have three minority awareness

training programs, including the program referred to in (4)

above, available for agency use.
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By July 1, 1977, the Division will conduct the first of its
training programs for the ongoing career development of clini-
cal administrators.

By Jduly 1, 1977, the Division of Mental Health, with the
assistance of the Continuing Education Committee, will establish
standards for inservice and continuing education programs.

By July 1, 1977, the Division will initiate a process for
developing uniform definitions and training requirements

Teading to certification of employees for various levels,
functions and roles in center/clinics.

By July 1, 1977, the Division of Mental Health and the Division
of Alcohol and Drug Abuse will have developed a training program
for mental health agency staff who work with alcohol and drug
abusers.

By March 1, 1978, a training program for the training of

parents to work in group homes will be developed.

By July 1, 1978, the Division will have instituted a training
program for persons who work with the chronically disabled.

By July 1, 1978, the Division will have made available to each
center/clinic a minimum of two board training sessions (baseline
July 1, 1976).

By July 1, 1979, the Division of Mental Health with the assistance
of the Continuing Education Committee, will develop a proposal
for the adequate funding of the training needs of the centers/

clinics and hospitals.
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To provide mental health services tailored to the special

needs of the following groups:

children

adolescents

elderly

alcohol and drug abusers

rape victims

ethnic minorities

rural residents

economically disadvantaged persons
women

chronically disabled

a. Children_(Ages 0-11 years):
/(1) By July 1, 1977, the proportion of admissions of children
to the state mental health system during the 76-77 FY will be

(2)

(3

increased by 25 percent over that of the base year, FY 1974-75.

By July 1, 1978, twelve centers/clinics will have professionals

trainéd in the treatment of children.

By July 1, 1978, all catchment area programs designated as centers

as of that date will have a partial care program for children
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if the need in the catchment area warrants such services.

By July 1, 1978, the proportion of admissions of children
during the 77-78 FY will be increased by 35 percent over that of
the base year, FY 1974-75.

By July 1, 1978, Fort Logan Mental Health Center will add an
additional unit in the Children's/Adolescent Division.

By July 1, 1978, at Teast one group home with specially trained
house parents will be established in at least each of the six
catchment areas with the greatest proportion of youth. (Adams,
San Luis Valley, Arapahoe, Jefferson, Scuthwest Denver, Southeast
Colorado)

By September 1, 1978, twelve centers/clinics will have a home
treatment program to work with children in their own homes.

By July 1, 1979, all catchment area programs will attempt to
have a written agreement defining their working relationships
with the school district, day care, head start and other pre-
school programs which receive public funds.

By July 1, 1979, the proportion of admissions .of children
during the 78-79 FY will be increased by a minimum of 45 percent
over that of the base year, FY 1974-75.

By July 1, 1979, all centers/clinics will have professionals
trained 1in the treatment of children.

By September 1, 1980, all centers/clinics will have a home
treatment team to work with children in their own homes.

By July 1, 1981, all catchment area agencies designated as
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comprehensive centers after July 1, 1978, will have a partial
care program for children if there is a need for such services
in the catchment area.

By July 1, 1981, all catchment area centers/clinics programs
will have at least one group home with specially trainéd house

parents.

b. Adolescents (Ages 12-17 years);:

v (1)

(2)

(3)

(4)

(5)

(6)

By July 1, 1977, the proportion of admissions of adolescents

to the state mental health system during the 76-77 FY will

be increased by fifteen percent over that of the base year.

By July 1, 1978, twelve centers/clinics will have professionals
trainéd in the treatment of adolescents.

By July 1, 1978, all catchment area programs designated as
centers as of that date will have a partial care program for
adolescents if justified by the number of adolescents requiring
such services.

By July 1, 1978, the proportion of admissions of adolescents
during the 77-78 EY will. be increased by twenty percent aover that
of the base year, FY 74-75.

By July 1, 1978, at least one group home with specially trained
house parents will be established in each of the six catchment
areas with the greatest proportion of youth (Adams, San Luis
Valley, Arapahoe, Jefferson, Southwest Denver, Southeast Colo.).
By July 1, 1979, the proportion of admissions of adolescents
during the 78-79 FY will be increased by a minimum of twenty five
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percent over that of the base year, FY 74-75.

By July 1, 1979, all centers/clinics will have professionals

trainéd in the treatment of adolescents.

By July 1, 1981, all catchment area centers/clinics will have
at least one group home with specially trained house parents.
By July 1, 1981, all catchment area centers and clinics will

have a partial care program for adolescents if the number of

adolescents requiring such services justifies a partial care

program.

Elderly:

(1)

(2)

By September 1, 1976, the Division of Mental Health will begin
holding at Teast quarterly meetings with the Division of Services
for the Aging with specific attention to the requirements and
guidelines included in Public Law 94-63, the Community Mental
Health Center Amendments of 1975, the (lder Americans Act, and
other federal and state statutes and directives which relate to
services to the elderly.

By September 1, 1976, the Division of Mental Health and the
Division of Services for the Aging will begin actively promoting
a state-wide field-Tevelpartnership between community mental
health centers/clinics and area aging agencies with a view
toward including a mental health services component in the
information and referral systems of the area aging agencies,

and coordinating local assessments of program needs as they

relate to the elderly.
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By January 1, 1977, the Division of Mental Health will have
begun to discuss with the Division of Services for the Aging,
ways of reflecting in the FY 77-78 budget of both Divisions their
joint efforts to assist older persons in maintaining themselves
in independent 1iving arrangements.

By July 1, 1977, the proportion of elderly persons admissions
during the 76-77 FY will be increased by 50 percent over that
of the base year, FY 1974-75.

By July 1, 1978, the proportion of admissions of elderly persons
during the 77-78 FY will be increased 100 percent over that

of the base year, FY 1974-75.

By July 1, 1978, at least six catchment area programs with the
Targest proportion of elderly in théir population (Northwest
Denver, Northeast Colorado, East Central, Southeast Colorado,
Midwestern, West Central) will have independent 1iving groups,
group homes, transportation networks, home industries, etc.

to minimize the need for nursing home care. These services

need not be directly furnished by the mental health center/clinic,
but can be provided by other community agencies with support
from the mental heaTth agency.

By July 1, 1980, all catchment areas will have independent
Tiving groups, group homes, transportation networks, home
industries, and other similar services.

By July 1, 1981; the proportion of admissions of elderly persons
duririg the 80-81 FY will be increased by 200 percent over
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that of the base year, FY 1974-75.

Alcohol and Drug Abusers:

m

(2

3)

(4)

(5)

(6)

By August 1, 1976, the Division of Mental Health (DMH) and the
Division of Alcohol and Drug Abuse (DADA) will have established
a work group to address the problems in coordinated service
delivery identified by each Division.

By September 1, 1976, DMH and DADA will have entered into an
agreement concerning coordinated on-site evaluations of alcohol
and drug abuse programs at mental health centers, clinics and
hospitals.

By September 1, 1976, the DMH and DADA will have coordinated
procedures for the use of admission forms and program data.

By October 1, 1976, DADA will have developed, in collaboration
with DMH, a process for insuring input into the state alcohol
and drug abuse plan by mental health centers and clinics, the
two state hospitals, the Division of Mental Health central
office, and vice versa.

By January 1, 1977, the DADA-DMH work group will present a re-
port to the Human Services Policy Council and the State Health
Coordinating Council on the proposed procedures and mechanisms
for overcoming problems in coordinated service delivery.

By July 1, 1977, the DMH and DADA will have jointly developed
guidelines for providing appropriate alcohol and/or drug

abuse services to clients of the mental health system,
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and for providing appropriate psychiatric services to clients

of the alcohol and drug abuse service system.

Rape Victims:

m

(2).

(3)

(4)

By July 1, 1977, Colorado State Hospital (CSH) will institute
a limited pilot program to identify and evaluate treatment
techniques for the rehabilitation of rape offenders.

By July 1, 1977, all catchment area programs will be offering
consultation and education services directed toward the pre-
vention of rape, using information from the Denver Department
of Health and Hospitals (DDHH) program and other sources.

By July 1, 1977, information on the techniques for treatment
of rape victims and their families from the DDHH study and other
sources will be available in each center/clinic and both state
hospitals.

By July 1, 1979, if warranted by the results, information from
the CSH pilot program for rape offenders will be made availablé
to correctional and other appropriate agencies and facilities

in the state.

Ethnic Minorities:

M

By January 1, 1977, the Division of Mental Health will form a
talent bank of minority mental health professionals and

other knowledgeable people to assist in staff development func-
tions and determine the special mental health needs of Chicanos,

Blacks, Native Americans, and Asian Americans. This group will
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develop a mechanism for the exchange of expert technical
information in minority services, and make recommendations
regarding programs to meet the special mental health needs of
ethnic minority groups.

By January 1, 1977, the Division of Mental Health will be
actively soliciting funds for special research and demonstration
projects to determine special treatment needs of ethnic minorities
and techniques for most effectively meeting these needs.

By Jdanuary 1, 1977, the DMH will conduct a study of the staffing
pattern of each center/clinic to determine how these correlate
with the ethnic and 5sex proportions in the client and general
population.

By April'1, 1977, the results of the study of the ethnic and

sex makeup of center/clinic staffs will be made available to

the agencies concerned for use in updating affirmative action
plans.

By July 1, 1980, Information from the special research and
demonstration projects for Chicanos, Blacks, Native Americans
and Asian Americans will be reflected in the services provided

by centers/clinics and hospitals.

Rural Residents:

By duly 1, 1977, the DMH will form an ad hoc committee which
will identify the special mental health service needs of

rural residents, the continuing education needs of mental health
agency staff who serve them, and ways of effectively meeting

these needs.




(2)

By May 1, 1978, the report of the ad hoc committee will
be available for consideration for special funding in the

FY 1979-80 budget and for dissemination to appropriate agencies.

h. Economically Disadvantaged Persons:

(1)

(2)

(3)

By July 1, 1976, the Division of Mental Health will use poverty
resources as a major criteria for setting priorities for funding
mental health agencies in Colorado.

By October 1, 1976, all centers/clinics will be required to
identify and prioritize the areas of poverty in their catch-
ment areas and to indicate the efforts made, and plans to serve,
these high risk populations.

By October 1, 1976, DMH staff will begin meeting with appropri-
ate State Department of Social Services and Regional Department
of Health, Education & Welfare staff to explore means of in-
creasing the availability of funding (via Medicare, Medicaid
and other Social Service programs) for mental health services
to the poor. The results of these meetings will be appropri-

ately disseminated.

i. Women:

(1)

(2)

By January 1, 1977, the DMH will form an ad hoc committee to
gather information relating to the mental health service needs
of women and ways of effectively meeting these needs. This
information will be disseminated to centers/clinics and hosp-
itals.

By July 1, 1977, all centers/clinics and state hospitals which
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do not have treatment programs appropriate to the special mental
health needs of women will be required to develop and document

such a program.

Chronically Disabled:

(1)

(2)

By January 1, 1977, each catchment area agency will have made
specific and documented efforts to identify chronic psychia-
trically disabled clients in nursing and boarding homes in its
catchment area.

By Jduly 1, 1977, each catchment area agency will have begun
providing services to chronic psychiatrically disabled

clients in nursing and boarding homes in its catchment area.

Goal #4

(1)

(2)

(3)

(4)

To increase public knowledge of mental health services

and ways of preventing mental illness.

By July 1, 1976, the DMH central office will issue monthly re-
leases to the media on various mental health issues.

By Jduly 1, 1976, the Division of Mental Health will begin to
offer consultation to one mental health agency per month on
various ways of reaching the public.

By duly 1, 1977, the Division of Mental Health will have begun
to conduct one joint public information activity with the Mental
Health Association of Colorado each year.

By July 1, 1977, mental health centers/clinics will be requested
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to provide periodic releases to local news media on various
health issues.

By July 1, 1977, the DMH will invite centers/clinics to submit
proposals for innovative preventive programsand evaluation

of these programs. At least one proposal will be approved
for funding with 314(d) funds.

By January 1, 1978, all mental health centers/clinics will be
required to conduct or sponsor each year, at least one seminar,
workshop or other public program which focuses on the prevention
of mental #11ness.

By July 1, 1978, the DMH will initiate an assessment of

consultation and education services.

Goal #5

(1)

(2)

(3)

To increase consultation services to other public agencies

that provide services to mentally i11 persons.

By October 1, 1976, the DMH will offer periodic consultation
services to Department of Health divisions (e.g., family health
services, community health services, alcohol and drug abuse)
which request such services.

By January 1, 1977, the DMH will offer periodic consultation
services to the Department of Social Services, the Judicial
Department, and the Department of Education.

By January 1, 1977, a1l centers/clinics will have been requested
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to have at Teast one information sharing/mutual consultation
session with public health nurses and other appropriate public
health personnel concerning areas of shared responsibility and
coordination of health services.

By January 1, 1977, all centers/clinics will have been requested
to have at least one information sharing/mutual consultation
session with the regional alcohol and drug abuse coordinator.

By January 1, 1977, all centers and clinics will have been
requested to have at least one information sharing/mutual
consultation session with county social services personnel to
discuss mutual concerns and ways of improving services to
mutual clients.

By March 1, 1977, all centers and clinics will have been
requested to have at least one information sharing/mutual
consultation session with school district staff and district
and other court personnel.

By January 1, 1978, all centers/clinics will be required to have
periodic information sharing/mutual consultation sessions with
public health nurses and other appropriate public health person-
nel, regional alcohol and drug abuse coordinators, court person-
nel, school district(s) staff, social services staff and staff
of other appropriate human services agencies in the catchment

area such as clergymen, law enforcement agencies, etc.
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IV. THE STATE MENTAL HEALTH PROGRAM

A. DESCRIPTION OF THE STATE MENTAL HEALTH SYSTEM

The Colorado public mental health system consists of two state
hospitals, both of which are fully accredited by the Joint Commission
on Accreditation of Hospitals, twenty-one mental health centers and
clinics, each of which serves a defined catchment area, and three
specialty clinics. The Department of Institutions is the statutory
authority for the provision of mental health services to the citizens
of the State of Colorado. The Department of Institutions has delegated
to the Division of Mental Health the authority to operate the two
state hospitals, to purchase services from community mental health
centers and clinics, and to otherwise plan for and direct the mental health

progranm.

Division of Mental Health

The Division of Mental Health exercises the following responsibili-
ties.
1. Planning

This includes determining need, initiating plans and/or responding
to new state or federal legislation which requires statewide mental
heg]th planning efforts.
2. Coordination

This tnvolves the facil{tation of cooperative activities among and
between components of the Colorado mental health services delivery
system and other human service agencies to meet the various mental

health service needs of the residents of the state.
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3. Executive Direction

The exercise of authority as an agent of the State Executive,
including the establisiment and enforcement of policies, rules and
regulations is encompassed in this responsibility.

The Division of Mental Health (DMH) staff includes six Mental
Health Program Specialists whose primary responsibility is monitor-
ing the programs and services of the state hospitals and centers and
clinics to ensure compliance with standards and to assist the agencies
in improving services. Other DMH staff also perform general moni-
toring functions. The primary program monitoring staff consists of
one nurse, three social workers and two psychologists, all of whom
have clinical and administrative experience,

4, Consultation

This would provide for consultation on planning, clinical program-
ming, funding and evaluation to all components of the system, to the
Governor's office and other state offices and agencies.

5. Evaluation and Accountability

This includes providing necessary leadership in the development
of a methodology for measuring the impact of treatment and prevention
efforts and relating this to cost.
6. Advocacy
Advocacy involves initiating and promoting the development of
mental health programs to serve the needs of all residents of the state.
The client advocacy function includes:
a. requiring agencies to make seryices available to all who

require mental health services, regardless of race, sex,
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religious beliefs, age, level of disability, etc., and
requiring agencies to provide services in a manner which
takes into consideration cultural and other variables;

b. publication of a handbook on patient's rights and responsi-
bilities which sets forth the Tegal rights of patients;

(A copy of this document, which will be in final form within
two months, will be made available to each state hospital
inpatient.)

c. the establishment of a grievance mechansim which includes the
availability of a designated patient advocate in each state
hospital and staff assistance to clients who wish to contact
Tegal aid organizations or private counsel.

The service facilities which comprise the spectrum of available

services including the public private/voluntary sectors are identified
as follows:

Public Treatment Facilities

a. Colorado State Hospital (CSH) which is located in Pueblo,
serves forty-seven counties in the southern and western
portions of the state.

b. Fort Logan Mental Health Center (FLMHC) is located in south-
west Denver. It serves the Denver metropolitan area and
northeastern Colorado. As of Jg]y 1, 1976, FLMHC will also
serve six counties in north-central Colorado.

c. There are twenty-four mental health centers and clinics from
which the state purchases mental health services. Fourteen

centers and seven clinics serve specific catchment areas and
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three clinics are specialty ‘programs. A center is defined

as an agency which provides the five "essential" services
(inpatient, partial hospitalization, outpatient, 24-hour
emergency care and consultation and education). By local
definition, a clinic provides fewer than the five essential
services, but generally at a minimum, outpatiént, consultation
and education and emergency services. In actuality, some
"clinics" provide the same services as some centers, but have
not been funded. A1l centers and clinics are private, non-
profit corporations except the Larimer County Mental Health
Clinic and Northwest Denver Mental Health Center, both of
which are county agencies.

Colorado Psychiatric Hospital is located in Denver on the

University of Colorado Medical Center campus.

Private/Voluntary Treatment Resources

a.

Three private psychiatric hospitals and over a score of
private general hospitals which have psychiatric wards or
which will accept psychiatric patients exist.

Mental health clinics and other non-hospital mental health
treatment facilities which do not have contractual arrange-

ments with the Department of Institutions.are available resources.
Private practitioners (nurses, social workers, psychologists,
pastoral counselors, psychiatrists,etc.)formamultitude of resources.
Other resources include the following:

(1) volunteer agencies which provide treatment and/or personal

counseling services; (These include Human Services



157

- IV.5 -

Incorporated, Jewish Family and Children's Service,
Catholic Community Services and Lutheran Service Society.)
(2) public agencies whose functions include personal counsel-
ing (e.g., county departments of social services, probation
and parole departments, vocational rehabilitation programs,
community centers for the developmentally disabled,
public health nurses);
(3) private organizations which do not fall into any of the*
above categories, but which are primarily oriented toward
services to specific populations such as drug and alcohol

abusers.

B. PRE-ADMISSION SCREENING

1. Role of Hospitals and Centers and Clinics

Mental Health centers and clinics, CSH and FLMHC are engaged in
pre-admission screening. In those catchment areas where centers and
clinics have well established relationships with courts, social
service departments and other community agencies, most of the pre-
admission screening is carried out by the catchment area center or
clinic. In other areas, some pre-admission screening is accomplished
by CSH and FLMHC. Many clients are entering state hospitals without
pre-admission screening.

The DMH poiicy is that persons entering the mental health system
are, to the maximum extent possible, to enter through the catchment

area center or clinic. The intent is to have the pre-admission screening
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function take place in the local community. Primary emphasis is on
the pravision of the necessary services as close to the individual's
home as possible and in the least intensive setting consistent with
the individual's clinical needs.

Some types of clients referred directly to CSH and FLMHC include
children, adolescents, elderly, seriously disturbed adults who appear
to require inpatient care and, in the case of CSH, forensic clients
or the "criminally insane." CSH has statutory responsibility for
forensic clients. Both state hospitals' roles currently include
inpatient services to persons in the four age groups (children,
adolescents, adult, elderly). However, it is believed that some of
the children, adolescents, adults and elderly persons referred for
inpatient care could and should receive outpatient care or treatment
in an alternate treatment facility in the local conmunity. In order
to reduce inpatient admissions, the procedures outlined in Section 2
which follows are being implemented.

2. Procedure for- Pre-Admission. Screening by Centers and Clinics

a. A1l catchment area centers and clinics will inform the district
courts, social service departments and other major referral
sources in the catchment area of the center's/clinic's
responsibility for pre-admission screening of all potential
inpatient clients.

b. Each catchment area agency shall develop a written procedure
for pre-admission screening and distribute the procedures to
appropriate agencies. The criteria for admission to inpatient

care will take into consideration:


https://Pre-Admission.Screeni.ng

(1

(2)

(3)

()

(5)

(6)
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the persons physical health; e.g., if there are such
medical problems as uncontrolled diabetes, arterioscler-
osis, etc., as determined by a physician, inpatient or
skilled nursing home care might be indicated;

the seriousness and nature of the pathology; e.g., a
client who is blatantly schizophrenic and dangerous to
himself/herself might be hospitalized or placed in a
secure non-hospital setting;

current and past medication need and drug use; e.g., if
an individual requires or has been using drugs (licit

or i11i¢it) of a type or in an amount which requires a
period of observation or stabilization, a more intensive
form of care might be indicated;

the adequacy of the individuals social support system;
e.g., an individual who Tives alone and has no relatives
or significant others to call upon, might in a time of
emotional stress require a supervised treatment setting;
age and maturity; e.g., does the individual need to be
in a specific setting because of precocious or retarded
development;

other factors; e.g., previous medical and/or psychiatric
history, financial circumstances and the availability of

Tess restrictive alternatives, etc. should be considered.

The decision regarding the type or locus of treatment is

basically a clinical judgement. In that by state statute,

the treatment program must be under the overall direction of
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a physician. The responsible physician in each agency will
designate, to perform pre-admission screening functions,
those staff members who have the requisite training, skill

and experience.
The written procedure shall designate a primary agency contact

person and a back-up contact person for pre-admission screening.
Appropriate reports shall be provided the requesting agency,
and proper documentation shall be maintained by the center/
clinic.

If the client is admitted to the center/clinic, he/she will

be asked to sign a release of information form which will
authorize the obtaining of appropriate information from other
agencies and the release of appropriate information to agencies
which need such information in the interest of the client.
(Note: The Care and Treatment of the Mentally I11 Act permits
the exchange of information on certified individuals by

"professional persons.”)
In those instances where a person who should have been evalu-

ated by a catchment area center or clinic bypasses the center/
clinic and appears at CSH or FLMHC to be admitted, the hespital
may refer the individual to the appropriate center/clinic, or
if clinically or otherwise appropriate, the person may be
admitted to the hospital. If the person is admitted, the
hospital will ask the. client to Sign a release of information
form and notify the appropriate center/clinic of the admission.
The center/clinic will contact the agency which directed the

client to the hospital to clarify the referral process.
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A1l catchment area centers and clinics (see Chapter VI,
Section C) are designated the pre-admission screening agency
for their respective catchment areas.

C. ALTERNATIVES TO HOSPITALIZATION

1. Need Within Each Catchment Area

Each community mental health center/clinic has the responsibility
for ascertaining on an ongoing basis the need for alternatives to
both hospitalization and other forms of institutionalization within
its catchment area. A survey of existing resources should be conducted
as cooperative effort between such agencies as: the social ‘services
department of each county within the catchment area; developmental
disability agencies such as the community centered boards; county
health departments; courts; and private placement agencies.

2. Responsibility for Developing Alternatives

The primary responsibility for developing alternatives to hospital-
ization for mental health clients and/or potential mental health
clients: rests with centers and clinics. The two state hospitals
have experience and expertise in this area and should be consultéd.
Alternatives assessed for potential use by mental health clients
should emphasize the least restrictive alternative principle. In
addition to the continuum of community based "institutional®" programs
which includes Tocal psychiatric hospitals, psychiatric wards of
general hospitals, nursing homes, etc., alternatives to institutional-

ization including sheltered vorkshops with supportive Tiving
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arrangements, family care homes, supervised boarding homes, group

living homes, foster homes and a variety of other non-institutionalized
facilities and services are being utilized. Additional such facilities
are needed. Other community resources which are to be appropriately
utilized include the facilities of such agencies as Human Services, Inc.,
Catholic Social Services, Lutheran Social Services, Jewish Family

and Children's Services, as well as Vocational Services and other
sections and divisions of the Department of Social Services.

3. Efforts to Develop Alternatives to Hospitalization

Intensive efforts to develop alternatives have been mounted in
a number of communities. One county (Arapahoe) passed a bond issue
to obtain a facility; another agency (Adams County Mental Health
Center) developed boarding and sheltered workshop facilities with its
own resources, then allowed the facility to become a private corpora-
tion from which it now purchases services. Still another center
(Southwest Denver) has developed a series of family care homes which
it uses in lieu of inpatient beds. Other centers have contracts and
affiliation arrangements with boarding and nursing homes, as well as
agreements for the use of other types of non-hospital alternatives.

4. Responsibility for Information and Referral Services in Each

Catchment Area

Each catchment area program is responsible for providing informa-
tion and referral services in the catchment area. Such services
should be coordinated with the local United Way agencies and other

human service organizations and groups.
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D. PUBLIC MENTAL HOSPITALS

State mental hospitals began a new era in 1961 when Colorado
State Hospital (CSH), then eighty-two years old, began a radical
reorganization which saw it thange from an overcrowded human ware-
house with six thousand i11 cared for clients, to a progressive
treatment-oriented human services center. In the same year, Fort
Logan Mental Health Center (FLMHC), a state hospital which was to
pioneer many advances in mental health care,was organized. Both
hospitals played important roles in the development of the state's

community mental health centers.

_Fort Logan Mental Health Center

1. Description of Living Conditions and Treatment Resources

a. Living Conditions
The physical environment at FLMHC consists of spacious,
airy buildings divided by patios and lawn areas. The
architectural style of FLMHC has served as a model for
other psychiatric hospitals throughout the county. The
patient units contain single, two and four bed accomoda-
tions with adequate individual closet and drawer space for
personal belongings of the patients. A11 patients wear their
own clothing and have access to the clothing lab to select
additional wearing apparel as needed. Funds are available

to meet personal needs of patients who have no other resources.
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The campus of FLMHC consists of 270 acres and. includes
many state and community programs, in addition to psychiatric
programs as follows: Central Office for the Department of
Institutions, including Executive Director's Office, Division
of Mental Health, Division of Corrections; Division of
Developmental Disabilities and Division of Youth Services;
Intergovernmental Personnel Training Program, a division of
the State Personnel Department; two CHINS Homes (Arapahoe
County program); offices for the Colorado Corrections Associ-
ation; Community Corrections Residential Program (a program
sponsored by Adult Parole.)
Treatment Resources Available

Fort Logan has multi-disciplinary teams which are responsi-
ble for planning and delivering psychiatric treatment.
Disciplines represented on teams of available for consultation
include social workers, psychiatric nurses, psychiatrists,
occupational therapists, psychologists, recreational therapists,
teachers and mental health workers. Vocational rehabilitation
services are provided by vocational counselors, largely through
funding from the Division of Vocational Rehabilitation of the
Department of Social Services.

A variety of expertise in various new and traditional
psychotherapy techniques exists among center staff. Both
group and individual psychotherapy are utilized. Chemotherapy

is available as prescribed by the team psychiatrist. Electro-

shock is used sparingly and no psychosurgery has ever been prescribed.
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Adequate financial resources are needed to maintain the
treatment programs and provide sufficient staff to meet the
needs of a seriously disabled client population. Constant
effort at all levels of the system is important to avoid the
hospital being used as simply a depository for some of

society's problems.

2. Efforts to Improve Quality of Institutiona] Care

a.

In March 1975, Standards of Quality Treatment Services were

issued describing: (1) context of the treatment program;

(2) patient care; (3) treatment program; and (4) discharged
planning or transfer.

Treatment Review Committee, an interdisciplinary group,

was established by the above policy and formally reviews

the required, individualized treatment plans in charts with
written documentation to supervisors about treatment practices,
standards and alternative approaches of equal or greater
effectiveness in such or related cases. This feedback raises
the awareness of treatment staff and is directed towards
improved quality of treatment.

The Medical Records Cormittee has responsibility to review
proposals for changing the medical record, for reviewing
deficiencies, for auditing the quality of documentation of
medical information and assessing training and consultation
needs of clinical staff.

The Utilization Review and Audit Committee is responsible for

conducting special audit studies and concurrent review to
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meet the Standards of Care Review established by the Colorado
Department of Health, an external licensing body, Joint
Commission on Accreditation of Hospitals (JCAH), Professional
Standards Review Organization (PSRO), Medicare, Medicaid,
Civilian Health and Medical Program of the United States
(CHAMPUS) and other third party payors. This Utilization
Review and Audit Committee also is responsible for reviewing
the variations concerning patient care and staff responsibility
for standards of care. Medical Care Evaluation Studies
required by PSRO through the Colorado Medical Foundation are
in progress.

The center has established a full-time position for a Patient
Representative who is available to patients for discussing
their concerns about the quality of care and acts as a factor
in remedying of the identified problem. The Patient Representa-
tive is accountable to the Clinical Director.

The Professional Discipline Chiefs of various professional
groups (psychiatrists, psychologists, social workers, nurses,
activity therapists, mental health workers, vocational coun-
selors, pastoral counselors and alcoholism counselors) within
the center have major responsibilities for standards of
professional practice related to quality of patient care, for
supervision of and consultation with members of their
discipline and others.

Inservice training programs are available to all staff through

the Division of Hospital Standards and Inservice Training.
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A special focus of inservice training over the last few
years has been on interethnic and sex role awareness to
implement the center's affirmative action plan. Sensitivity
to these issues increases staff ability to work effectively
with people of different backgrounds. In addition, a climate
has been fostered which encourages staff to participate in
extramural programs to learn and upgrade skills. ProbTem-
Oriented Records have recently been instituted in some units
after inservice training of staff in this process. The aim
of such records is to provide quality of patient treatment
through improvement of documentation. The goal is to move
quickly towards use of this method in all patient divisions.

h. The Program Information Analysis Department reviews program
operations and goal accomplishment in patient treatment pro-
viding data and feedback to administration and clinical staff
about the treatment program.

i. The use of the problem/goal-oriented record system requires
the setting of specific treatment goals and the evaluation
of the progress made in accomplishing the goals.

3. Description of Present Fort Logan Mental Health Center Population

Fort Logan Mental Health Center is organized to provide treatment
to children, adolescents, adults, geriatric patients and alcoholics
who have severe behavioral and functional disorders. A mental health
service has been established for deaf and hearing impaired persons in

the Denver metropolitan area.
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Since its beginning in 1961, the Fort Logan Mental Health Center
has had a basic commitment to short-term intensive treatment and
early return of the patient to ¢ommunity 1iving. This has resulted
in the population receiving not only inpatient care, but graduated
intensities of care in transitional 1iving facilities on grounds and
1iving in the community. Specialized programs provide long-term
maintenance and support to many patients in community 1iving situa==
tions who formerly would have remained in the hospital. For the
first half of the current fiscal year (1975-76), the average daily

attendance of this inpatient population was:

PROGRAM DIVISION. REQUIREMENTS FOR ADMISSION ADA
Adult Psychiatric Severe psychiatric disability 57
Alcoholism Severe drinking problem 34
Children/Adolescent Severe psychiatric illness 37
Geriatric and Deaf Severe psychiatric illness _18

FLMHC Total Inpatient Population: 146

In addition to inpatient beds, FLMHC also has ninety-four beds
in on-grounds transitional 1iving facilities.

Fort Logan serves sixteen counties, including the metropolitan
Denver area and northeast Colorado. Beginning July 1, 1976, Fort Logan
will also.serve six counties in north-central Colorado. The major
portion of the population served resides in a highly urbanized area
within 20-30 miles of the hospital.

Within the area served by the hospital are nine community mental
health centers and five community mental health clinics. Short-term,

acute care for adults is provided in local communities whenever possible.
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The hospital provides acute care for adult patients from northeast
Colorado, Arapahoe County and on contract with some local centers.
Currently, the basic responsibility of FLMHC is specialized inpatient
services to children, adolescents, adults, geriatrics, alcoholism

and long-term care for the chronically i11 in programs designed to
avoid institutionalization.

4. Plans for Avoiding Chronicity

The most important factor in avoiding chronicity is the availa-
bility of high quality treatment for the client. Intensive short-
term hospitalization, maintenance of the person's ties to the social
and cultural comunity of chéice and early return to community living
helps avoid chronicity. The FLMHC has attempted to develop multiple
Tevels of care so clients can move toward increasing independence.

In addition, FLMHC has supported and encouraged in every way possible
development of adequate accessible community based services which
emphasize prevention and early, effective intervention. The FLMHC
vocational services program is a particularly excellent example of
the hospital's efforts to avoid or limit chronicity.

5. Plans for Providing Social and Recreatiaonal Stimulatian

The treatment philosophy of the FLMHC is based on rehabilitating
and developing social skills as a part of the treatment of people
admitted. The total treatment process recognizes and encourages
social interaction as a basic therapeutic strategy. The Activity
Therapy Program focuses on the growth potential of the client through
activities and recreational programs. Most treatment teams have an

activity therapist (academically trained as an occupational or
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recreational therapist), who is responsible for both schedules and

spontaneous activities. Clients utilize community facilities for

swinming, bowling, movies, etc. This acquaints the client with the

community and increases the 1ikelihood that interest will continue

after hospitalization. Cultural activities such as the theatre, arts

and musical events are available and offer opportunities for clients

to develop new interests. Active participation in camping, sports

and games is encouraged. Instruction and materials are available

for a wide range of craft projects such as macrame, ceramics, leather

work and other crafts. The activity therapist also joins other

treatment staff in improving daily 1iving habits related to eating,

grooming, manners and socializing. These help prepare .the client

for return to the community with an acceptable level of social skills.
Social and recreational programs are also available to clients

who are not in the hospital setting, i.e., clients in boarding homes,

nursing homes or other community 1iving situations. Tickets for sacial

and cultural events are made available, and where possible, the activity

therapists links the patient into a community resource where social

and recreational programs are avallable.

6. Evolving Role of Fort Logan Mental Health Center in the Mental

Health Service Delivery System

It is planned that over the next five year period the FLMHC will
evolve into the role of the primary provider of short-term inpatient
care for the catchment areas in the Denver metroplex, with the centers
and clinics having input into admissions and treatment policies and

discharge décisions (with the exception of Bethesda and Northwest
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Denver Mental Health Centers which have hospital beds immediately
available to them). The adult inpatient average daily admissions is
expected to decline over the next five years as pre-admission
screening becomes more effective and additional alternative treatment
facilities are developed. FLMHC will continue to provide long-term
adult inpatient care for its catchment area, as well as geriatrics
inpatient services. The Children/Adolescent Division will increase
its inpatient services, and the Vocational Services and services for
deaf and hearing impaired persons will expand. The alcochol abuse
treatment program will be phased down to a level to be determined by
the Divisions of Alcohol and Drug Abuse and Mental Health. FLMHC

will continue to operate its on-grounds and community-based alterna-
tives to inpatient care such as tertiary aid and prevention, the Lodge,
supervised boarding homes, etc., as regional facilities until adequate
alternaté treatment facilities are-available in the various catchment

areas.

Colorado State Hospital

1. Description of Living Conditions and Treatment Resources

a. Living Conditions
The physical facilities meet all standards of Tlocal,
state and national authorities, and are fully accredited
by JCAH. Bedrooms range in size from single to-six-bed
units, with four-bed units. being the most typical arrange-
ment. A1l wards open to a central nursing station and Tounge

area furnished with social and recreational equipment.
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Clients are provided with individual storage space for their
personal effects, adequate clothing if they do not have their
own and an allowance for personal items. Both staff and clients
are encouraged to decorate rooms and halls to help create

a pleasant atmosphere. The spacious grounds surrounding the
hospital buildings are available to those clients who wish

to and are able to take advantage of them.

Treatment Resources Available

Psychiatric treatment is planned and delivered by a multi-
disciplinary team of well-trained professionals and para-
professionals. These include psychiatrists, psychologists,
social workers, occupational therapists, recreational
therapists, teachers, psychiatric nurses, mental health
workers and licensed psychiatric technicians. The hospital
does not employ nursing attendants.

The Division of Vocational Rehabilitation (Colorado
Department of Social Services) operates a rehabilitation
service center on the hospital grounds and has assigned
counselors to each program division to work with clients
(and assist hospital staff) in developing individual educa-
tional and vocational programs.

Educational opportunities available to patients include
a General Education Development Program, hospital staff
teachers on several divisions, a fully accredited academic
school in the Children's and Adolescents' Center and enroll-
ment in public schools or the University of Southern Colorado

in Pueblo.
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Treatment modalities used throughout the hospital include
individual and group psychotherapy, utilizing all modern
techniques ranging from transactional analysis and Gestalt
therapy to behavior modification and biofeedback, occupational
and recreational therapy and vocational services in addition
to chemotherapy. Clients benefit from the therapeutic milieu,
as well as individual attention. Due to the wealth of
therapeutic techniques available, it has been possible to use
electroshock sparingly and only in short regimes. Psycho-
surgery is not used at all.

2. Efforts to Improve Quality of Institutional Care

a. Quality Assessment Program (QAP)

This is a CSH organized Professional Standards Review
Organization (PSRO) type-system operated by the Hospital
Superintendent and Executive Committee. The plan is to
seek full delegation of review authority from the Colorado
PSRO. QAP efforts are in four main areas:

(1) admission certification Within one working day of

admission, one hundred percent review of admissions for:
appropriateness of admission and assigned level of care
according to ten critical clinical and social criteria;
and justification of diagnosis and codability. Incomplete
or inadequate documentation is investigated, referred to

a physician advisor when necessary and corrective action

is initiated.
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(2) concurrent review Covers one hundred percent of Medicare,

(3)

Medicaid and Civilian Health and Medical Program of the
United States (CHAMPUS), plus admissions and reviews of
other third party admissions. Additionally, a minimum
of a thirty percent random sample of all inpatient
treatment episodes are reviewed on the 16th, 45th, 75th
day and every 90 days thereafter for adequacy and quality
of the "data base," treatment plan, related progress
notes, release plans, length of stay justification and
appropriateness of level of care and treatment interven-
tion.

inservice training Instruction on the Department of

Health, Education and Welfare (DHEW) and Joint Commission
on Accreditation of Hospitals (JCAH) standards and regula-
tions, training for admitting physicians and other admis-
sions staff includes review of admission criteria, diagnosis,
presenting complaints, mental status-exams and pertinent
physical findings. Staff of treatment teams receive
instruction on formulation and update of individualized
comprehensive treatment plans which include goals, release
plans,. problems and assets, treatment objectives and
planned interventions. A1l clinical staff receive train-
ing on the recording of progress notes with attention to
adequacy and quality of the documentation related to the

treatment plan, client's progress and treatment outcome.
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(4) input to hospital policy decisions on records, formats,

quality of care standards, procedures and corrective

action on cases or patterns of non-compliance.

Medical Care Evaluation Studies

These are conducted at Teast once per year in each program
division per PSRO and JCAH requirements.
Psychiatric Care Audit and Utilization Review Committee

This committee is comprised of representatives of all
disciplines and program divisions of the hospital. It acts
as third Tevel reviewer of all cases and policy questions
referred from the QAP, physician advisors, physician panelists
and the natural and unnatural death committees. It reviews
both cases and patterns of non-compliance and recommends
policy or corrective action to the medical staff, hospital
administration or other appropriate hospital committees.
Continuing Education

Each program division has its own education committee and
engages in almost continuous inservice training for teaching
new therapeutic techniques or improving clinical skills.
Periodic hospital-wide workshops and seminars are provided
to improve clinical skills. Heads of each clinical discipline
hold departmental meetings to improve professional standards
and clinical performance. Employees are encouraged to
pursue additional academic education and financially sup-
ported when available funds permit. A special committee on
continuing education is now at work developing programs for
continuing education credit for 1icensure requirements of

the various discipiines.
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3. Description of Present Residential Population

The hospital groups its residents according to their functional
requirements for specialized environments and clinical or rehabili-
tation techniques. These groupings constitute the program divisions
of the hospital organization shown below. For the first half of the
current fiscal year (1975-76) the average daily attendance of this

inpatient population based on daily midnight bed count was:

PROGRAM DIVISION REQUIREMENTS FOR ADMISSION ADA
Alcoholic Treatment Center Severe drinking problem. 56
Drug Treatment Center Severe drug abuse 36
Children and Adolescent Severe psychiatric i1Tness
Treatment Center through age 16 67
Geriatric Treatment Center Severe psychiatric illness
for patients over age 60 238
General Adult Psychiatric Acute and severe psychiatric
Services illness for patients age17-64 12T
Divisioq of Forensic Criminal court evaluations
Psychiatry and criminally insane 284
General Hospital Services Medical-surgical problems 12

CSH Total Inpatient Population: 874
The first five program divisions currently serve forty-seven
counties of the southern and western portions of the state. The Divi-
sion of Forensic Psychiatry and the General Hospital Services serve
all sixty-three counties of the state. The General Hospital also
serves non-psychiatric residents of the other state institutions.

4. Efforts to Avoid Chronicity

The philosophy of the ‘hospital has Tong been focused on intensive

care, alternatives to hospitalization and methods to prevent or
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eliminate institutional dependency and apathy in treatment programs.
Discharge planning begins at the time of admission and becomes more
specific with each review of the treatment plan. There are no wards
for chronic patients (except the neurologically disabled in the
General Hospital) and the philosophy of "maximum mixture® of all
types of clients is followed in assigning clients to treatment units.

Discharge planning gives priority to the principle ‘of trial release
at risk of failure over that of waiting for certainty of success
before discharge. Frequent use is made of passes and home visits to
get the client reaccustomed to his/her community environment.

Other methods to prevent institutionalization include confronta-
tion techniques to stimulate motivation, psychodrama (rehearsal for
community 1ife by acting-out of community Tife situations), training
in adaptive daily 1iving skills and alternative life styles, assertive-
ness training, behavior modification for inappropriate or other
behavior unacceptable in the community, maintenance on the lowest
level of psychotropic medication necessary to control symptomatology,
Jjob and 1iving placement counseling and the social and recreational
stimulation described below.

5. Provision of Social and Recreational Stimulation

Activities providing this type of stimulation are of two basic
types: direct therapeutic intervention for a specific behavior change
or treatment objective and diversional activities for the maintenance
or stimulation of social and physical assets and interests. The primary
planners and providers of these activities are the recreational and

occupational therapists, plus a variety of other disciplines involved
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in conducting special group therapy or ward community meetings. The
participation of ward nursing personnel in many activities is quite
extensive and absolutely essential to their operation and effectiveness.

Activities are conducted on the ward or in other division facili-
ties, in the hospital's central gymnasium o¥ off the grounds. There
are dyadic, small group and large group events involving both staff-
client and client interaction of both a formal and informal nature.

A1l divisions, except Forensic, provide co-educational Tiving.

The central gymnasium provides facilities for an extensive client
Tibrary, swimming pool and other forms of recreation, and the Department
of Religious Therapies provides religious activities and counseling to
all clients of CSH.

6. Evolving Role of Colorado State Hospital in the Mental Health Service

Delivery System
The CSH campus that once housed over 6,000 clients has evolved since

1961 into a Human Services-Educational complex with CSH serving as the
nucleus of the complex and providing the supporting services required.
In this complex are the State Home and Training School (Resource
Center for the Developmentally Disabled) at Pueblo, the emergency,
inpatient and partial hospitalization program for the Spanish Peaks
Mental Health Center, an office of the Colorado Attorney General's
Office, the Division of Youth Services' Pueblo office, the Division

of Wildlife's Pueblo office, the Adult Parole Pueblo office, the
Department of Social Services Medical Health Unit, the State Department
of Personnel Pueblo office, office of Region VII Health PTlanner and

the Family Practice Residency Training Program. It is also projected
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that the Colorado State Hospital-Human Services Complex will house

a correctional work release unit and the Division of Youth Services
Pueblo Detention Center. It is planned that in addition to providing
facilities for the above named programs, the CSH will continue to be
actively engaged in participating in training a wide range of mental
health professionals to include career psychiatric residents from

the University of Colorado Medical Center, psychiatric technicians

from the University of Southern Colorado, social work students from

the University of Denver and Colorado State University, and occupational
therapists plus a variety of other mental health workers.

It is planned that CSH will continue to provide emergency and
adult inpatient services for the metropolitan Pueblo community.

Adult partial care services will be phased into the Spanish Peaks
Mental Health Center.

Maximum use will be made of Tocal general hospitals and alterna-
tives to hospitalization by Western Slope centers and clinics and
other centers and clinics in the CSH service area which are located
a considerable distance from CSH. However, the impact on CSH will
be gradual because of the time necessary to develop alternate treatment
facilities and affiliation agreements with local hospitals.

It is also planned that CSH will provide very limited outpatient
services. Such services will be provided in-.concurrence with the
appropriate mental health center or clinic and only for cogent reasons.

CSH will phase down its alcohol and drug abuse treatment programs

to a level to be determined by the Divisions of Alcohol and Drug Abuse
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and Mental Health. As with FLMHC, hospital services will not be
phased down until adequate services and facilities are available
in the community.

Every effort will be made to treat adolescents and children in
their own community. However, because of the inordinately high cost
of operating an inpatient facility and the need for highly trained
specialists to operate such a program, it is planned that CSH will
continue to provide centralized inpatient services to children and
adolescents from its service area.

CSH will continue to operate the General Hospital and its Forensic
and Geriatric treatment programs.

It is planned that CSH will develop a number of pilot programs
such as a special psychiatric treatment program for Chicano clients.
Implementation of such pilot programs will of course be contingent
upon;'the availability of special funding.

Expanded educational activities for CSH will include developing
the capacity for serving as a regional continuing education center
for the southern Colorado region of the state to provide accredited
continuing education programs for health service professionals.
Consideration will be given to designing and submitting to national
and state continuing education accrediting authorities a written
proposal for designating CSH as an official center for continuing
education in the fields of psychiatry, psychology, social work, nursing

and general and special medicine.
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E. FOLLOW-UP CARE

It is the responsibility of the mental health service delivery
system to assure that persons discharged from inpatient care will
receive planned, adequate, appropriate follow-up care which will pre-
vent or minimize the need for further inpatient care and promote the
best possible social adjustment. Responsibility for follow-up care
generally rests with the catchment area mental health center or
clinic. However, in specific cases, follow-up care may be provided
by CSH or FLMHC if the responsible center/clinic and the hospital
agree that such is in the best interest of the client.

1. Pre-Discharge Planning Procedure

a. Initial planning for follow-up care takes place at the time
of admission to inpatient care or during the pre-admission
process. Community mental health center and clinic staff
and/or hospital staff responsible for evaluation will assess
the .client's potential for independent 1iving after inpatient
treatment. Included in this early assessment is the person's
social system strengths and weaknesses, the seriousness of the
person's impairment in areas where normalized 1iving is
affected and the community support system available.

b. During treatment the client is involved to the maximum extent
possible in plans for follow-up care after release.

c. As discharge approaches, both staffs assess the person's need

for follow-up care.
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Clients who can be discharged without need for any follow-
up care exit from the mental health system and no responsi-
bility for follow-up is assigned.

For clients who can be discharged from inpatient care

but need a brief transitional follow-up to be certain
treatment has been completed, short-term follow-up care
for a period of up to 60 days may be provided by hospital
staff with the concurrence of the appropriate mental health
center or clinic. At the conclusion of the transitional
follow-up, the client may exit the system, be followed-up
by the responsible center or clinic, or be returned to
inpatient care if such is indicated.

Clients being discharged from inpatient care who need
ongoing supportive care are the responsibility of the
Tocal community mental health center or the referring
private sector source if the client's wish is to be
followed by a private therapist. Disposition planning
involves the hospital and community referral sources

and the client so transition from inpatient care to other
care is as smooth as possible.

Unless specific and documented arrangements are made for
CSH or FLMHC to follow-up a client discharged from in-
patient care who requires long-term support and mainten-
ance, catchment area centers and clinics are responsible
to help the client avoid the return to inpatient care.
This will be accomplished by ensuring that the client is

followed in a resocialization group and/or seen periodically
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on an outpatient basis or for medication check. Progress
notes will be recorded after each contact or at least
monthly.

Maximum use is to be made of alternaté treatment facili-
ties in each catchment area, including nursing homes,
intermediate care facilities, boarding homes, halfway
houses, family care homes and foster homes, as well as
providing services to persons in their own homes. The
client will be placed in the facility which provides

that Tevel of care which meets the individual's clinical
needs. Every effort will be made to move persons placed
in more intensive settings, such as nursing homes, to a
Tess restrictive placement as soon as his/her.condition
permits. No placements will be made without the concurs
rence of the client and the catchment area center or
clinic. Centers and clinics may not refuse aftercare
services to clients who need and will accept such care.
Coordination of placement activities with the social
services department is essential. This will help ensure
proper use of available resources and payment for services
provided clients who are eligible for Social Security and
other state and federal benefits.

A1l facilities used as alternatives to inpatient care must

be properly Ticensed "if Tlicensure is required, and must

comply with any existing standards for the care of mentally

i11 clients in such facilities.
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d. Upon discharge from inpatient care, each person who has
agreed to follow-up care will be fully advised as to who
has responsibility for follow-up care (center/clinic, hospi-
tal, private practitioner, etc.). When transfer of responsi-
bility for inpatient care occurs, the person is discharged
from the hospital rolls.

e. A1l decisions concerning aftercare will be documented in each
client's chart. These charts will be randomly audited to
insure proper documentation and follow-up.

f. Lists of clients transferred or discharged from CSH and FLMHC
inpatient programs to aftercare or follow-up will be main-
tained by both hospitals. Theselists will include the
hospital number, the date of transfer or discharge, the
client's address at the time of transfer or discharge and
the name of the center/clinic.

g. Readmission to inpatient care of clients being provided follow-
up care by community mental health centersclinics will be
monitored by the Division of Mental Health.

2. Responsible Center/Clinic in Each Catchment Area

The responsible community mental health center or clinic in each
catchment area is designated in Chapter VI, Subsection C.

3. Policies for Discharge from State Hospitals

The quality assurance programs of both state hospitals serve as
excellent tools for identifying inpatients who should be considered
for discharge to the community or transfer to a less intensive level

of treatment.
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The goal for every client is eventual exit from the mental health
system. Discharge from a state hospital occurs when the client has
obtained maximum benefit from hospital programs or appropriate and
adequate care is available in a less restrictive setting or no further
care is indicated. Thus, discharge may take the form of total exit
from the mental health system or transfer of responsibility from a
state hospital to a community mental health center, clinic or other
appropriate mental health resource.

The policy of the Division of Mental Health is to treat clients
in the least restrictive setting. No client will be retained in
inpatient care who can receive appropriate and adequate care in another
setting. The preferred setting is the individual's own community.
Continuing assessments will be made of the inpatient rolls at both
hospitals to assure the immediate discharge or transfer from inpatient
care of any client who does not specifically require inpatient care.

Information on a client will be shared only if the client has
signed an appropriate release of information. The only exception
will be when there is a court order permitting release of information
or when a state statute specifically provides for the sharing of
information on certain clients.

4. Methods for Assuring Availability of Follow-Up Care

The Division of Mental Health is responsible for the overall
planning for a range of follow-up services on a local, regional and
statewide basis. The Division assumes responsibility for requesting

adequate funding for necessary follow-up care facilities. The
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Division of Mental Health will ensure adequate monitoring of hospital
and center/clinic follow-up programs for quality and cost effectiveness.

Community mental health centers and clinics have the primary
responsibility for developing and providing adequate basic follew-up
services for clients in their catchment area. They will be expected
to work-incoordination and cooperation with the state hospitals.
Centers and clinics will work with social services and other community
agencies to develop a range of 1iving arrangements appropriate for
clients and ex-clients. They will also work toward developing healthy
community attitudes toward clients and ex-clients. It will be the
responsibility of community mental health centers and clinics to inform the
Division of Mental Health of gaps in follow-up service resulting in
increased usage of other programs.

The state hospitals are responsible for informing the Division
of gaps in follow-up service. The hospitals' follow-up and aftercare
responsibitities will be phased down as mental health centers and
clinics increase their capacity to exercise their primary responsi-
bility in this area. CSH and PLMHC will cooperate fully with centers

and clinics in the follow-up planning process.

F. WORKFORCE (MANPOWER/WOMANPOWER)

1. Summary of Current Workforce (Manpower/Womanpower)

The following is a summary of current personnel in hospitals,

centers and clinics in the state public mental health system.
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DISCIPLINE FULL TIME STAFF PART TIME STAFE
M.D., Psychiatrist 51 64
M.D., Non-Psychiatrist 34 87
Osteopathic thsician 0 0
Nurse, M.S. 28 2
Nurse, R.N. & B,S. 132 8
Nurse, R.N. 150 1
Nurse, Practical 23 3
Mental Health Worker, A.A. 211 5
Mental Health Work 83 6
Social Worker, D.S.H. 1 2
Social Worker, Masters 234 36
Social Worker, Bachelor 56 7
Psychologist, Ph.D, 107 23
Psychologist, Masters 69 11
Psychologist, Bachelor 10 3
Other Doctorate Tevel 11 2
Other Master level 64 7
Other Bachelor level 129 25
Other A.A. level 8 0
Other 1574 162

2984 454
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Included in the "other" category are:

Information Specialists
Librarians

Teachers

Administrative Officers
Accountants

Personnel Officers

Purchasing Agents

Clerical Entry through Secretary II
Storekeepers

Supply Officers

PBX Operators

Reproduction Equipment Operators
Physical Plant Managers

Labor & Grounds Maintenance
Carpenters

Electricians

Painters

Typefitters

2. Projection of Personnel Needs

Plumbers

Plasterers

Sheet Méetal Workers

General Plant Mechanics
Machinists

Automotive Servicemen & Mechanics
Welders

Refrigeration Mechanics
Stationary Firemen & Engineers
Truck Drivers

Safety Inspectors

Public Safety Guards & Officers

Food Service Workers, Cooks,
Bakers & Meatcutters

Dietitians

Laundry YWorkers & Supervisors
Custodial Workers & Supervisors
Barbers

Beauticians

The current staffing will be adequate for the initial phase of the

plan.

changes in function of the current personnel may be required.

As centers and clinics take on a more comprehensive role, some

The

Division of Mental Health will take the initiative to encourage

educational facilities to provide the clinical skills required.

It
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appears that the mental health professionals will be in adequate supply
except for psychiatrists and possibly for- nurses.

The Division of Mental Health is also involved in a statewide
effort to upgrade the skill level of mental health manpower through
the Division's staff development program. This effort includes an
application for federal funding for training personnel in the provi-
sion of the additional services mandated by PL 94-63.

3. Development and Maintenance of an Adequate Supply of Mental Health

Personnel

The development and maintenance of an adequate supply of mental
health personnel requires the joint efforts of the colleges and uni-
versities in providing the basic professional education {preservice
training) and of the service delivery system in providing the post-
graduate or continuing education of mental health professionals and
paraprofessionals. The two state hospitals and several centers and
clinics actively work to strengthen the curriculum in Tocal colleges
and universities for mental health workers and provide incentives for
persons with less than an AA degree to pursue further education. The
goals of continuing education are both individual and organizational:
to maintain and update the skills of the individual clinician; and to
provide a mechanism for accomplishing planned changes in service
delivery. The ongoing professional development of employees is
essential to retain experienced personnel and to ensure the delivery
of an adequate quantity and quality of services. Therefore, resources
for the continuing education of mental health professionals and para-

professionals must be built into the service delivery system to ensure
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that the necessary staff skills are available to effectively implement
program goals and objectives.

The term "continuing education” is used to include all those
educational activities beyond the basic discipline training program
whether provided by academic institutions, professional societies
or by service agencies themselves. However, it is 1imited to the
ongoing education of mental hedlth professionals and paraprofessionals.
Thus, the concept of continuing education is quite discrete from
“consultation and education.” The latter term is used to describe
a range of activities directed towards the mental health education of
lay citizens or non-mental headith professionals such as teachers,
welfare workers, clergy or law enforcement personnel.

Within the context of the service agency, continuing education is
often used synonymously with the term "staff development." It would
include a diverse range of activities such as: formally organized
inservice classes, seminars or workshops; case conferences and clinical
consultations which are primarily oriented towards an educational
goal; sending staff to attend externally sponsored educational offerings;
and development of organizational policies, structures and resourcess
in support of the ongoing professional development of agency personnel.

The appropriate role of the Division of Mental Health in continuing
education is to provide initiative and leadership in certain functions.
These would include identifying statewide training needs and priorities,
establishing and administering enabling mechanisms and developing the

resources needed.
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The role of the individual agencies would include developing. and
providing the staff development services required by their staff
and ensuring that these services are congruent with the goals and
objectives of the agency. These roles of the Division and the indi-
vidual agency do not diminish the responsibility of each mental
health professional to maintain his/her knowledge and skill in
keeping with the standards of his/her respective profession.

Among the agencies of Colorado's mental health system, there is
great variability in the priority and support given to continuing
education. Some agencies have well developed programs; others do not.
Centers and clinics in rural areas are often handicapped by the lack
of availability of resources. Larger centers are handicapped by
decentralized teams and geographically dispersed satellites. A great
deal of effort on the part of the Division and each agency is required
to develop and maintain the skills required of the mental health
personnel comprising the state mental health system.

4. Procedure for Protecting Displaced Employees Rights

The primary protection for state hospital employees who might
be affected by a reduction in the workload at the state hospitals is
the Civil Service System. The rules of the Civil Service System
provide for "bumping" rights, lateral transfers and preference in
filling personnel vacancies which develop in state agencies. There
are some thirty thousand state employees. With a turnover rate of
approximately ten percent, up to three thousand existing positions
plus newly funded positions become available during each year.

"Bumping”" rights can be exercised only within the department in which
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an individual is employed. The Department of Institutions, of which
the Division of Mental Health is a component, employs almost five
thousand persons across the state. Thus, displaced state hospital
personnel would have a number of options available to them within
the state system. Important considerations are the Tocation of a
vacancy and an employees willingness to relocate. In view of the
concentration of state agencies in the Denver and Pueblo areas, the
importance of the relocation factor is diminished.

The twenty-four mental health centers and clinics employ some
twelve hundred persons. A1l of these agencies are private, non-
profit corporations, except two which are county agencies. Each has
its own personnel system, none of which are rélated in any way to
the State Civil Service System. Many state hospital employees have
acquired valuable skills in the treatment of the chronically i11 and
other difficult to treat clients. These skills can be put to good
use in community agencies as they assume increasing responsibility
for more seriously disabled clients. Centers and clinics will continue
to send announcements of vacancies to the Division of Mental Health
Personnel Officer, who is forwarding copies for posting in the state
hospitals. A major concern of state hospital employees who wish to
work in a center or clinic is the non-portability of retirement and
other benefits from the state system to private or county agencies.
While legislative relief is possible, it is not probable because of
the myraid legal, funding and other problems invoived. A proposed

partial resolution would be placing selected state hospital employees
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on "detached service" at a center/clinic. The state employees

would remain on the state hospital payroll, and the center/clinic
would reimburse the state hospital for the employee's salary and
other benefits. The employees would have to be acceptable to the
center/clinic concerned and would be under the administrative

control of the center/clinic director. This proposal is fraught

with many problems, such as differences in salaries, fringe benefits,
classification, etc., between the state system and individual centers/
clinics. However, it is one avenue that is being explored.

Another important need which will be dealt with as the need
arises is training of displaced employees for new jobs in centers/
clinics and the state hospitals. The plan is to accomplish this
through such mearns as on-the-job training, regular college or uni-
versity course work and/o(,specia1 formal training sessions conducted
as a part of the Division's continuing education program ar arranged
through local colleges and universities.

The fact that implementation of the Plan will take place over a
five year period will allow some of any possible personnel displace-
ment to be handled via normal attrition.

There will be continuous monitoring of the impact of the Plan on
state hospital personnel. Specific actions will be initiated as
required to prevent or hold personnel displacements to the Towest

possible Tevel.
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V. COORDINATION OF PLANNING

A. INTERDEPARTMENTAL COMPREHENSIVE PLANNING

1. Human Services Policy Council

In 1975, the Governor of Colorado established the Human Services
Cabinet Council (now called the Human Services Policy Council) to
develop coordinated planning and implementation of human service pro-,
grams in the state. Seven departments of state government participate
in the Council, through representation by the Executive Director of
each department. Departments involved are: Education, Health,
Institutions (which includes the Division of Mental Health), Labor
and Employment, Local Affairs, Social Services and State Planning
and Budgeting. Also participating are representatives of the Governor's
office, including the Governor's Office of Human Resources.

The Human Services Policy Council develops policies which will
relate to areas of service throughout the executive branch of state
government. Following recommendations to the Governor and approval of
the policy statement by the Governor, the Council is responsible for

implementation of the policies including coordinated planning and bud-

geting by the various departments. Specific agreements are developed
between departments, outlining areas of program collaboration. The
first human services policy priority has been services for the aging,
with the goal of assisting older persons in maintaining themselves in
independent 1iving situations. Agreements between departments have

specified mechanisms for coordinated planning and budgeting, as well

as integrated service delivery, to implement the goal.
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Other policy areas will be developed, leading to increased
collaboration between programs which are provided by separate depart-
ments, and reducing barriers to comprehensive, integrated service
delivery. Information about the policies and collaboration agreements
must be disseminated to agencies and sub-units within the departments.

2. Office of State Planning and Budgeting

The Office of State Planning and Budgeting, through the Division
of Planning, is responsible for coordination of planning in all depart-
ments of state government.

The statute establishing the Division of Planning (24-37-202, CRS
1973 as amended) specifies responsibilities for state-level review and
coordination of planning:

a. coordinate the preparation and maintenance of long-range
master plans which recommend executive and legislative
actions for achieving desired state objectives and which
include recommended methods for evaluation;

b. stimulate, encourage, and assist state agencies to engage
in long-range and short-range planning in their raspec-
tive areas ofiresponsibility;

c. review and coordinate the planning efforts of state agencies,
including the relationship of such efforts with federal
and local government programs.

The Division is also the clearinghouse for state agency applica-
tions for federal grants subject to review under provisions of the
Bureau of the Budget A-95 regulations. Within the Office of State
Planning and Budgeting, the Division reviews the Executive Budget to
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assure that budget requests match the established plans of state
departments and agencies.

Coordination by the Division of State Planning, working with
planning staffs in other state departments, divisions and agencies,
will increase the coordination of services, eliminate unnecessary dup-
Tication, and develop additional programs where needs are now not met.
3. Health Planning

The Colorado Department of Health, containing the Division of
Comprehensive Health Planning, was designated as the state health
planning agency by the Governor of Colorado, in accordance with PL
89-749 (the comprehensive health planning legislation), in March
1973. Up to that time the Office of Comprehensive Health Planning Had
been located within the Governor's Office and the Department of Local
Affairs. The Division was transferred at that time to the Department
of Health to continue as thé unit responsible for health planning.

The Colorado Health Planning Council, appointed by the Governor, is the
policy-making body for the Division.

In 1975, three health service areas were established in Colorado,
as provided in the National Health Planning and Resources Development
Act of 1974 (PL 93-641). A non-profit corporation has been created in
each of the areas, and all three have applied for and received condition-
al designation under that Act as health systems agencies. A State-
wide Health Coordinating Council is yet to be selected. The Council,
a citizens group with a consumer majority, will have sixty percent of
the membership selected by the Governor from nominees of the health

systems agencies; the other forty percent will be designated at-large
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by the Governor. To date, a board has been chosen by each of the
Health Systems Agencies. The Statewide Health Coordinating Council
will be appointed by January 1977. The State Health Planning and
Development Agency, an agency of the state government, has not yet
been designated by the Governor. Until the Council and the Agency
are selected, the Colorado Health Planning Council and the Division
of Comprehensive Health Planning continue to perform the state-Tevel
planning and coordinating functions.

The Division of Comprehensive Health Planning is developing a
plan framework for health services, both public and private, on a
statewide basis and coordinates and provides guidelines for planning
by areawide comprehensive health planning councils, which are opera-
tional in the thirteen Planning and Management Regions of the state.
When the structure of PL 93-641 is implemented, the thirteen areawide
councils will be replaced with three Health Systems Agencies, although
sub-area councils will, in many regions, continue some of the planning
and coordinating roles as advisory groups of the Health Systems Agencies.
The various mental health agencies in Colorado have been involved
at the local level to varying degrees with the areawide health planning
councils. The latter, in many regions, have had a role in the A-95
review process regarding mental health proposals.

At the state level, the Department of Institutions is represented
on the Colorado Health Planning Council, and for the past two years the
representative was the director of the Division of Mental Health. Mental

Health volunteers have also been active in health planning, and the current
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chairman of the Council was formerly the president of the Mental Health
Association of Colorado and is a vice-president of the National Associa-
tion for Mental Health.

0f the three areawide health planning councils in the state which
currently have specific health plans in adopted form, two have directly
addressed mental health, and the third has included 1t in its outline.
In addition, the outline of the Colorado Health Systems Plan Framewdrk
includes mental health services. A staff person from the Division of
Comprehensive Health Planning is participating in the development of
this plan (the Five Year Mental Health Plan).

The National Health Planning and Resources Development Act (PL
93-641), and particularly the regulations resulting from it, calls for
the effective planning and development of both physical and mental
health services. Consequently, the functions of the various entities
created by this legislation will have impact on the planning and deliv-
ery of services by the various mental health agencies. Each health sys-
tems agency (HSA) will have specific responsibilities, including the
following:

a. establish a health systems plan and annual implementation

plan for the area;

b. review and approve or disapprove grant requests for
designated federal funds (including funds appropriated
under the Community Mental Health Centers Act and the
Alcohol Abuse and Alcoholism Prevention, Treatment and

Rehabilitation Act);
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c. fimplement plans through developmental grants to comunity

agencies;

d. recommend health facilities projects to the state for

funding;
e. periodically review and comment on the appropriateness
of all institutional health services in the area; and

f. coordinate its activities with other planning or admin-
istrative agencies such as Professional Standards Review
Organizations.

Some of these functions, particularly (b) and (c), will not be
performed during the initial period (up to one year) of a given- health
systems agency's designation.

The Statewide Health Coordinating Council will review and coordinate
planning activities of the HSA's, prepare and approve a state health plan
based on the health systems plans of the HSA's, and advise the State
Health Planning and Development Agency in its work of statewide health
planning and implementation of the state health plan.

Mental health agencies have been involved to some extent, through
representation by staff and board members, on planning committees and
by election to board membership of the health systems agencies.

Implementation of the health planning and resources development
program should accomplish the following:

a. enhance the development of comprehensive health service

systems, including mental health, in all areas of the

state;
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b. 1ncrease and broaden community involvement in mental
health, particularly of those providers and consumers
not in the mental health field;

c. facilitate closer coordination between the public and
private sectors of the mental health delivery system;

d. dimprove the availability of services in rural and
other underserved areas; and

e. Tlimit unnecessary duplication of services.

In order to achieve these outcomes, mental health center and clinic
board members, other volunteers, and mental health professionals must
involve themselyes to an even greater degree in the health planning pro-
cess. This can be accomplished in part by participation on the boards,
conmittees, and task forces of the health systems agencies and on the
Statewide Health Coordinating Council and its task forces. The HSA's
and the Coordinating Council, in turn, must facilitate this involvement.

4, Health Facilities Advisory Council

The Department of Health is designated by state statutes as the sole
agency for carrying out the purposes of the Community Mental Health Centers
Construction Act of 1963 and any amendments thereto. The State Health
Facilities Advisory Council (HFAC) is a statutory body appointed by the
Governor to advise the Department of Health on matters involving construc-
tion of mental health and other health care facilities. Four of the 18
members of HFAC are mental health representatives: two consumers, one
public service provider, and one private service provider.

There have been some communications problems among the applicants

for approval and funding of projects because of the many changes which
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take place during the grant review process. These applicants include
HFAC, DMH, and the Regional Department of Health, Education, and Welfare
Office (DHEW). This problem will be minimized by ensuring that ail sig-

nificant communications are documented, and all concerned agencies

receive a copy of each communication.

B. INTERDEPARTMENTAL PROGRAM PLANNING

1. Division of Alcohol and Drug Abuse

The state alcohol and drug abuse authority, by statute, is the
Division of Alcohol and Drug Abuse {DADA), which is a component of the
Colorado Department of Health. The Department of Health, through DADA,
is responsible for formulation of an annual comprehensive state plan for
alcohol and drug abuse programs, supervision of the administration of the
plan, and coordination of state and federal funds for alcohol and drug
abuse services. By statute, DADA is the state alcohol and drug abuse
authority; therefore, the DADA alcohol and drug abuse plan is the official
substance abuse plan for the state. The state general fund appropriation
to DADA in fiscal year 1975-76 was $1,526,910. The Division also allo-
cated or approved the allocation of some $4,000,000 in federal funds.
DADA does not operate programs directly, but purchases services from
approved agencies.

Mental health agencies, operated and/or funded through the Division
of Mental Health (DMH), are actively involved with alcohol and drug abuse

services. Most alcohol and drug abuse services are funded through the
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Division of Alcohol and Drug Abuse, utilizing both federal and state
funds. In fiscal year 1975-76, DADA had 39 contracts with mental

health centers/clinics (including the Drug Treatment Center at Colorado
State Hospital) to provide alcohol and drug services. During the same
year, state general funds in the amount of approximately 1.4 million dol-
Tars were appropriated directly to Colorado State Hospital (CSH) and Fort
Logan Mental Health Center (FLMHC) for the treatment of alcoholism,

and 0.5 mi1lion dollars to CSH for drug abuse services. AdditionaIf},

a substantial percentage of the approximately 9.5 miliion dollars id
state general funds appropriated to mental health centers and clinics

in FY 75-76 was used for the treatment of center and clinic clients

whose diagnosis included alcohol and/or drug abuse. Finally, of the
centers' and clinics' projected income of 12.4 million dollars for the
year from non-state sources (federal and local goverrments, fees, third-
party payments) some is being used to purchase alcohol and drug abuse
services.

Some achievements in coordination between DADA and DMH in the fund-
ing and operation of services include: DADA contracts with DMH-related
agencies; cooperation and collaboration in the preparation of budget
documents to prevent duplicate requests; beginning work on a common work-
Toad data reporting system. During the coming year, as reflected in the
Objectives in Chapter III, there will be a concentrated interdepartmental
planning project, involving DADA and DMH, to develop procedures for coord-
inated planning, funding, and delivery of alcohol and drug abuse services

in relation to the mental health services delivery system.
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Issues that will be addressed by the two Divisions and the two

Departments include:

d.

b.

a common data base and common terminology;

agreement as to types, levels and intensities of
services to be provided;

interdepartmental program budgets and funding pro-
cedures;

provision of appropriate alcohol and drug abuse ser-
vices to clients of the mental health service system,
and appropriate psychiatric services to clients of the
alcohol and drug abuse service system;

definition of the role of the mental health services
delivery system in the delivery of alcohol and drug
abuse services;

agreement on training needs and standards for all per-
sons who treat substance abusers;

development of plans for research into the etiology of
alcoholism and effective treatment strategies;

active participation of mental health agencies, including
centers and clinics, in the development and revision of
alcohol and drug abuse plans, and active involvement of
DADA in the preparation and updating of the state mental
health plan;

development of plans for diminishing state hospital-based

alcohol and drug abuse services, and a concurrent increase
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in the availability of alcohol and drug abuse services
in Tocal communities;

J. development of a methodology for determining the out-
come and impact of alcohol and drug abuse services.

2. Department of Social Services

The Department of Social Services {DSS) is responsible for the
administration of a host of social and medical programs. DMH and D§S
have many common interests and concerns. However, the primary inter-
face between these two human service agencies involves reimbursement
for mental health and rehabilitation services to emotionally disabled
children, adolescents, adults, and aged persons.

Colorado State Hospital (CSH) and Fort Logan Mental Health Center
(FLMHC) receive Title XVIII (Medicare), Title XIX (Medicaid) and voca-
tional rehabilitation funds from DSS. Mental health centers and clin-
ics are recipients of Medicare and Medicaid funds for services to eli-
gible clients. The vocational rehabilitation programs in the hospitals
and several centers have experienced a number of major changes and
periods of uncertainty because of unpredictable and severe reductions
in vocational rehabilitation funding. Mental health centers and clin-
ics have found that as Tittle as 40 percent of Medicaid claims have
been reimbursed, and they have received differing interpretations as
to what charges are payable. A major problem has been the requirement
that a physician must see each client for whom a Medicaid claim is sub-
mitted. This has worked a particular hardship on rural programs which

have large percentages of Medicaid eligible clients and Timited
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physician coverage, and has dramatically reduced the potential income
to all centers and clinics from this source.

The state receives some 29 million dollars in Title XX funds.
However, in contrast to many other states, none of these funds are
available for the purchase of mental health services. Therefore, in
Colorado the mental health agencies cannot assume responsibility for
developing or providing services funded by Title XX. The responsibii-
ity 1ies instead with county social service departments.

The coordination of planning between DSS and DMH has improved
markedly during the past year. With the assistance of the executive
directors of DSS and the Department of Institutions, a plan was formu-
Tated to transfer state general funds from mental health centers and
clinics to DSS. These dollars were to be matched by Medicaid funds on
an approximately 55 percent (federal) to 45 percent (state) basis. When
it was determined that the transfer could not be accomplished without
an amendment of a state statute, DSS's Tegal counsel drafted an amend-
ment which was included on the Tegislative calendar through a success-
ful attempt by the director of DSS. The proposed amendment was post-
poned indefinitely because of some uncertainty as to the possible effects
of the amendment.

DSS supported the efforts of the Colorado Association of Community
Mental Health Centers and Clinics and DMH to develop a new Medicaid
reimbursement formula. Payments under the formula have been delayed
pending completion of negotiations with the Professional Standards

Review Organization, the Colorado Foundation for Medical Care.
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It is anticipated that coordinated planning between DSS and DMH
will continue. The expected outcomes are: increased payments for men-
tal health services to persons eligible for medical assistance under
Medicare and Medicaid; the successful negotiation of contracts between
DSS and community mental health centers and clinics; expanded vocational
rehabilitation services for mental health clients; and coordinated pro-
vision of services for the elderly.

3. Department of Education

Coordination of planning between the Department of Education and
mental health services of the Department of Institutions is included in
the policy-development activities of the Human Services Policy Countil.
Additionally, a representative of the Division of Mental Health has pro-
vided input to plans of the Division of Special Education of the
Department of Education.

At present there are some areas of program coordination between
mental health agencies and the Department of Education. Under provis-
ions of the state Handicapped Children's Educational Act, school dis-
tricts and boards of cooperative services may contract with mental
health centers or clinics to purchase diagnostic evaluation services
for handicapped children, teacher and parent counseling or consulta-
tion, and inservice education for school staff and volunteers. Therapy
services for children are not eligible for reimbursement to mental
health agencies. In 1975, sixteen centers and clinics in rural areas
of the state had contracted to provide the evaluation, consultation

and training services; in urban areas, these services are provided
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directly by school personnel., Limited amounts of funds from the
Elementary and Secondary Education Act (federal), administered through
the Department of Education have been available to supplement the
school programs at the two state hospitals.

An area of planning being addressed by the Human Services Policy
Council is services for the handicapped. Certainly education of the
emotionally handicapped will be included in the development of policies
and program goals. In addition, specific program coordination mecha-
nisms should be developed:

a. a representative of the mental health system should

be included in the membership of the State Special
Education Advisory Committee;

b. a coordinating group, representing the Division of
Mental Health and the Division of Special Education,
should be created to plan and implement programs
which will provide educational services to children
excluded from public schools because of emotional
handicaps;

c. changes in legislation should be sought to provide
that Tocal, state, and federal funds for education
of the handicapped will be available, at an adequate
Tevel, to community or residential agencies which
include educational services in treatment programs

for the emotionally handicapped.
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C. INTERDIVISIONAL PLANNING - DEPARTMENT OF INSTITUTIONS

Within the Department of Institutions are five Divisions:
Corrections, Deaf and Blind, Developmental Disabilities, Mental Health,
and Youth Services. All of the Divisions include residential agencies
as well as community programs operated directly by the Divisions or
through contracts with non-governmental agencies. Coordination of
planning between Divisions is accomplished through regular meetings of
the Division Directors and the Executive Director of the Department,
through special planning meetings of the Directors, and through task
forces to study program areas and make recommendations to the Executive
Director.

For selected issue and policy areas, a conmittee of Division of
Planning Directors develops coordinated planning between Divisions. The
Interdivisional Placement Team, with a representative from each Division,
reviews information about hard-to-place clients, designs a plan for
treatment which may involve services to be provided by two or more
Dijvisions, monitors the progress of treatment, and makes recommenda-
tijons to the Executive Director about the need for new programs or
revised structure of services to meet client needs. The Interdivisional
Medical Services Committee surveys the adequacy of medical and related
services in agencies of the Department of Institutions, including labo-
ratory facilities and pharmacy services; recommendations are presented
to the Executive Director to improve the quality and efficiency of these
programs. In addition to these and other Department-wide task forces,

representatives of Divisions are involved in program planning within
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other Divisions; e.g., representatives of the School for the Deaf and
Blind participated in planning the program of mental health services
for the deaf at Fort Logan Mental Health Center, and representatives
of the Division of Youth Services helped in the planning of new adoles-
cent treatment units at Colorado State Hospital and Fort Logan Mental
Health Center. Mental health centers in some areas have contracted to
administer community corrections programs, and to provide services to
agencies within other Divisions of the Department. The Chief of
Diagnostic, Medical and Mental Health Services, in the Division of
Corrections, manages and administrates provision of mental health ser-
vices in that Division, and coordinates the relationship of mental
health services of the Penitentiary and Reformatory with the Forensic
Division and other units of Colorado State Hospital.

In many aspects, coordinated planning of services between Divisions
of the Department of Institutions is being accomplished, but improved
integration of services is still needed. Transfer of clients between
Divisions, or provisions of services concurrently by agencies of two or
more Divisions, should be implemented when required to meet the needs of
clients. ATl mental health services to state agencies should be the
responsibility of the Division of Mental Health, either through con-
tracts under which agencies of the Division of Mental Health will pro-
vide services to other agencies, or by agreement with the Division of
Mental Health that mental health services should be provided directly

by those other agencies.
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‘D. LOCAL GOVERNMENTAL PLANNING AND REGIONAL PLANNING

1. Department of Local Affairs - Division of Planning

The Division of Planning in the Department of Local Affairs has the
statutory authority and responsibility for coordination of planning at
the Tocal Tevel throughout the state.

The Division of Planning plays a dual role in assisting the planning
process in Colorado. County and municipal governments engage in a con-
tinuous effort to plan and manage their futures, and the Planning
Division provides them with technical and financial assistance. Other
planning functions - including policy-making and regulation - are per-
formed by various State government agencies, and the Division of
Planning coordinates such activities.

The State A-95 Clearinghouse for non-State applications for federal
funds is the Division of Planning in the Department of Local Affairs.
A-95 is a federal program that requires all requests for federal grants
to be reviewed by appropriate agencies at the local, regional, and state
Tevels. The Division coordinates the project notification and review
process with eight regional councils of governments, two area councils
of governments, and one regional planning commission, each of which
serves as a regional or area A-95 Clearinghouse. The Division, in addi-
tion, acts as the regional clearinghouse for three of the state's thir-
teen regions. (The State A-95 Clearinghouse for applications from State
agencies is the Office of State Planning and Budgeting.)

Appropriate local, regional, and state review of all requests for

federal funds, particularly as they relate to mental health, should
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avoid unnecessary duplication of services and facilitate the implemen-
tation of the State Mental Health Plan, Teading to a more effective and
economical service delivery system. Increased input from the Division
of Mental Health into the Division of Planning relative to the latter's
role as technical advisor to Tocal governments should result in greater
involvement by those governments in local planning for mental health.
2. Regional Planning

The responsibility at the regional level for coordination between
regional planning and mental health planning is shared by the respective
regional council of governments and the region's mental health centers
and clinics, Approximately 15 of the state's 24 centers and clinics
have elected officials on their boards, which should provide for a
degree of coordination. In some cases the board is selected in whole
or in part by the county commissioners in the counties served by the
center or clinic.

In addition to the involvement of elected officials, the staff and
board members of mental health centers/clinics are involved in most com=
munities in conmunity planning for the total human services delivery
system.

3. Municipal Planning

An example of mental health planning at the municipal level is the
development of the Denver Mental Health Advisory Board, which has been
sanctioned by the City and County of Denver and the seven mental health
centers and clinics which provide services in Denver. The Division of
Mental Health has been actively involved in this attempt to unify the

mental health delivery system in Denver. Of particular importance {s
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the need to determine which services should be centralized to eliminate
unnecessary duplication and achieve cost ‘savings.

The overall objective of this effort is a unified mental health
delivery system in Denver, involving one budget document that would pro-
vide for the distribution of mental health funds on the basis of the
specific needs of the various sections of the city.

4. Four Corners Regional Development Commission

The Four Corners Commission is a federally-funded agency with the
specific objective of economic development and job creation, particularly
in rural areas, covering the states of Colorado, Utah, Arizona, and New
Mexico. In Colorado it is administered by the Office of Rural Develop-
ment, Department of Local Affairs. The Commission acts as a "funding
agency of Tlast resort" and supplements grants from other federal agen-
cies and Tocal funds. It apparently has not been involved in any mental
health projects in the past but has participated in the funding of sev-
eral hospitals and clinics. The possibilities of utilizing this resource

for the development of mental health services should be explored further.

E. PUBLIC, VOLUNTARY, AND PRIVATE MENTAL HEALTH SERVICES

Much of the emphasis in this Plan is on the public mental health
services - those agencies receiving federal, state, and Tocal govern-
mental funds for identified mental health treatment programs. Private
and voluntary agencies provide a varijety of mental health and counsel-

ing services in addition to the publicly funded programs. Referrals



are made between the voluntary and public agencies, and veluntary

agencies often provide additional supportive services for public agency
clients.

The Mental Health Association of Colorado is a citizens' organiza-
tion which serves as an advocate for the mentally i11, promotes mental
health through educational activities and support of legisiation, and
participates in the monitoring of public mental health services in the
state, The Association also participates in studies of needs and pro-
grams, and was instrumental in organizing the planning process which
developed the Denver Mental Health Plan. The Mile High United Way, in
the Denver metropolitan area, and United Way agencies in other parts of
the state, have a planning and coordinating function particularly with
voluntary organizations providing mental health and counseling services.
Associations of mental health professionals provide significant Teader-
ship in setting professional standards, encouraging or organizing con-
tinuing education, and participating in studies of plans, policies, and
issues related to mental health programs.

Some cooperative relationships exist between the public, voluntary
and private mental health services, but no comprehensive plan has been
developed to courdinate planning and service delivery between the pub-
Tic programs and other agencies. The Division of Mental Health will
organize a planning group, either as a task force related to the State
Advisory Council or as a separate ad hoc study group. Membership will
include representatives of the state-funded mental health system, vol-
untary agencies providing mental health services, private practitioners,

professional associations, and the Mental Health Association. The
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planning group will study issues and make recommendations to the
Division of Mental Health.

Among the issues to be considered are:

a. identification of the range of mental health
resources available through public, voluntary
and private auspices, and criteria for admission
to these services;

b. development of guidelines for relationships between
public and voluntary or private services, including
referral processes;

c. development of guidelines for purchase of mental
health services from voluntary agencies, as appro-
priate, by catchment area centers and/or the Division

of Mental Health.
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VI. CATCHMENT AREA MENTAL HEALTH PROGRAM

A. DESCRIPTION OF CATCHMENT AREAS

A catchment area is defined as "a geographic area for which there
is a designated responsibility for community mental health services."
Colorado has designated 21 catchment areas. A specific community
mental health center or clinic has been designated the catchment
area center or clinic. The catchment area center/clinic has primary
responsibility for providing a full range of community mental health
services to its catchment area. These services may be provided
directly by the center/clinic, or by an affiliate of the catchment
area center/clinic.

The full range of community mental health services includes:

1. inpatient, outpatient, partial hospitalization, 24-hour

emergency and consultation and education services;

2. other 24-hour care (i.e., residential alternatives to

inpatient care);

3. services to children, adolescents, adults and the elderly;

4. appropriate vocational, activity, recreational and occupa-

tional therapies;

5. preadmission screening;

6. aftercare;

7. substance abuse services; (These services must be provided

in accordance with the State Plan developed by the State
Division of Alcohol and Drug Abuse, the statutory state

alcohol and drug abuse authority.)
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other services determined by local needs and ‘the requirements

of federal and other funding agencies.

Catchment area centers and clinics. obviously vary in their ability

to provide the above services. The capabilities of the smaller and

underdeveloped agencies will be increased through such means as

differential distribution of state funds, 314(d) and other special

grants, assistance in applying for federal planning, initial operation

and other grants, and continuing education programs for administrative

and clinical staff.

The geographical and health planning superstructure into which the

catchment areas must fit is as follows:

1.

Health Service Area: Colorado has three Health Service Areas
(See map, page 3). A Health Systems Agency (HSA) has the
overall responsibility for health planning in each Health
Service Area.

Colorado Planning Regions: There are 13 State Planning
Regions (see map, page 4). These regions were in existence
prior to passage of Public Law 93-641 which requires the
designation of Health Service Areas. The future role of

the Planning Regions is not clear. They might continue to
be viable entities for planning purposes because they provide
more potential for.local input than the HSA's, but are more
manageable than 63 counties.

Counties: Colorado's 104,000 square miles and 2.7 million
population are distributed over 63 counties (see maps,

pages -3 and 4).
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4. Catchment Areas: Each of the 21 catchment areas is comprised
of one or more counties, with the exception of Denver, which
is divided into four catchment areas. No catchment area
boundary crosses a county 1ine. The chart on page 6 shows
the relationships among Health Service Areas, Colorado
Planning Regions, counties and catchment area mental health
center/clinics.

Following is a brief description of each region, the services

provided by the centers/clinics serving each region and program

needs.

REGION I
LOGAN SEDGW CK
PHILLIPS
MORGAN
WASHINGTON TUMA

1

Area: 9,228 square miles
Population: 66,918

Region I 1ies in the extreme northeastern corner of Colorado and
encompasses Logan, Morgan, Phillips, Sedgwick, Washington and Yuma
Counties. The area is bounded to the north by the Nebraska state

Tine and on the east by the Nebraska and Kansas state 1ines. The
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HEALTH SERVICE AREAS, PLANNING REGIONS, COUNTIES
AND CATCHMENT AREA MENTAL HEALTH CENTERS AND CLINICS

Area Region
1 1
1 2a
1 2b
1 3a
1 3b:
1 3c
1 3d
1 3e
1 3f
1 3g
1 3h
1 3i
1 5
2 4
2 6
2 7
2 8
2 13
3 9
3 10
3 11-12

Counties
Logan, Sedgwick, Phillips,
Yuma, Washington, Morgan
Weld
Larimer
Adams
Arapahoe, Douglas
Boulder

Jdefferson, Gilpin, Clear
Creek

Southeast Denver
Northwest Denver
Northeast Denver
Southwest Denver
Arapahoe, Adams

Elbert, Lincoln, Kit
Carson, Cheyenne

Park, Teller, E1 Paso

Crowley, Kiowa, Prowers,
Bent, Baca, Otero

Pueblo, Huerfano, Las
Animas

Saguache, Mineral, Rio
Grande, Alamosa, Costilla,
Conejos

Lake, Chaffee, Fremont,
Custer

Dolores, Montezuma, La

Plata, San Juan, Archuleta

Delta, Gunnison, Montrose,
San Miguel, Ouray, Hinsdale

Moffat, Routt, dackson,
Grand, Rio Blanco, Garfield,
Mesa, Pitkin, Eagle, Summit

Catchment Area
Mental Health
Center/Clinic

Northeast Colorado Mental
Health Clinic

Weld MH Center, Inc.

Larimer County MH Céntér

Adams County MH Center, Inc.

Arapahoe MH Center, Inc.

MH Center of Boulder Co, Inc.

defferson County Mental
Health Center, Inc.

Bethesda Community MH Center
Northwest Denver MH Center

Park East MH Center

SW Denver Conm. MH Services, Inc.
Aurora Mental Health Center

East Central Colorado Mental
Health Clinic, Inc.

Pikes Peak Family Counseling
and Mental Health Center

Southeastern Colorado Family
Guidance Center

Spanish Peaks Mental Health
Center

San Luis Valley Comprehensive
Community MH Center

West Central Mental Health
Center, Inc.

Southwest Colorado Mental
Health Center, Inc.

Midwestern Colorado Mental
Health Center, Inc.

Colorado West Regional Mental
Health Center, Inc.
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southern extent of the region ends at the Lincoln and Kit Carson
County 1ines and the western boundary is the Weld and Adams County
Tines.

1. Existing Services

The region is served by the Northeast Colorado Mental Health
Clinic with headquarters in Sterling and branch offices in Fort
Morgan and Yuma. Outreach services are provided to other communities
in the region. County fiscal support of the clinic has been impres-
sive; over the past several years, county funds have accounted for
approximately one-third of the total budget of the clinic. The major
service modalities of the clinic are outpatient evaluation and treat-
ment services, juvenile diagnostic crisis shelter and counseling
services, and consultation and education services to other community
agencies. Emergency services are available 24 hours a day. A contract
with the Division of Alcohol and Drug Abuse (Department of Health)
supports client counseling, public education, and community organiza-
tion efforts in alcoholism in the region.
2. Program Needs

With the above-average community support generated by the Northeast
Clinic, the establishment of a wide range of mental health services
will be possible within the next few years. The region has been trans-
ferred from the Colorado State Hospital service area to that of the
Fort Logan Mental Health Center. This movement provides an excellent
opportunity for the clinic to plan and implement several service ele-
ments, particularly alternative inpatient services for adults.

There are no hospitals within the catchment area providing separate

units, beds or professional staff to treat serious emotionally or




socially disturbed persons. The nine general hospitals will admit

patients with a psychotic disorder or diagnosis, but they are not
set up for treating such disturbances other than on an emergency
basis. There is a need for specialized inpatient services and
alternative treatment facilities in the catchment area.

A planning grant application has been submitted to the Department
of Health, Education and Welfare to facilitate the establishment of
comprehensive services to this catchment area and to the Region 5
catchment area. Under this proposal, Regions 1 and 5 would be combined
into a single catchment area so that comprehensive services would be
made available to both areas.

While the area of combined Regions 1 and 5 is very large, the
population of these contiguous areas is quite sparse. Resources are
scarce in both regions. The regions share many geographic, economic,
political and social factors which increase the feasibility of amalga-
mation for the purposes of provision of comprehensive mental health
services. Many of the Northeast Colorado Mental Health Clinic staff
provide services on a part-time basis to Region 5.

As these plans are realized, catchment area changes and descrip-

tions of services will be revised in the State Mental Health Plan.

REGION 2

LARIMER WELD

b 2

Area: 2,614 square miles ' Area: 4,004 square miles
Population: 124,227 Population: 116,407
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Region 2a

Weld County, with a land area of 4,004 square miles, is one of
the two counties in Planning Region 2. The Wyoming and Nebraska
state 1ines form the nmorthern boundary of Region 2a; Logan and Morgan
Counties form the eastern boundary; the metropolitan area of Region 3
the southern boundary; and Boulder and Larimer Counties the western
boundaries. This area encompasses the far northern area of the Colorado
front range corridor. The Cache 1a Poudre and Big Thompson Rivers
flow through the region and, coupled with efficient water resources
management through the Colorado Big Thompson Project, provide this
district with ample irrigation ability. The northern part of the
county is a sparsely populated area dominated by the Pawnee National
Grasslands. Major industries and employers include agribusiness,
Tivestock, meat processing and education (University of Northern
Colorado).

1. Existing Services

The county is served by the Weld Mental Health Center. The center
received a federal staffing grant in November 1966, and the grant
terminated in October 1974. Based upon the 1960 census data, the
county was designated as a poverty area, and the center became eligible
for poverty funding status. However, 1970 census data did not support
continued poverty area designation of Weld County. No fiscal support
of the prodgram is recéived from the county; Tfunding comes entirely
from federal and state sources, fees, donations, and modest school
contract funds and some support from the City of Greeley. The main
service center and administrative offices recently moved into a new,

well designed facility in Greeley.
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There is a branch office in Fort Lupton, a communitv south of
Greeley wherein a large proportion of the county's Chicano popula-
tion resides. The center is attempting to increase its outreach
efforts to Chicanos in the county and has made major strides, although
additional resources need to be channeled inte this effort.

Inpatient services are provided in the county hospital in Greeley,
and the inpatient program is often filled to capacity. Adult day care
services are provided through a separately organized facility calied
"Stepping Stone,” which provides services for both chronic, Tonger
term clients and clients in the inpatient unit. Emergency services
are provided throughout the county.

A full range of services is available for the alcoholic and his
family through the various center services and a specialized alcohol-
ism outreach team. A halfway house provides an alternate living
program for the alcoholic.

A specialized program for children and families provides emergency
care, long term therapy and evaluation services. A drug program,
“Lean-0n," for teenagers and young adults is well utilized as a drop-
in center in the community.

2. Program Needs

The Weld Center provides basic services for all categories of
clients with the exception of geriatrics, forensic services and
specialized inpatient services for children and adolescents. The
possibility of some sharing of facilities and services by Weld and
Larimer Counties will be explored.

Perhaps the highest priority for this region is the development

of other 24-hour care services, such as a halfway house, to relieve
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the growing pressure on the center's inpatient program.

There are no transitional care beds currently available for children
or adolescents with chronic psychiatric problems and behavioral
problems requiring inténsive mental health treatment. The center
proposes a 12 bed facility which would offer intensive treatment
and educational orieénted programs in conjunction with the local
deparmtent of social services, the local school district and the
Tocal center for the developmentally disabled. This facility would
make possible a reduction in the number of children being inappropri-
ately institutionalized in both psychiatric hospitals and juvenile

detention facilities.

Region 2b

Larimer County comprises Planning Region 2b. The 2b district's
northern borders are aligned with Wyoming, while to the east is Weld
County, to the south Boulder County and on the west Jackson and Grand
Counties. Most of Region 2b Ties in the South Platte River watershed
with the northwest corner of the territory comprising part of the Big
Laramie River watershed.

An unusually heavy rainfall recently caused the Big Thompson River,
which flows across the southern part of the county, to overflow. The
resulting flooding became a major disaster which claimed over 125
Tives. The canyon in which the rdver overflowed is a major highway
route, and contained many homes and businesses. Since the canyon is
a high risk flood area, consideration is being given to ways of
preventing future loss of Tife. This might result in the relocation

of canyon residents to other areas of the county.
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The major communities of the county are Fort Collins, Loveland
and Estes Park. According to a recent survey, this area is the fourth
fastest growing community in the United States. The major industries
in the county are agriculture, livestock, education (Colorado State
University) and tourism. The terrain of the county ranges from
mountain peaks of 14,000 feet and the Continental Divide on the west
to the rolling plains of the Poudre and South Platte River Valleys.

1. Existing Services

The county is served by the Larimer County Mental Health Center
(LCMHC). The agency was recently awarded a federal grant which will
enable it to provide a full range of community mental health services.
Prior to the award of the federal grant, LCMHC had provided many
services above and beyond those expected of an agency with its level
of funding. These services included inpatient services, and special
programs for alcoholics referred by law enforcement agencies and
developmentally disabled persons with mental health problems.

2. Program Needs

Program needs include alternative treatment facilities for all
ages, increased services to outlying areas, and increased outreach
to the Chicano population. The federal grant and the additional
state and local funding available will help meet some of these needs.

The disasterous flood referred to above created many additional
demands for services beyond the capacity of the agency to meet with
existing resources. The center is applying for special federal funds
for counseling services to surviving disaster victims and the families

of those who did not survive.
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REGION 3

: BOULDER
ADAMS L

JEFFER~!
SON

. DERVER
ARAPAHOE

DOUGLAS

Area: 5,045 square miles
Population: 1,487,594

Region 3 is a 5,045 square mile area encompassing eight counties —
Adams, Arapahoe, Boulder, Clear Creek, Denver, Douglas, Gilpin and
Jefferson. The region lies directly south of Larimer, Weld and
Morgan Counties. It is bounded in the east by Washington County,
in the south by Elbert, E1 Paso, Teller and Park Counties and in
the west by Grand and Summit Counties.

Region 3 is largely a metropolitan district and is the most
important industrial area of the state. The topography of the
territory ranges from level, fertiTe land in Adams County to the
rugged mountains (primarily in Clear Creek and Gilpin Counties) in
the western portion of the region.

The South Platte River and a few of its important tributaries —
the St. Vrain River, Boulder, Clear and Cherry Creeks — flow through
the area and contribute to a small amount of agricultural activity.
Most of this farming is 1imited to Adams County. and is accomplished
through the use of both dry and irrigated land. There is a Timited
amount of farming and livestock grazing in Arapahoe, Boulder, Douglas

and Jefferson Counties.
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The principal economic bases of the region are manufacturing,
trade and government services which are concentrated mainly in Denver,
the most populous of the state's 63 counties. Recreation and tourism
are major industries in the western part of the region.

Mineral extraction plays an economic role of secondary importance
in the region. This includes flourspar, sandstone, sand, gravel and
clay extraction in the eastern section, and lead, silver, zinc,
molybdenum and uranium mining in the mountainous sections of the
district.

The state hospital serving Region 3 is the Fort Logan Mental
Health Center. This hospital pioneered many of the approaches to
community care presently being practiced in many centers and clinics
in Colorado and across the country. In addition to Fort Logan and
the 14 mental health centers and clinics in Region 3, mental health
services are available through Colorado Hospital (a component of the
University of Colorado Medical Center), two psychiatric hospitails,
several general hospitals, many private practitioners (psychiatrists,
social workers, psychologists, nurses, pastoral counselors, etc.) as
well as voluntary agencies.

A brief description of the centers and clinics in Region 3 follows.

Adams County Mental Health Center, Inc.

1976-77 Estimated Population: 206,561

1. Existing Services

This comprehensive commnity mental health center serves the rapidly

growing suburban area to the north/northeast of the City of Denver.
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It provides a wide range of programs for children, adults and persons
in nursing homes. The center is heavily utilized by residents of
the community through decentralized offices as well as a variety of
specialized programs, notably, partial care, sheltered workshops and
a continuum of other 24-hour residential care for the chronically
i11. Specific federal grants have provided funding for direct serv-
ices to children in four school districts through a school mental
health program. A child advocacy program offers direct services to
children and adolescents in the fifth school district.
2. Program Needs

Areas of need include expanded attention to the Targe number of
nursing home residents who are former psychiatric patients. Addi-
tional alternative 1iving facilities are needed because of the large
number of persons within the catchment area who require long term

care. Additional specialized services for Chicanos are also indicated.

Arapahoe Mental Health Center, Inc.

1976-77 Estimated Population: 153,832

1. Existing Services

This center serves the suburbanareas to the south of the City of
Denver. It provides comprehensive services through its own decentral-
ized facilities, Fort Logan Mental Health Center and Colorado
Psychiatric Hospital. The center initiated action which resulted
in the passage of a county bond issue to generate funds for an
alternative treatment facility. The agency has also developed
excellent consultation and education and children's and alcoholism

services.
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2. Program Needs

This center will be placing major emphasis on the development
of alternatives to inpatient care. Heavy emphasis will also be
placed on increased services to aged persons and the Chicano resi-

dents of its catchment area.

Aurora Mental Health Center, Inc.

1976-77 Estimated Population: 114,569

1. Existing Services

This center is the most recently developed catchment area program
in the mental health system. As the results of the recent approval
of its application for a major grant, the center riow offers a compre-
hensive array of mental health services. It will be several months
before the center is operating at an optimal level, because of the
necessary “"gear-up" time.

2. Program Needs

Particular emphasis will be placed on crisis intervention,
children's services and alternatives to hospitalization. Also,
increased emphasis will be placed on services to the more rural

eastern end of the catchment area.

Bethesda Community Mental Health Center

1976-77 Estimated Population: 127,936

1. Existing Services

This program provides comprehensive services to residents of
southeast Denver. The program is unique as it is affilated with a

private psychiatric hespital program which is utilized for inpatient
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services. Emphasis has been placed on evaluation of treatment
effectiveness within the services offered.
2. Program Needs

The center recognizes the need for development of alternatives
to hospitalization within the catchment area. Also, additional
services to minority persons are indicated. Efforts are underway
to increase services to young people, the elderly and substance

abusers.

Mental Health Center of Boulder County, Inc.

1976-77 Estimated Population: 174,413

1. Existing Services

This is a comprehensive center which serves a diverse catchment
area including both urban and rural areas. Programs must therefore
be geared to these specific populations. Services in the urban parts
of the catchment area emphasize services to young people (including
drug abuse services), families and the elderly. Services in rural
areas reach the poor and minority groups. Services are readily

accessible to residents of the catchment area.

2. Program Needs .

This center continues to need to provide a range of services to
children and young people because of the nature of its population.
Alternative residential treatment facilities are needed, as are a
Timited number of inpatient beds to replace those previously used in
a hospital which had to close its psychiatric ward. Additional

services are also needed in rural areas of the county.
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Children's and Adolescents' Mental Health Services

(This is a non-catchmented, specialty program)

1. Existing Services

This program provides comprehensive "child-oriented” mental health
services in a "child-oriented" facility. In-hospital and odtpatient
services are provided to children and outpatient care is available
to parents of children in treatment. Consultation and education
services are also available.

2. Program Needs

This program will continue to play an important role because of
its particular emphasis on services to young people in a unique
setting. Continued funding and support will be required as the over-
all hospital program expands. At this point, the hospital is planning
a private inpatient program for adolescents. The Division of Mental

Health is in support of this expanded service.

Denver Mental Health. Center, Inc.

(This is a non-catchmented, specialty program)

1. Existing Services

This ciinic provides outpatient treatment with emphasis on individual,
Tonger term therapy for people of middle and Tower incomes.
2. Program Needs

This clinic plans to provide expanded outpatient services to the
elderly and to continue emphasis on providing its services to Tower

income clients.
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Northwest Denver Mental Health Center (Denver Department of Health
and Hospitals)

1976-77 Estimated Population: 169,331

1. Existing Services

This center is a component of the City and County of Denver
public health system. In some instances, physical and mental health
services are available in the same facility. A wide range of physical
and mental health services, plus substance abuse and vocational
services are available.

2. Program Needs

This is an area -of high need which can utilize virtually any
additional services that can be developed. Particular needs include
a range of alternative 24-hour care facilities, increased services
to children and adolescents and strengthening of consultation and

" education programs.

Jefferson County Mental Health Center, Inc.

1976-77 Estimated Population: 337,209

1. Existing Services

This comprehensive community mental health center offers compre-
hensive services to Jefferson, Clear Creek and Gilpin Counties which
have a total population of well over 300,000 residents, making it one
of the largest in the United States. The main administrative offices
are Tocated in Lakewood with branch offices in Arvada, Evergreen,
Wheat Ridge/Golden, South Jefferson and Lakewood. Part-time offices

serve Idaho Springs and Georgetown.
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2. Program Needs

The rapidly expanding population of these suburban and mountain
counties has placed growing stress on the center to meet basic service
demands. Since staffing patterns have remained more or Tess constant
the past two years, careful utilization of staff time is required to
maximize efficiency. Also, there are continuing efforts to place
more services in Clear Creek and Gilpin Counties. Alternative resi-
dential facilities are a high priority for the center. Additional
services to the residents of nursing homes is another primary need

in this catchment area.

Servicios de La Raza

(This is a non-catchmented, specialty program)

1. Existing Services

This. program provides outpatient and emergency as well as consulta-
tion and education services of a specialized nature to the Spanish-
speaking community of Denver. The program is relatively new and is
currently enjoying increasing utilization by the target group it is
programmed to serve.

2. Program Needs

There is need for a partial care program designed to meet the needs
of the monolingual client in addition to continuation of the program
currently in operation. Consultation and education to other agencies
concerning the special cultural factors involved in working with
Chicano clients continues to be an area of need in relation to this

program.
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Southwest Denver Community Mental Health Services, Inc.

1976-77 Estimated Population: 90,713

1. Existing Services

This nonfederally funded center has developed a wide range of
comprehensive services for its catchment area. It has placed parti-
cular emphasis on alternatives to hospitalization, and the provision
of services to children and adolescents. A special program designed
to help meet Chicano mental health needs is available. This agency
has also pioneered a community corrections program.

2. Program Needs

The center hopes to continue and to broaden its program for
alternatives to hospitalization so that need for hospitalization
will be reduced even further. This includes not only services to
adult clients, but adolescents and alcohol and drug abusers as well.

Services to the elderly is an area which needs increased attention.

Park East Comprehensive Community Mental Health Center, Inc.

(formerly Malcolm X Center for Mental Health)
1976-77 Estimated Population: 113,32]

1. Existing Services

This center provides comprehensive services to the northeast
section of Denver. It is the most recent center in Denver to receive
federal funding. The center provides centralized intake and diagnostic
services, outpatient services at two locations, non-hospital 24-hour
care and a day care program. An intensive outpatient program called

continuous care is available, as are consultation and education services.
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Twenty-four hour care is handled through contractual arrangements with
Fort Logan and other hospitals in or near the catchment area.
2. Program Needs

The center recognizes the need for increased services to the elderly,
children and adolescents, as well as the Chicano residents of the
area. Plans are also being made for a halfway house to serve longer
term cilients and to compiement the short term alternative living

facilities now available.

REGION 4

PARK

TELLER] EL. PASO

4

Area: 4,878 square miles
Population: 339,934

Planning Region 4 is composed of three counties -~ E1 Paso, Park
and Teller, covering 4,878 square miles. E1 Paso County is primarily
urban, while Park and Teller are primarily mountain rural.

E1 Paso County, stretching along the edge of Rampart Range,
includes the metropolitan areas of Colorado Springs, Manitou Springs,
Palmer Lake, Fountain, Security, Widefield, Calhan and Ramah.

Teller County consists of foothills and mountain country west of
Colorado Springs, and includes Pikes Péak and many small mountain

towns, among them Cripple Creek and Woodland Park.
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Park County is also a mountainous region containing farms, ranches
and small towns, including Fairplay, Hartsell and Bailey.

The catchment area includes four large military installations;

Fort Carson Army Base, the Air Force Academy, Peterson Air Force Base
and Ent Air Force Base, in addition to the North American Air Defense
Command Headquarters in Cheyenne Mountain. Over 40 percent of the
area's population are active or retired military personnel and their
dependents.

Generally, the area has experienced a growth rate of approximately
six percent per year, making the area one of the fastest growing in
the state with an estimated population of 339,934, and Colorado Springs
the ninth fastest growing city in the nation, with approximately
254,000 residents. Despite such rapid growth, Colorado Springs has
the Towest gross household income of the state's nine largest counties,
and unemployment is at or above the national rate.

1. Existing Services

This area is served by the Pikes Peak Family Counseling and Mental
Health Center, which was formed in 1970 through a merger of Pikes
Peak Mental Heallth Clinic and Family Counseling Service of Colorado
Springs. The center's request for a federal staffing grant was approved,
but because of presidential impoundment, was never funded. In
July 1973, the State of Colorado funded a modified version of this
staffing proposal.

The Geographic Outpatient Services Division consists of four major
team offices with several satellite offices. Team 1 is the “core
city" office and has a staff which reflects the ethnic diversity of

its area. Team 2, the Fountain Valley Office, is located in Widefield,
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southeast of Colorado Springs. Team 3, the Northeast Office, serves
the fastest growing section of the three county area. Finally,

Team 4 is located in Manitou Springs and serves all of western and
northern E1 Paso County, as well as Park and Teller Counties.
Satellite offices are located in Bailey, Fairplay, Cripple Creek
and Woodland Park.

The Hospital Services Unit maintains an 11 bed psychiatric unit
at Penrose Hospital. The Adult Day Treatment Unit provides a high
intensity outpatient program which allows clients to remain at home
and maintain their work, family and social roles. The After-Hours
Emergency Services is a 365 day, year-round emergency telephone
answering service.

The Special Services Division is comprised of varjous programs
geared to the specialized needs of individuals in the catchment area.
Adult Forensic Services is a community-based mental health program
for offenders and their families. The program's services include
alternative sentencing evaluations for the courts, consultation to
staff and inmates of prisons and jails, outpatient group therapy and
residential treatment for adult offenders. The Youth Treatment Center
offers residential, outpatient and day treatment services to the
youth in the community. Budget Counse]ing provides counseling to
families and individuals with financial problems, as well as an
extensive education program to prevent such problems.

The Alcohol Services Division offers a variety of programs and
treatment intensities specially designed for people with alcohol

related problems.
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2. Program Needs

A substantial increase in other 24-hour care beds is needed.

Such beds are essential if the center is to attain its objectives
related to reducing the rate of inpatient hospitalization and treating
clients in the least restrictive setting.

Despite the center's Youth Treatment Center (YTC), the community
as a whole has a serious gap in mental health diagnostic and treatment
services for children and youth. In addition, the problem of child
abuse in this area continues to be acute, and there is an obvious
need for both treatment and prevention programs focused on this
problem. Additional funding is also needed for improvements in YTC
to ensure continued accreditation.

The center is currently underserving the elderly people in its
catchment area; additional resources and efforts are needed to
provide outpatient and day care programs to maintain the elderly
person at an acceptable level of self-sufficiency.

The mental health center is also under pressure to increase
outpatient and consultation and education services to the continually

expanding population in the catchment area.

REGION 5

ELBERT LINCOLN KIT CARSON

5

CHEYENNE




Area: 8,401 square miles
Population: 21,158

Cheyenne, Elbert, Kit Carson and Lincoln Counties comprise Region 5,
Tocated in the mideastern portion of Colorado. Arapahoe, Washington
and Yuma Counties form its northern boundary, the Kansas state 1ine
its eastern boundary, Kiowa and Crowley Counties its southern boundary,
and E1 Paso and Douglas Counties its western boundary. The entire
region straddles the ridge between the Platte and Arkansas River
Valley. Strong agricultural and ranching endeavors are predominant
in Region 5.

The distance from markets and raw materials, prevailing freight
rates, and other negative factors tend to have a discouraging affect
on industry in the area, and thus it is virtually nonexistent.

The Colorado Health Consumer Survey, published in 1971 by the

Colorado-Wyoming Regional Medical Program concluded that Region 5
was "the least viable health service region in the state ... it has
the most critical shortage of health manpower, and there is no
potential regional health care center in the region."

1. Existing Services

At present, the region is served by a part-time clinic headquartered
in Flagler. This clinic was the last to develop in the state outside
the Denver metropolitan area. The clinic is headed by a part-time
director who maintains a private psychiatric practice in Denver, but
travels to the catchment area at regular intervals. Presently, out-
patient evaluation and treatment programs, alcohol and drug abuse
counseling, psychological testing and evaluations, and consultation

and education services are offered on a very Timited basis.
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2. Program Needs
The mental health needs of the region are quite basic. Foremost

is, perhaps, the establishment of a full-time outpatient clinic to
serve the area. The 3.5 clinical full-time positions are primarily
f11led by several part-time clinicians from Region 1. A planning
grant has been submitted to the Department of Health, Education and -
Welfare to facilitate the development of comprehensive services for
this region. Under this grant concept, Region 1 and Region 5 would
be combined so that comprehensive services to this large, isolated
area would become feasible.

The area needs inpatient beds for emergency care within the region.
Clients are now transported to Colorado State Hospital. Local facili-
ties for short term care and alternative residential facilities would
avoid extended absence from the community.

There is considerable need for mental health care of chronic,
predominately aged clients. The available nursing homes are not
adequately staffed to furnish quality psychiatric care. However,
beds could be effectively used in existing nursing homes by upgrading of
their staffing patterns.

The region lacks day care facilities for disturbed youth as well

as adults.
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REGION 6
i | KIOWA
CROWLEY
BENT PROWERS
OTERG

BACA

Area: 9,526 square miles
Population: 57,623

The Region 6 catchment area encompasses six counties in the south-
eastern corner of Colorado. These are Baca, Bent, Crowley, Kiowa
and Otero Counties.

Region 6 includes a1l of the Arkansas River drainage basin that
falls outside the front range corridor. Horse Creek and the Purgatory,
Big Sandy, Two Buttes and Cimmaron Rivers, tributaries of the
Arkansas River, flow through the area. Other water resources irclude
the John A. Martin, Adobe Creek, Horse Creek, Lake Meredith amd Lake
Henry reservoirs. The Frying Pan-Arkansas Project, a water resource
program, is expected to benefit the area by increasing its water
resource base. The region is plagued with seasons of drought
followed by severe rainfall; which are characteristic of the Great
Plains Region, but still manages to produce significant amounts of
sorgham, grain, wheat, corn, broomcorn, sugar beets, alfalfa, com-

mercial vegetables and forage. This output is accomplished through
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the use of both dryland and irrigated farming techniques.

Industry has only a nominal foothold in the area, with the manu-
facturing that does exist primarily oriented toward food processing.
Most of this industrial activity is centered around the region's main
trade centers of Lamar and La Junta.

The population of the catchment area has demonstrated some
decline in recent years, particularly from the rural segment. The
area is designated as a poverty area. The number of elderly people
and Spanish-speaking persons is above the state average.

The Region 6 catchment area is a rural, agricultural area where
relatively few services are readily available. Many residents
travel to Pueblo or Colorado Springs for shopping and other services.
A trend in this region has been the movement of rural residents to
urban areas.

1. Existing Services

The clinic provides only outpatient and consultation and education
services. The clinical staff consists of five full-time professionals,
a part-time (two days per month) psychiatric consultant, a part-time
nurse, and two secretaries. The clinic has a branch office in Lamar.
The Southeast Region ranks first of all Colorado regions in the need
for additional publicly-supported mental health services.

2. Program Needs

There is a need for increased mental health services throughout
the region. The rural communities are especially seriously under-
served due to the distances involved and the limited size of the staff.
Need also exists for a drug and alcohol abuse counseling program.

Psychological and consultation services to children, especially to
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handicapped children and their parents, should be expanded. Expan-
sion of the mental health services to the nursing homes in the catch-

ment area is also a high priority need.

REGION 7

PUEBLO

HUERFANO

LAS ANIMAS

Area: 8,773 square miles
Population: 156,419

The Region 7 catchment area consists of Pueblo, Huerfano and Las
Animas Counties. It encompasses fertile valley land, broken prairie
and rolling hills in the eastern portion and plateaus and mountains
in western areas.

Much of the area is in the Arkansas River watershed. There is
farming and ranching in some portions of the region, but they are
not the major sources of income.

Pueblo® is the major agricultural, commercial and industrial center
in the region. The foremost economic asset of this city is the Colorado
Fuel and Iron Corporation, which employs approximately 6,000 persons.
Plans have been made to close the Pueblo Army Depot, which, in the past,

has employed 2,800 persons. This event has and will have a serious
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economic impact on the community. Colorado State Hospital is also
a major employer, with over 1,300 persons on its payroll.

Trinidad and Walsenburg are this region's secondary trade centers.
Both of these communities will benefit economically from the expected
expansion of the coal mining industry.

Region 7 has been designated a poverty catchment area. Numbers
of poor and ethnic minority residents are high, as is the unemployment
rate. Population growth has been relatively slow. All of these social
factors have led to development of stresses and tensions in the catch-
ment area. This, in turn, has Ted to demands for increased social
and mental health services.

1. Existing Services

The area is served by the Spanish Peaks Mental Health Center,
headquartered in Pueblo. Branch offices are located in Walsenburg
and Trinidad. The center provides a full array of services through
affiliation with the Colorado State Hospital (CSH) in Pueblo. The
center provides outpatient services, emergency services during the
daytime and consultation and education services in Pueblo. CSH
provides the inpatient services, weekend and night-time emergency
services and partial care services in Pueblo. The branch program
at Walsenburg provides outpatient and partial care services to adults
and outpatient services to children, while the Trinidad branch
provides outpatient services for all ages and partial care services
for children and school consultation services. The center has also
developed a comprehensive alcoholism service program funded by an
NIAAA grant. A residential child care facility, called EKOS House,
is sponsored by the center. A group home in Trinidad is receiving

mental health consultation from the center.
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The center was originally established as a joint venture between
CSH and the Spanish Peaks Mental Health Clinic. Through a construc-
tion and a subsequent staffing grant, a facility :for the treatment
of children in the region was established on the grounds of CSH.
Cottage "D" was staffed by federal funds from the center and by
state funds through CSH. Cottage "D" is now operated and funded
completely through CSH, and the center is an independent nonprofit
agency with a working agreement with CSH, but no joint funding.

The center is in jts eighth and last year of the staffing grant.

The center serves children through the Rural Child Mental Health
Program which provides outreach mental health services to children
and families in the rural areas of Pueblo County. It is a cooperatijve
venture with School District 70.

Because the area contains a large Chicano population, the center
has developed effective bilingual services. Currently, the center
serves as a model for this type of outreach intervention.

2. Program Needs

There is great need for additional resources to develop more
extensive outreach services to urban and rural pockets of poverty.
There is also a large number of one-parent families that need attention.

Other needs include the following: alternatives to inpatient
services in the counties of Las Animas and Huerfano, strengthéning
of services to minority adult outpatient and partial care clientsy
provision of centerwide post-instituticnal follow-up services,
increasing outreach mental health services to children and families at risk
in areas in addition to School District 70, increasing all programs to

the elderly with special emphasis on partial care and inpatient alternatives.
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REGION 8

SAGUACHE

8

RIO GRANDE ALAMOSA

CONEJOS

Area: 8,180 square miles
Population: 42,353

Region 8 consists of six counties in the midsouthern section of
Colorado. The area consists of the San Luis Valley, the mountain
rimmed watershed of the upper Rio Grande River. The valley is a
broad flat plain, 50 miles in width and 115 miles Tong.

The catchment area was settled in the mid-nineteenth century by
Spanish-Americans whose culture continues to predominate. This
area contains by far the highest concentration of Spanish-speaking
persons in the State of Colorado (46.1% of the population). It is
also the most contained or most isolated region in the state geo-
graphically and perhaps even psychologically.

The population is unusually stable. There tends to be little
migration in or out of the region.

Major population centers are Monte Vista and Alamosa. However,
even these communities are small (population 4,195 and 8,615 respect-

ively) and offer relatively few services.
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The area's economy is based largely on farming, the sportsman/
tourist trade and the four year college (Adams State College at
Alamosa) with a student-faculty size of 2,300.

By virtually all indicators, the San Luis Valley is among the
areas with the most highly ingrained poverty in Colorado. The region
ranks high in the percentage of welfare recipiénts, poor housing,
overcrowding, poor health and Tow income residents.

1. Existing Services

The San Luis Valley Comprehensive Community Mental Health Center
is the only private or public mental health treatment facility
Tocated in the region. .One outstanding feature of the center program
is the extensive use of outreach centers and effective use of para-
professionals who provide effective, yet economical services. The
center operates full-time facilities in Alamosa and Monte Vista.
Outreach offices are available in most other conmunities of the valley.
Detoxification facilities for alcoholics are also available.

2. Program Needs

The greatest program needs are for locally available inpatient
treatment of chronic disorders in children, a community corrections
service and an expansion of facilities to treat the adult chronic
psychiatric patients requiring hospitalization or other types of
residential care.

The high incidence of poverty also contributes to alcoholism and
drug abuse. There is strong need for additional resources for
alcoholism and drug abuse services. The program has a limited
capacity for crisis intervention in the total catchment area. A

greater ability to reach out to outlying areas is a chronic need.
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Other needs inciude development of contractual arrangements with
Tocal nursing homes to provide services to the aged. Also, strength-
ened consuitation and education services are needed for the entire
valley. These services should be aimed at making the pubiic more
aware of available services, increasing utilization of services and

providing better cooperative efforts among the various valiey agencies.

REGION 9

DOLORES SaN
JUAN

MONTEZUMA LA PLATA

ARCHULETA

Area: 6,563 square miles
Popuiation: 45,638

Region 9 1ies in the southwest corner of Colorado and forms
part of the Four Corners area. Archuleta, Dolores, La Plata,
Montezuma and San Juan are the district's constituent counties.
The San Miguel drainage basin bounds the area to the north, the
official dividing Tine being the borders of San Miguei, Ouray,
Hinsdale and Mineral Counties. Conejos County 1imits the area's
eastern extent and New Mexico and Utah border the region to the
south and west respectively. The Ute Mountain Indian Reservation
along with the Southern Ute Indian Reservation form the southern

boundary of the region.
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Mineral extraction is a primary economic activity in Region 9.
Mining products include pyrite, lead, zinc, silver, copper, gold,
sand and gravel. Tourism and Tumbering also contribute to the economy
of the region with the tourist industry becoming increasingly signi-
ficant. As the names of the counties suggest, the region has many
Chicano and Indian residents. This region has the highest unemployment
rate of any region in the state. It is relatively isolated by
mountains and distance from the major Colorado cities. Denver is
332 miles away and Colorado State Hospital, which servés this region,
is 271 miles away.

1. Existing Services

Southwest Colorado Mental Health Center, the only public mental
health agency in the area, is an outpatient clinic providing out-
patient care, consultation and education and aftercare treatment to
patients of all age groups. A special outpatient drug abuse program
was also funded three years ago. The staff consists of 12 full-time
equivalent positions, and provides services at full~time offices in
Durango, Cortez and Ignacio. Satellite offices are located at
Pagosa Springs, Dolores and Dove Creek, which are staffed on a part-
time basis. Local hospitals are utilized for inpatient care for some
clients who are eligible for Meidcare and Medicaid and other third
party reimbursements.

2. Program Needs

Southwest Colorado's greatest need is for additional staff to
reach out to currently unserved or underserved populations. This
catchment area has a high concentration of Native Americans and

Chicanos for whom services are only minimally available. The need
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for bilingual staff has been of continuing concern to the program..
An application has been submitted under PL 94-63 for a planning grant
for FY 76-77. This application has been approved but not funded.

The funding of this grant will help meet the need for a plan for the
provision of comprehensive mental health services in the region.

Some additional specific program needs are: (a) more 16cal inpatient
psychiatric beds; (b) a halfway house and other alternate facilities
for ex-state hospital adult psychiatric clients and other adult
clients who require a 24-hour residential care facility; (c) a partial
care (day care) program in collaboration with the Four Corners
Sheltered Workshop at the workshop's facilities in Durango, Cortez
and Pagosa Springs; (d) expansion of the center's adult, adolescent
and children's outpatiént services; (e) a treatment program to meet
the needs of elderly people, and (f) expanded consultation and educa-

tion services.

REGION 10

GUNNISON

MONTROSE 1

HINSDALE

SAN MIGUEL
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Area: 9,369 square miles
Population: 48,737

Planning Region 10 consists of Delta, Gunnison, Hinsdale, Montrose,
Ouray and San Miguel Counties. This area roughly corresponds to the
drainage basins of the Gunnison, Uncompahgre and San Miguel Rivers.

The Colorado River drainage basin bounds the district to the south,
the official dividing 1ine being the borders of Mesa and Pitkin
Counties. The Continental Divide forms a natural boundary to the
territory in the east with Chaffee County 1ine as the agreed upon
border. The State of Utah Tines the region‘s western boundary.

Agriculture, mining and tourism form the economic base of Region 10.
There are several sizeable food processing plants including Holly
Sugar Corporation, Skyland Food Corporation and Russell Stover Candies
Incorporated. The region's trade centers are Gunnison, Montrose and
Delta. Approximately one-sixth of Colorado's federal land hb]dingf
are in the region. The wealth of recreational land provides ample
facilities for hunting, fishing and skiing.

1. Existing Services

Midwestern Colorado Mental Health Center provides an array of
mental health services, including partial care which has been partially
staffed by Colorado State Hospital {CSH). The center has contracts
with three Tocal hospitals to provide beds for psychiatric patients;
some inpatients are sent to CSH. Geriatric patients are also served
through Tocal nursing homes where consultation agreements exist.

There are full-time staff in Delta and Montrose. Service is provided
one day per week in Telluride and Nucal by staff traveling to these

areas. Gunnison is served by a staff member who Tives in the community.
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Delivering service across this vast area necessitates a sizeable
travel budget. This, along with staff travel time, increases the
per client cost. Midwestern is the only public mental health and
marriage counseling agency in the catchment area.

The center was recently awarded a second federal grant which will
enable it to increase staffing and expand its services to more resi-
dents, in previously underserved and unserved communities.

2. Program Needs

There is need for more adequate hospital facilities within the
catchment area in order to 1imit the number of patients sent to CSH.
Other needs include a high quality mental health program for children
and adolescents, alternate residential care facilities for adults,

improved 24-hour emergency services, and an expanded partial care program.

REGIONS 11 & 12

MOFFAT ROUTT

Ri0 BLANGO1 1

GARFIELD

PITKIN

Area: 23,386 square miles
Population: 150,852
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Regions 11 and 12 are combined into one mental health catchment
area, which is composed of 10 counties: Moffat, Rio Blanco, Garfield,
Mesa, Eagle, Grand, Jackson, Pitkin, Routt and Summit. The topo-
graphical characteristics of Regions 11 and 12 are reflected in the
area's economic basis - specifically agriculture, mining, Tumbering,
ranching, farming, 1ight manufacturing and recreation. The most
important ;asset of Region 11 is the rich, fertile land of the Colorado
River Valley. Stock raising plays a major economic role, with orchard
crops important in Mesa County. The Utah and Wyoming state lines
border the district to the west and north. The vast mountainous
regions in the northwest corner of the state account for 22.3 percent
of the total avea of the state, and the topography of the region
varies greatly from high mountains of the Continental Divide to
rolling semi-arid terrain of the western area. AIl1 of the Region 12
population is classified as rural dwellers, while in Region 11 the
population is equally divided between urban and rural communities.

Both Regions 11 and 12 have vast potential energy resources in
their coal and o1l shale reserves.

1. Existing Services

Colorado West Regional Mental Health Center is the comprehensive
mental health center which serves Regions 11 and 12. The center is
comprised of a central administrative office in Glenwood Springs and
four affiliates with subregional offices in the following communities:
Grand Junction, Glenwood Springs, Granby and Steamboat Springs. In
addition to providing full-time service in the above listed communities,
full-time services are also available in Eagle, Breckenridge, Aspen,
Craig, Rangely and Meeker. The affiliates provide outreach services
on a regular basis in Vail, Frisco, Minturn, Redcliff, Rifle, Oak

Creek, Walden, Kremmling, Collbran and Fruita. Through these programs,
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service can be delivered to small communities unable to support full-
time clinics and thus make service available to persons unable to
travel to larger centers. The decentralized programming approach
has relied heavily upon community and staff involvement in designing
services responsive to the widely diverse and unique needs of the
many rural communities served. The services vary in emphasis from
community to community, but a full range of services is available in
the catchment area.

The center has actively sought and obtained funding from various
sources to build a very effective program, and has made excellent
use of volunteers located throughout the ten counties. As of July 1,
1976, state hospital service responsibility for Region 12 was assumed
by Fort Logan. CSH continues to provide services to Region 11.

2. Program Needs

The major need is for readily available hospital beds located
close to the community where the patient 1ives, and for other 24-hour
care programs in the various cormunities.

These two regions project substantial population growth in the
next several years and additional financial resources are required
to keep up with the increasing population. The persons attracted
by the increase in mining activity have made heavy demands on the
center for such services as marriage counseling, alcoholism counseling

and family counseling.
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REGION 13

Area: 2,715 square miles
Popuiation: 45,824

Chaffee, Custer, Fremont, and Lake Counties constitute the 3,715
square mile area designated as Planning Region 13. The mountainous
counties of Regions 10, 12 and 4 {Gunnison, Pitkin, Eagle, Summit
and Park) surround the northern half of the district and Regions 7
and 8 frame the southern portion of the territory.

Both the Colorado State Penitentiary and the State Reformatory
are located in this catchment area.

Mining is a major industry in Region 13. Agriculture, tourism,
Tumbering and recreation are other important sources of income.
Approximately 80 percent of the world's supply of molybdenum is
produced near Climax by American Metal Climax Incorporated, which
employs over 2,000 persons.

The primary trade centers of Region 13 are Canon City. Salida,
Leadville and Buena Vista.

1. Existing Services

West Central Mental Health Center is the Region 13 mental health

agency. The center was recently awarded a federal grant which, along
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with increased state and local funding, will enable it to provide
a full range of services to its catchment area.
2. Program Needs

Specific service needs which will be addressed include Tocally
available inpatient psychiatric services, additional outpatient
services. throughout the region for all age groups, residential
alternatives to inpatient care, day care, emergency "hot-1ine"
services and 24-hour coverage, consultation and education services
to agencies such as schools, courts, social services and law enforce-
ment agencies, prescreening services to courts and public agencies,
and expanded alcohol counseling services. This region has a high
percentage of persons over age 65; special efforts are needed to

reach this population.
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B. REVIEW PROCESS FOR CATCHMENT AREAS

According to federal guidelines, the population of a catchment
area is to be between 75,000 and 200,000. The upper and lower
population 1imits can be waived by DHEW at the time of approval of
a center for federal funding. After a center has been awarded a
federal grant, if any variation in the population of an area reduces
it below the minimum or increases it above the maximum by more than
25 percent, a DHEW waiver must be sought or the catchment area must
be enlarged or subdivided as necessary to bring it within the pre-
scribed size.

At Teast every five years the Division of Mental Health shall
review catchment area boundaries to determine what adjustments are
necessary. This process will be coordinated with the State Health
Planning and Development Agency. The criteria to be used in conducting
the review will include:

1. The sizes of catchment areas must be such that the services

to be provided through centers and their satellites are
promptly available and accessible.

2. The boundaries of catchment areas must conform to the extent
practicable, with relevant boundaries of political subdivisions,
school districts and Health Service Areas.

3. The boundaries of catchment areas must eliminate, to the extent
possible, barriers to access to the services of the catchment
area centers, including barriers resulting from an area's
physical characteristics, residential patterns, economic and

social groupings and available transportation.
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C. RANKINGS OF CATCHMENT AREAS

1. Procedures Used in Ranking

In order to determine the relative need for additional mental
health services among the various catchment areas, a need assessment
study was performed in April 1976. This study included the following
two parts:

a. an inventory of existing facilities; and

b. a need survey based on social indicators.

The inventory of existing facilities consisted of a form based
on NIMH inventory definitions, and completed by the community agency
responsible for each catchment area. The inventory collected data
on the number and type of inpatient and other 24-hour care beds, as
well as on mental health manpower available in various treatment
intensities. The data were returned to the state office for compila-
_tion and analysis, and a set of indicators to assess the degree of
resources available in each catchment area were chosen. A complete
description of the study and the final ranks are shown in Appendix IV.

The second part of the study, the social indicator analysis, was
based on the Mental Health Demographic Profile System (MHDPS). This
data system provides socio-economic and other demographic information
taken from the 1970 census. Eleven indicators of mental health need
were chosen, and on the basis of these, the catchment areas ranked.

A full description of this study along with the final ranks are shown

in Appendix V.
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In order to obtain a single ranking of the catchment areas, the
ranks of the fwo studies were combined. The following formula was
used: Final Score = {1/2 of the rank on the inventory survey) + (the
rank on the social indicator survey). Thus, the social indicators
were given twice the weight of the resources indicators. This was
done for two reasons:

a. The social data were all collected in the same way (from the
Census Bureau) while the inventory of resources was produced
by many different people in different places. Therefore,
it was felt that the Tatter represented less comparable data.

b. Since reporting of certain types of resources was optional
on the facilities inventory, these resources were not considered
in the analysis. This again led to the feeling that the
inventory represented "softer" data.

2. Rankings of the Catchment Areas

The table below shows the final ranks of the catchment areas, with
a rank of "1" indicating the greatest need. As mentioned above, the
rankings on the facilities inventory and the social indicators survey
are shown in Appendices IV and V; the combined score is shown in Appendix
ITI. A11 supporting data are also included in the appendices for the
reader wishing complete detail. These rankings, or other similar data
developed by or outside the DMH, will be shared with affected centers
and clinics and with technical experts to obtain input on Timitations
and applicability of results, prior to use for funding decisions or

recommendations.
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LISTING OF CATCHMENT AGENCIES
IN RANKED ORDER

Rank*

1 SE Colorado

2 NH Denver

3.5 Midwestern
W Central

5 SW Colorado

6 San Luis Valley

7.5 Park East
Spanish Peaks

9.5 NE Colorado
Weld

11 Colorado West

12 Adams

13 Aurora

14.5 E Central
Larimer

16 Pikes Peak

17.5 Bethesda
Jefferson

19 SH Denver

20 Boulder

21 Arapahoe

*Rank of "1" indicates greatest need.
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D. PROGRAM FOR DEVELOPMENT OF COMMUNITY MENTAL HEALTH RESOURCES

In keeping with the principle that mental health services must
be made available to all citizens of the state, regardless of ability
to pay, the Division of Mental Health will work aggressively to
develop additional resources to help meet the mental health service
needs of all citizens. These efforts will include well planned
presentations to legislative groups, and a relentless search for
alternative sources of funding.

The Division has been actively working toward a more constructive,
cooperative relationship with all elements of the mental health service
system and other systems such as the state and federal substance
abuse authoritias.

In fiscal year 1975-76 the state provided 43.5 percent of the
total funds for the mental health system. Despite recent federal
awards to centers, continuing emphasis must be placed on increased
state fiscal participation. In order to justify increased state
funding, a better system of need determination and cost accounting
will be necessary. The Division has been actively developing its
accounting capability and will continue to do so in the future.

The Division will aggressively pursue various potential sources
of third party income, including Title XX contracts, to obtain
additional funding for mental health services. A closer working
relationship will be established with the Depariment of Social
Services to insure that funds available through this department
are directed, to the maximum extent possible, to mental health

agencies.
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There is need for legislation which will make Title XIX (Medicaid)
funds more directly available for recipients of mental health services.
The Division will work toward the passage of such legislation.

Each community mental health program in the state will be responsi-
ble for mounting a vigorous program to secure additional funding
from counties and municipalities. In those cases where counties or
cities do not participate in mental health funding, every effort will
be made to educate local officials on the importance of maintaining
a viable local mental health program. Close collaboration with the
new Health Systems Agencies will be essential.

The Division recognizes the need for centers/clinics to reexamine
their fee structure in order to insure that it is reasonable and all
fees that can be collected are collected. Toward this end, special
attention will be directed toward each program's fee structure and

collections during annual site evaluations.

E. FACILITIES

1. Plans for Comprehensive Services

As previously indicated, the state is divided into twenty-one
catchment areas. Seventeen of these areas are served by comprehensive
centers, and four receive services from clinics which have achieved
varying degrees of comprehensiveness. A1l clinics provide at least
outpatient and consultation and education services, and théir service
offerings are supplemented by the two state hospitals.

The goal is to have all catchment areas covered by comprehensive

centers. During the past month, three clinics (Aurora, West Central
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and Larimer County) have been awarded initial operations grants;
one clinic (Southwest Colorado) has applied for a planning grant;
and the Division of Mental Health has applied for a planning grant
for East Central and Northeast Colorado Mental Health Clinics.

The plan is to merge East Central and Northeast Colorado Clinics to
form one strong, well staffed agency. The rationale for combining
the two catchment areas is as follows:

a. geographic contiguity and similarity of the two areas;

b. social homogeneity of populations;

c. similarity of mental health problems; and

d. - when the two catchment areas are merged, they will have a

total population of 86,000 and could thus meet the minimum
DHEW population requirement of 75,000 without a waiver.
When planning has been completed, an application for an initial opera-
tions grant will be submitted.

When the above actions are accomplished, only two catchment areas
(Southeastern Colorado and Southwest Colorado) will be without compre-
hensive services. The goal is to promote initiation of an initial
operations grant application for these catchment areas within the
next three years.

2. Construction, Purchase and Remodeling of Facilities

Both existing and planned centers are required to periodically
review their facilities requirements. Emphasis is placed on leasing
or remodeling existing facilities rather than new construction. The
criteria used to determine priorities for construction funds have,
in the past, been those incorporated in PL 88-164, Title II (Construction

of Community Mental Health Centers). The need criteria to be used
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effective July 1, 1976, are those incorporated in the ADAMHA guide-
Tines for the preparation of this plan. The rankings of catchment

areas on the basis of need are found in Appendix III,
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AGENCIES AND ORGANIZATIONS
FROM WHICH
INPUT WAS REQUESTED AND/OR RECEIVED

Alcohol, Drug Abuse & Mental Health Administration - Region VIII
American Federation of State, County and Municipal Employees
Chicano Mental Health Coalition (Metro-Denver)

Chicano Mental Health Planning Symposium

Citizen's Advisory Conmittee of the Fort Logan Mental Health Center
Colorado Association of Community Mental Health Centers and Clinics
Colorado Hospital Association

Colorado Nurses Association

Colorado Psychiatric Society

Colorado Psychological Association

Councils of Government

- Colorado West Area

- Denver Regional

- District 10 Regional Planning Commission

- Huerfano-Las Animas Area

- Larimer-Weld Regional

- Lower Arkansas Valley

- Northeastern Colorade

- Northwest Regional

- Pikes Peak Area

- Pueblo Area

- San Luis Valley

- Regions 5, 9 and 13 (see Department of Local Affairs)



*t.
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Denver Department of Health and Hospitals
Denver Mental Health Advisory Board
Department of Education Central Office
(1) Division of Special Education
Governor's Task Force on Children
Department of Health Central Office

(1) Division of Alcohol & Drug Abuse

(2) Division of Comprehensive Health Planning

* (3) Health Facilities Division

(4) Community Health Services Division (MH Nursing Consultant)
(5) Administrative Services Division (Planning Section)
Human Services Cabinet Council
Human Services, Inc.
Health Systems Agencies
(1) Central-Northeastern Colorado Health Systems Agency, Inc. (Area 1)
(2) Southeastern Colorado Health Systems Agency, Inc. (Area 2)
(3) Western Health Systems Agency, Inc. (Area 3)
Department of Institutions Central Office
(1) Division of Corrections
(2) Division for the Deaf and Blind
(3) Division of Developmental Disabilities
(4) Division of Mental Health (Central Office)
(a) Fort Logan Mental Health Center
{b) Colorado State Hospital
(c) Twenty-four mental health centers and clinics

(5) Division of Youth Services



8
*y,
*z.
aa.
bb.
*cc.
dd.

ee.

ff.
*gg.
hh.
i1.

3i.

kk.
1.
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Joint Budget Committee
Juvenile Delinquent Advisory Board

Department of Local Affairs - Division of Plannin
(Regional Clearinghouse for Regions 5, 9 and 13

Lutheran Service Society ’
Mental Health Association of Colorado
Mile High United Way

National Association of Social Workers
National Council on Alcoholism

0ffice of State Planning and Budgeting
PEAK Incorporated (alcoholism and drug outpatient program)
Department of Sooial Services Central Office

(1) Division of Aging

(2) Division of Medical Assistance

(3) Title XX Division (Family & Children's Section)

South Dakbta Department of Social Services - Office of Mental Health
State Mental Health Plan Subcommittee - Mental Health Association
State Plan Committee of Developmental Disabilities Council
University of Colorado at Denver - Psychology Department

University of Colorado Medical Center

(1) JFK Center

(2) Psychiatry Department

Washington House (Adams County Alcoholism Treatment Program)

Western Interstate Commission on Higher Education

Wisconsin Department of Health and Social Services

* agencies and organizations from which input into the plan was received
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CHICANO MENTAL HEALTH PLANNING SYMPOSIUM

I. INTRODUCTION

The Division of Mental Health (DMH) applied for and received
a small Research and Development grant from the National Institute
of Mental Health in 1975. The grant was the culmination of a year
of dialogue between the DMH and the NIMH Minority Center focusing
on ways in which the state and federal government could cooperate
in program planning and development in the area of minority mental
health. It was agreed from the outset that if wide~impact minority
oriénted programs were to become reality, the development process
must begin with minority participation in the state planning process.
The Symposium Grant therefore was designed specifically to pioneer
a planning process in Chicano services that would have direct impact
on the State Mental Health Plan.

The Symposium was patterned to initiate that process by convening
community mental health center administrators, DMH staff and Chicano
experts to collectively examine the issues and produce a plan that
the DMH could incorporate into the master plan. Four areas of jmmedi-
ate importance were addressed for the duration of the Symposium held
early in 1976. Specifically those areas addressed were: (1) service
programs; (2) Gnit cost; (3) legislation; and (4) research. The
following five year plan is a compilation of the products of the
Symposium sessions coupled with recommendations for other ethnic

minority mental health group needs.



271

Appendix II, Page 2

The largest ethnic minority in Colorado is the Chicano, comprising
approximately 17% of the state's population. ATthough Chicanos, as
a distinct cultural and ethnic group, reside in every mental health
catchment area of the state, they are concentrated in the small towns
of southern Colorado and in the barrios of the cities along the front
range of the Rocky Mountains. The city of Denver alone contains an
estimated 90,000 Chicanos most of whom reside on the westside area
of the city. It makes sense then, to address the needs of the state's
Targest ethnic minority group as the first step to complying with
PL 94-63.

The Symposium Follow-Up Committee (statewide) and the Metro-Denver
Chicano Mental Health Coalition submit the following guidelines for
a planned approach to meeting the special mental health needs of the

ethnic minority population of the State of Colorado.

II. FIVE YEAR PLAN FOR CHICANO MENTAL HEALTH SERVICES, RESEARCH AND
DEVELOPMENT.
A. Phase 1 - Fiscal Year 1976-77

Goal One: Assessment of Chicano mental health services on

a statewide basis.

Interpretation: There is a critical need to conduct a
statewide inventory to determine the extent and quality of
services being delivered to persons of Spanish-speaking
descent whose command of English is limited.

Objective 1 - Conduct a survey of each catchment area of the
state to gather descriptive information as to the kinds of
efforts being made to serve the Timited English-speaking

Chicano client.
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Objective 2 - Modify the state data system currently feeding
information to the Division of Mental Health (DMH) in order
to gather data on Spanish-speaking clients relative to level

of disruption and service delivered.
Goal Two: Develop a formalized, constructive, collaborative

relationship between the DMH and representatives of the

Chicano community.

Interpretation: There is a need to develop a regular 1iaison
process between the DMH and various elements of the Chicano
community in order to exchange information and expertise.
Such-a 1jaison function can be achieved through the Division's
own Chicano Symposium Committee which has statewide representa-
tion.

Objective 1 - Formalize the relationship between the Director
of DMH and the Chicano Symposium such that regular meetings
are held to exchange information and maintain the thrust of
the Chicano plan.

Objective 2 - The 1iaison process will serve as the central
mechanism by which the Chicano plan is translated into specific
action by DMH with the help of outside groups.

Goal Three: DMH will initiate plans to establish pilot

research and demonstration projects designed to collect data

on models appropriate for serving Chicanos.

Objective 1 - DMH support for the Chicano inpatient unit
proposal for Colorado State Hospital submitted to NIMH will

continue.
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Objective 2 - In its 1977-78 budget request the DMH will ask
for state funds to establish at least one research and demon-
stration project in the state designed to test out an
appropriate outpatient service model for Chicano clients.

A similar effort will be made to secure federal funds.

Phase II - Fiscal Year 1977-78

Goal One: DMH will build jnto the site evaluation format

specific criteria for assessing the adequacy of services(to

Chicanos by community programs.

Objective 1 - Each center/clinic shall comply or shall demon-
strate plans to comply with PL 94-63 pursuant to requirements
for serving clients of limited English-speaking ability,

(Section 206, D).

Objective 2 - Each center/clinic will be required to demonstrate

that its staff has the cultural sensitivity and linguistic
skill to serve the Spanish-speaking population through a
program that is outreach oriented.

Objective 3 - Each center/clinic will be required to include
training in services to Chicanos as part of its ongoing
inservice training program.

Goal Two: The DMH staff development program shall develop

and implement a program component aijmed at Chicano client

services.
Objectiva 1 - The staff development program will begin to
develop and apply a curriculum on Chicano services for staff

development on a statewide basis.
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Goal Three: DMH will evaluate the model used in addressing

Chicano needs to examine the needs of other minority groups.

Objective 1 - Blacks

Objective 2 - Asians
Objective 3 - Native Americans

Goal Four: During fiscal vear 1977-78, DMH will fully imple-

ment the research and development projects initiated under

Phase 1.
Interpretation: It is understandable that the start-up time

on such programs may straddle fiscal years and/or the procure-
ment of federal funds is often a protracted process.

Objective 1 - Each project will have a well-designed evalua-
tion component that will yield data on its effectiveness

and efficiency.

Objective 2 - Close attention will be paid to the transporta-
biTity of each model to other areas of the state.

Phase III - Fiscal Year 1978-79

Goal One: By July 1, 1978, each community mental health program

and Fort Logan will be in full compliance with PL 94-63 as

it pertains to clients of Timited English-speaking ability.

Objective 1 - Each center/clinic will comply with Section
201(b)(2) of PL 94-63 as it pertains to the elimination of
cultural and Tinguistic barriers to services.

Objective 2 - Each center/clinic will comply with Section
206{c)(1)(D) of PL 94-63 as it pertains to services to clients

with Timited English-Speaking ability.
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Goal Two: DMH will be instrumental in the development of three

additional research and demonstration projects on alternative

models for Chicano services.

Objective 1 ~ Each new model will explore services in a differ-
ent modality with the aim of systematically investigating all
of the essential services mandated by PL 94-63.

Goal Three: The DMH will finalize plans for a forum in which

the mental health needs of other significant minority groups

will be assessed.

Objective 1 ~ DMH will assess the feasibility of conducting
a combined symposjum in which the needs of Blacks, Asians,
and Native Americans are analyzed and a plan of action is
developed.

Phase IV - Fiscal Year 1979-80

Goal One:  DMH will request state funds for services to be

directed at culturally and 1inguistically different clients,

e.g., limited English-speaking ability, as part of the DMH

request for state funds.

Objective 1 ~ The DMH will write into its budget request an
amount sufficient to maintain research and development programs
with state funds.

Objective 2 ~ DMH will request funds to program for clients

of Timited English-speaking ability in every catchment area

with at least 5% Chicanos.
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Phase V - Fiscal Year 1980-81
Goal One: By the end of the fiscal year every catchment

area with 5% Chicano population will have developed the
capacity to serve that population in its own language and

cultural context.

Objective 1 - Each catchment area with 5% or more Chicanos
will have bilingual, bicultural staff in a guantity that
corresponds to the percentage of that population in the
catchment area.

Goal Two: The DMH budget request for state funds will

routinely contain funds for services to the limited English-

speaking client.
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RANIKINGS OF CENTERS/CLINICS
Tne following table shows the computation of the final need
rankings of the catchment areas. The "weighted score” of a catch-
ment area was based on a combination of its rank on the resources
inventory and its rank on the social indicator study. The latter
was weighted twice as heavily as the former. The “"weighted score”

was then ranked to yield the "final ranks."
NEED RANKINGS OF THE CATCHMENT AREAS

Rank on Rank on
CATCHMENT Resources Social Weighted FINAL
AREA Inventory Indicators Score RANK
1 NE Colo 6 12 15 9.5
2a Held 12 9 15 9.5
2b  Larimer 13 14 20.5 14.5
3a Adams 9.5 13 17.8 12
3b Arapahoe 16 20 28 21
3c Boulder 18 17 26 20
3d Jeffco 2 21 22 17.5
3e Bethesda 8 18 22 17.5
3f NW Denver 14 1 8 2
3g Park East 11 8 13,5 7.5
3h S Denver 17 15 23.5 19
31 Aurora 4 16 18 13
4 Pikes Peak 20 n 21 16
5 E Central 3 19 20,5 14.5
6 SE Colo 1 4 4.5 1
7 Span Peaks 21 3 13.5 7.5
8 San Luis 19 2 11.5 6
9 SH Colo 9.5 5 9.8 5
10 Midwestern 7 6 9,5 3.5
11,12 Colo W 15 10 17.5 11
13 W Central 5 7 9.5 3.5
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INVENTORY OF EXISTING FACILITIES

A. PROCEDURES FOR THE FACILITIES INVENTORY

In April 1976, the Colorado Division of Mental Health conducted an
Inventory of Existing Facilities. Forms and instructions were distri-
buted to the community agency recognized by the state as having responsi-
bility for the given catchment area. These agencies collected the data
for their catchments, completed the forms, and returned them to the
State Division for compilation and analysis.

The form was designed to collect basic information according to
NIMH Inventory definitions. The term used in Colorade for transitional/
intermediate care is "other 24-hour care." This Tlatter term appears on
the form and in this dicussion for clarity to Colorado planners.

The Inventory was also used to gather additional information on beds
actually utilized by the catchment community agency and on beds needed.

From the information collected by catchment areas, most of the data
from Colorado's two state hospitals (Colorado State Hospital and Fort
Logan Mental Health Center) were deleted from the resources of the catch-
ment areas in which they are located (7 and 3e, respectively). This
was done because the majority of resources of the two hospitals are not
in fact available to these two catchment areas; i.e. the hospitals serve
an area much Targer than just the two catchment areas in which they are
Tocated. The present procedure, however, does include those portions of
the state hospital data which are used by catchment areas 7 and 3e,
respectively, since these do represent resources available within the
catchments. The remainder of state hospital data appear in a separate

table, not identified with any particular catchment area(s).
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Also, the data used in the present rankings exclude all resources related
to those facilities which were optional in completion of the Inventory. These
types ‘were excluded to assure statewide comparability, since these facilities

were reported on an optional basis.

B. INDICATORS: JUSTIFICATION AND WEIGHTING

From the completed forms, indicators were selected by the Division of
Mental Health for ranking Colorado's catchment areas in terms of resources.
General considerations in the selection of these indicators included avail-
ability and accessibility of care, actual resources utilized by or in coor-
dination with the catchment agency, and local (government and private) ini-
tiative in providing care.

With these considerations in mind, the following indicators were selected:

1. number of acute inpatient beds per 100,000 population (weight = .25);

2. number of other 24-hour care beds per 100,000 population (weight =

.50);

3. total number of beds (inpatient and other 24-hour) with ownership
by local government or private nonprofit per 100,000 population
(weight = .10);

4. number of weekly non-24-hour care personnel hours (excluding pri-
vate practice) per 1,000 population (weight = .75)3

5. number of weekly non-24-hour care personnel hours (excluding pri-

vate practice) in agencies with local government or private non-

profit ownership per 1,000 population (weight = .10).
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A1l data used in the above rates were collected in April, 1976 by the
statewide Inventory of Existing Facilities. Following are respective de-
scriptions of these, indicators and the rationale for their selection and
weighting:

1. Number of acute inpatient beds per 100,000 population.

This rate of non long-term beds, following Federal Inventory
definitions, was selected on the basis that there would probably
be beds in such facilities as general hospital psychiatric serv-
ices, CMHC's, or the Tike, to which population in an area would
have greater immediate access than to long-term inpatient beds.

This rate is assigned a base weight of .25 from which the
weights of the remaining four indicators are constructed.

2, Number of other 24-hour care beds per 100,000 population.

One of the highest priorities of the Colorado Mental Health
Plan is the local provision of alternatives to inpatient hospital
care. Special programs to attend to this priority often employ
other 24-hour care beds. Therefore, this measure of other 24-
hour care beds within each catchment receives the higher weight
of .50.

3. Total nu