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This is the last in a seriesof reportsin responseto a
legislativemandate to studyand plan for the statehospital
system.

The Legislaturedirectedthat:

The InstitutionalCare and EconomicImpactPlanning
Board shall develop a plan. The plan shallinclude
proposals which protect the general interestsof
employees and communitiesaffectedby the reinstitu-
tionalizationof statehospitals,includingproposals
that attempt to preserveemploymentrightsand bene-
fits,providetrainingand retrainingof theseemploy-
ees. In addition, the plan shallproposespecific
methods for assuring minimalimpacton the economic
life of communitiesaffectedby the reinstitutionali-
zation of state hospitals(Chapter654,Section19~
Subdivision4).

The purpose of thispaperis to discussseveraloptionsand
present a final set of recommendationsapproved by the
InstitutionalCare and EconomicImpactPlanningBoardat its
January18, 1985,meeting.

Experiencesin other states were gatheredfroma reviewof
national literature.WithinMinnesota,numerousreportshave
been produced on the futureof the statehospitalsystemby
the Departmentof PublicWelfare(nowthe Departmentof Human
Services).

Based on this review and informationgatheredfromthe re-
search studies and public input,a set of optionswas pre-
pared and presented to the InstitutionalCareand Economic
Impact Planning Board. Each option is describedbriefly
followed by implicationsin terms of residents/patients,
employees,economic impact, and alternativeuses of the
facility.
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The remainder of this reportwill presenteachoptionin the
following order: (1) Maintainall statehospitalsbut re-
duce staff complement in the mentalretardationunitsand
increase staff complement in the mentalillnessunits,(2)
Decentralizethe statehospitals,(3)Increaseefficiencyand
introduce elements of competition,and (4)Closureof one or
more state hospitals.The preferencesand finalrecommenda-
tions of the InstitutionalCareand EconomicImpactPlanning
Boardare presentedin the finalsection.

The statehas multipleinterestsin the statehospitalissue.
At

a.

b.

c.

d.

e.

f.

9.

h.

i.

timestheseinterestsare conflicting:

The state has primary responsibilityfor providingser-
vices through statehospitalsand overallsupervisionfor
communityservices.

The state monitors and licensesboth stateand community
services.

The state serves as guardianand protectorof vulnerable \
people.

The state is a defendantin courtactionand must adhere
to courtrulings.

The state is the employerof all workersat statehospi-
talsand has a responsibilityto dealwith themquitably.

The statehas contractualagreementswith unionsthat rep-
resent employees. Contractsmust be adheredto and rela-
tionshipsmaintained.

In case of closure, the statewouldprovideservicesto
unemployedstatehospitalworkersthroughtheseagencies:

(1) Departmentof EconomicSecurity
(2) Departmentof HumanServices

The state is concernedwith costcontainmentand prudent
purchasingof services.

The state also triesto maximizefederalfinancialparti-
cipationthroughreimbursementof eligibleservices.
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CONTINUE OPERATION OF EIGBTSTATEHOSPITALSWITH
STAFF REDUCTION IN THE MENTALRETARDATIONUNITS
AND STAFFADDITIONSIN TBE MENTALILLNESSUNITS.

Serve people with mental illness and chemical
dependencyat approximatelythe 1984 levelsof
service.

Serve peoplewithmentalretardationin declining
numbers according to H@g$’’-I&.-l&31UM-QIIl.SMlk
~ and Title XIX Home and CommunityBased
Waiver. At thistimethe numberof peopleserved
by the waiver comparedto the projectednumbers
to be served showthatthe waiver’simpactwill
probably be smaller than expectedin its first
year of operation.

Haintain specialized treatment programs as
appropriate.

Continue reliance on private providers for
communityservices.

IMPLICATIONS

A. ~ .

1.

2.

3.

Three hundred (300)mentallyretardedresidentswill be
transferredto ‘coz&unitys~ttings underthe~i.
~ t by July 1, 1987 (populationwill
be 1850accordingto the ConsentDecree).

Two hundredand eighty-two(282)mentallyretardedresi-
dents will be transferredto communitysettingsunder
the TitleXIX Waiver.

The projected reduction accordingto the~
and the waiver,by statehospitalis as follows:
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TABLE1

MENTALRETARDATIONPOPULATIONPROJECTIONS1984- 1987

Projected Projected Projected Population
State MR POP. MR POP. MR POP. MR POP. Reduction
liQSg??&iaAL-gp Q-34=45 5Z$Q;B5 6Z::;33 JQ$3:.32
Brainerd 254

Cambridge 487 444 382 318 169

Faribault 706 669 618 562 144
FergusFalls 232 217 196 174 58
MooseLake 108 97 80 62 46
St. Peter 171 159 142 124 47

TOTAL 2,129 1,981 1,771 1,547 582

Source: Departmentof HumanServices: BienniumBudget1985- 87.

5. During the fall of 1984,eachmentallyretardedresidentat
the statehospitalswas screenedby staffat eachstatehospi-
tal. The Waivered Services ScreeningDocumentwas usedto
determine the recommendedplacement of the residents.The
resultsare as follows:

TABLE2

RECOMMENDEDPLACEMENTOF STATEHOSPITAL
MENTALLYRETARDEDRESIDENTS

lw!ml!wtim3.dwwE14ss’&
Naturalor AdoptiveFamily
FosterCare
Relatives(notimmediatefamily)
Own Home- Supervision< 24 hours
Own Home- 24 hours
Out of Home - Supervision< 24 hours
Out of Home- 24 hourSupervision
SkilledNursing
StateHospital
ICF
ICF/MR
Other

N4?m!f..

15
7
1
5
1
48

1,31:
21
560

—Ad

E!.y:g?

0:7%
0.3%

o.2%

2.4%
o*3%
66.o%
1.o%
28.O%
Q.$3

TOTAL 2,001 100.o%

Source: Departmentof HumanServices,WaiverScreeningSurvey,
1984
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5. The anticipatedaveragedailypopulationformentalillness,
chemical dependency,security,adolescents,and geriatricsis
as follows:

PROJECTIONSFOR

State
iigsJ&l*_gJJ

Brainerd 72 66
FergusFalls 96 143
MooseLake 165
St. Peter 1:; 54
Willmar 240 104

PROJECTIONSFOR

State
~ m g
Anoka 245
Brainerd 70
FergusFalls 96 1::
MooseLake 65 165
St. Peter 165
Willmar 235 1::

TABLE3

OTBERPOPULATIONS- FY ‘86

138
239

115 345
213 432

45 389

TABLE4

OTNERPOPULATIONSFY ’87

Geria-
Wsti $ecU.*

146
241

120 350
213 432

48 387

1. As a baseline, if the numbe~of employeeswere to remain
the same, the staffing levels (full time equivalents)
wouldbe as follows:
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TABLE5

2.

PROJECTEDFULL-TIMEEQUIVALENTPOSITIONSAT MINNESOTA
STATEHOSPITALSFROM 1984- 1987

StaffingLevels
.m~=

Anoka 378
Brainerd 686
Cambridge 796
Faribault 1,093
FergusFalls 622
MooseLake 512
St. Peterl 712
Willmar 643

~IncludesSecurityHospital

The Department of Human Services submitted its 1985-1987
budget‘request with an anticipatedreductionin forceof 644
positions in the mental retardationunits. The budget
request also included an additional125 positionsfor the
mentalillnessunits.

TABLE6

PROJECTEDREDUCTIONSAND ADDITIONSFOR FY 086- FY ’87

Projected
Separations

1984 Proposed FY’86& FY’87 FY186-87
State Staff Reductionin Additional Net for All
=s2 V EtaEf-tiLllI~x Jaml@#El

n/A 27 +27
Brainerd 694 110 13 -97 154

Cambridge 799 157 N/A -157 216
Faribault 1,093 146 N/A -146 420
FergusFalls 622 72 7 -65 194
MooseLake 512 45 23 -38 178
St. Peter 712 52 16 -36 140
Willmar 644 46 39 +7 212

IIncludesretirement,death,and resignationsfOr all emPloYees.
Source: Departmentof HumanServicesBiennialBudget1985-87.



Options/Recommendations
Page7
January31, 1985

3. The number of separationsfor all employees(including
part-time)for FY ’84was as follows:

Anoka
Brainerd
Cambridge
Faribault
FergusFalls
MooseLake
St. Peter
Willmar

!;
108
210
97
89
70
106

Downsizing can be accomplishedthroughnaturalattrition
with special effort made to fillpositionsnecessaryfor
health and safety standards and compliancewith~
~eCSSSstandards.

4. Displacementof employeescan alsobe lessenedby extension
of the Ruleof 85 provisionthatallowsearlyretirementif
a Person’sage and yearsof stateexperiencetotal85.

5. Another way to lessendisplacementof employeesis to allow
individualscurrently eligibleunderRuleof 85 to receive
medical insurance benefits until age 65. The estimated
cost of thisprovisionwouldbe lessthanthe costassoci-
atedwith layoffs.

6. The projectedstaffreductionswill be directlyaffectedby
the abilityof the Departmentto meet the provisionsof the
w@..~s&s and the TitleXIX Waiver. Failureto meet
thesegoalswouldchangethe numberof employeesaffected.

c. BuiJdwgsarwgy

1. Maintainingall eightstatehospitalswith the anticipated
reduction in the mentallyretardedpopulationwill reduce
the demand for livingspace. AnokaStateHospital,which
does not serve mentally retardedpeople,has experienced
increaseddemandfor livingspace.

2. The State will continueto incurcapitalcostsfor renova-
tionand remodelingat all eightsites (Table7).

3. If resident and patientpopulationsare consolidated,se-
lectedbuildingscan be declaredsurplusand sold.
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TABLE7

REQUESTFOR CAPITALIMPROVEMENTS
AT STATEHOSPITALSFY ‘86-87

Anoka
Brainerd
Cambridge
Faribault
FergusFalls
MooseLake
St. Peter
Willmar

$ 80,000
$635,000
$240,000
$560,000
$595,000
$140,000
$855,000

&535.99il

TOTAL $3,640,000

Source: Departmentof HumanServicesBiennialBudget1985- 87

1. There would be no changein communityimpactif all eight
statehospitalsremainopen.

E. -uJ-

1. The reduction in forceproposedby the Departmentof Human
Services will have a negative economicimpactdepending
upon the number of employeesaffectedand the totalsal-
aries.

2. The addition of staffin the mentalillnessunitsproposed
by the Departmentof HumanServiceswill havea positive
economic impact depending upon the number of employees
affectedand the totalsalaries.
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~. QEcIQk2: DECENTRALIZESTATEHOSPITALS

til eightstatehospitalscouldbeginto decentral-
ize services with the stateoperatingcommunity
basedservices.

The transitionprocess would take severalyears
and the changewould reflectregionalneeds.

All three groups,mentallyill,mentallyretarded
and chemicallydependentpeoplewouldbe affected.

There are at leastthreedifferentapproachesto decentralizing
statehospitalservices:

AFSCME November 19, 1984 proposal with Mckgroud from
RhodeIsland

Department of Human SerViCeS proposal on stateoperated
communityservices

llassachusettsmodel (mentalhealth)

November1U984 ~

AFSCHE proposes thatMinnesotainstitutea projectfor state-
owned and operatedgrouphomesand othercommunityfacilities.
This project will begin in 1985and be evaluatedaftertwo
years. Recommendationswill be made at thattimeon further
expansionof the system. Thisprojectwill have eightparts:

1. Residents of state hospitalswho are slatedfor placement
in the community will be chosenfor the project. Clients
could alsocome fromthe populationof thoseto be diverted
from placement in statehospitals,and thoseto be placed
under the ~c~ Cuen t and the HedicaidWaiver.
Residents will be screenedand evaluatedfor programneeds
and the levelof carethey require. The familiesof resi-
dents will be consultedwhen that is possible,and efforts
made to see thatcommunityfacilitieswill be conveniently
located. It is imperativethat ‘adequateprofessional
judgments”be the determiningfactor in any placements
decided upon. Only residentsfor whom a communityplace-
ment is beneficialshouldreceivecommunityplacement.
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2.

3.

4.

5.

6.

Staff in the hospital will havethe projectexplainedto
them, and positions in the projectwill be postedfor bid,
following unioncontractualprocedures.Staffmust be aware
that interimresidenceand trainingare partof the project,
and that relocationmay be required. Staffwillmaintain
all collectivebargainingrights. Somemodificationsof the
contract and work rulesto addressworkingconditionsin the
community wouldbe anticipatedand negotiatedthroughnormal
collectivebargainingprocedures.

Successfulbiddersfor positionsand targetedresidentswill
have a transition/trainingprocess, to get to knoweach
other prior to a move,and to developthe skillsneededfor
residentiallife in a smaller setting. For staff,this
could include half-time hands-on training, and half-time
working~ as in RhodeIsland. This interimperiodshouldbe
at least sixweekslong. The StateUniversitysystemcould
serve as primaryorganizerfor stafftrainingusingexperts
and advocates from the publicand privatesectorto teach
employeestheseskills.

Community residenceswill be builtor leasedby the state
following Class B certificationstandards.Any adaptation
of the residenceswill be completed during the interim
period based on the needsof residentsto be transferred.
Such modificationsas are neededmay use the statebidding
system and/orservice,maintenance,and technicalstafffrom
the hospitals. It is anticipatedthatbondingwill be re-
quired for purchase or buildingof new residentialfacili-
ties.

Wherever possible, hospitalfacilitiessuchas day programs
and specializedservices and equipmentwill be coordinated
so that the project communityfacilitiesdo not duplicate
hospital facilities. Weeklymeetingsof hospitaland com-
munity staff would be held through the durationof the
project.

Communitv InvolvementBoards,consistingof localresidents,
will be- establishedto explainand p~blicizethe project?
and ensure that communitylife is a realityfor both resi-
dents and staff. Stafftrainingwould includeskilldevel-
opment in community outreach and organizingto help inte-
grate the homeand its residentsintothe community.commu-
nity integrationis crucial. Not everyprivatesectorpro-
gram has failed”todevelopcommunitylinkages,but few have
done so to the extentnecessary.Businessleaders,church-
es? volunteer groups, and other local organizationsand
individualswould be actively solicited.A monthlyBoard
meeting, incorporatedwith the staffmeeting,wouldmaintain
theselocalcontacts.
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7. Monitoringmust be an integralpartof the pilotproject,so
that any problemsor successfulaspectsof the projectcan be
avoided or duplicated in the future. This shouldinclude
weekly meetings among community staff and hospitalstaff,
monthly meetingswith the localboard,and carefuldocumenta-
tion of the progressof residents.We do not know,for exam-
ple, if residentsbenefitfroma smallersetting. Data from
Rhode Islandindicatethat staffprefersmallersettings.We
need to knowhow much time residentsspendbeingtransported
and how normal the livesof residentsreallyare. We also
need to know what stresses residentsfindin smallerset-
tings, particularlywhen residentsare severelydisabled.
What is the effecton clientsof livingin closeproximityto
a randomly selected family? We need to knowmedication
levels, both in and out of hospitals.We alsoneed to know
what constructionand facilityadjustmentsreallywork,for
both residentsand staff.

8. Evaluationproceduresmust be in place early. Costsare
obviously crucial to evaluate,but evaluationsmust alsobe
made of programmaticand developmentalaspectsof the project.
Every six monthsthe meetingof staffand localboardwill be
an evaluation session. At one and two year intervals,more
extensive evaluationscan be carried out, resulting in
recommendationsconcerningenhancementof the system.

BbaWUWi.n&xm@.uw@d

1. In Rhode Island, the Governor, stateagencies,and AFSCME
signed a memorandum of agreement that assured no AFSCME
member would be laidoff becauseof deinstitutionalization.
Although RhodeIslandis similarin geographicsizeto Ramsey
County, and has a populationof 1,000,000,thereare lessons
to be learnedfromtheirexperiences.

2. The Ladd Center is the only stateinstitutionformentally
retarded persons. The LaddCenteris undera ConsentDecree
to reduce its population.Some stateofficialspredictLadd
Centerwill eventuallybe closed.

3. After the Governor directed that deinstitutionalization
continue and that no AFSCMEemployeewouldlosehis or her
job, the Departmentof MentalHealthand MentalRetardation
began developinggroup homes, apartments,and day programs
usingstateemployees.
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4.

5.

6.

7.

8.

9.

10.

11.

The Stateof RhodeIslandhas a mix of privatelyand public-
ly operatedcommunitybasedservices.

In Rhode Island case management is carriedout by state
employees;day programsreceiveCommissionon Accreditation
of RehabilitationFacilitiesaccreditation;thereare un-
announced visitseverytwo monthsrequiredby law for every
group home; and a 5-member program audit unit reviews
programs.

The costof state-operatedcommunityservicesis 15% higher
than nonprofit community services. Rate settingfor non-
profitprovidersis negotiatedwith stateofficials.

All fundingfor the stateinstitution,communitybasedser-
vices (public and private),and the waiver,is centralized

one person (statementalretardationdirector)who has
~~e authorityto transferfundsfromthe institutionto the
community as residents and staff leave Ladd Centerfor
communitysettings.

There are 300 stateemployeesworkingin the community(150
in day programs and 150 in residentialsettings).All
state employees are retrained prior to working in the
community.

All stateand communityfacilities(landand buildings)are
owned by the stateof RhodeIsland. The capitalfundscome
from bond referenda. An Officeof Communityand Residen-
tial Developmentis responsiblefor sitingand realestate
development.

The state uses performancecontractsand contractshave
been revokedfor failureto perform.

A completeset of policyand operationmanualsis availa-
ble in the StatePlanningAgency.

IMPLICATIONS

1. The AFSCME proposal affectsmentallyretardedpersonswho
will be discharged fromthe statehospitalsfor community
placement because of the ~-X?SS- and the TitleXIX
Waiver.

2. The number of mentally retardedpeopleaffectedwouldbe
the sameas the numbersgivenin Option1.
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B. ~

1. Bmployees currentlyworkingat the statehospitalswouldbe
allowed to bid by classand seniorityfor positionsin COTII-
munitysettings.

2. Hmployeeswouldcontinueto be coveredundercollectivebar-
gainingagreementsand the pensionplan.

3. A training program would be necessary to allow the
transition.

4. The numberof employeesaffectedneedsfurtheranalysis.

c. ~.

1.

2.

3.

4.

Maintainingall eightstatehospitalswith the anticipated
reduction in the mentalretardationunitswill reducethe
demand for livingspace. AnokaStateHospital,whichdoes
not serve mentally retarded people, has experiencedin-
creaseddemandfor livingspace.

The State will continue to incurcapitalcostsfor reno-
vationand remodelingat all eightsites (Table7).

If resident and patient populationsare consolidated,
selectedbuildingscan be declaredsurplusand sold.

The constructionof ICF-MR,ClassB facilitiesfor mentally
retarded persons will requirestatefunds. Furtheranaly-
sis is necessaryto determinethesecosts.

D.Qmuumj~c~~

1. The economicimpactfor each statehospitalareawouldvary
dependingupon severalfactors:

a.

b.

c.

d.

The number of employeeswho relocateto work in commu-
nity services.

The relative dependenceof
hospitaleconomicactivity.

The alternativeusesof vacant

Depending upon the location
there would be a positive
impact.

the community on state

buildings.

of new communityservices,
redistributionof economic



Options/Recommendations
Page14
January31, 1985

The InstitutionalCareand EconomicImpactPlanningBoardre-
quested the Departmentof HumanServicesto preparea plan for
the provision of stateoperatedcommunityservices. The fol-
lowing is an outlineof the plan submittedby the Department
of Human Services at the January 18, 1985,meetingof the
InstitutionalCare and Economic ImpactPlanningBoard. The
informationpresentedby the departmentis intendedto outline
the basic parametersfor the establishmentof a pilotprogram
for stateoperatedcommunitybasedservices.

1. The Department of Human Services proposedcreationof a
three-year,one statehospitalcatchmentareapilotproject
to testthe viabilityof a designfor developmentof state-
operatedcommunityservicesformentallyretardedpeople.

2. The Departmentproposes pilotprojectdevelopmentin four
majorareas:

a.

b.

c.

d.

Residential (long-term). Group homes of up to six
adults or three children staffed24 hoursa day. The
homes would primarily care for medically fragileor
behaviorallyimpairedresidents.

Residential (short-term). The samesettingas above
but program emphasis would be on immediatetemporary
care.

Day Habilitation(non-facilitybased). Thisapproach
would provide staffsupportto adultson job siteswith
non-handicappedpersons.

Support Services. Supportiveservicesfor clientsand
directcare stafffor the following:

1) Diagnosisand evaluation
2) In-homerespitecare
3) Familysupport
4) Providetrainingand technicalassistance
5) Crisisintervention.

The services listed above would be providedby state
employees to current statehospitalresidentstargeted
for placement,as well as to personswho are at riskof
beingadmittedto statehospitals.
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3. Tbe services outlinedabovewouldbe developedand managedby
a regional management entity. Tbe projectdirectorwouldbe
responsiblefor administration,qualityassuranceand super-
visionof servicestaff.

4. The project managerwould reportdirectlyto the Commissioner
of tbe Department of Human Services tbrougb an Assistant
Commissioner. The centralofficeof the Departmentof Human
Services will select the project director and overseeall
administrativeand programmaticpoliciesand procedures.

5. The selection of pilotprojectsite(s)will take intoaccount
tbe following:

Countycooperation,
Tbe capabilityof a state hospitalto supportthe
effort,
The programmingneedsof the area,
Compatibilitywith the Department”spriorities.

6. The operation of the pilot projectswill be phasedin over
time witb the establishmentof the management entity by
January,1986.

7. Two setsof performanceindicatorswill be established:

Programor serviceindicators,
Managementperformanceindicators.

8. At the close of tbe project,December1987,a reporton the
pilot project will be submittedto the Legislature.The re-
port will includean evaluationof the effortand recommenda-
tions for tbe future operation of stateoperatedcommunity
basedservices.

9. Tbe following are currentlyunresolvedissueswhicbwill need
to be addressedto ensurelongterm successof stateoperated
communitybasedservices:

Casemanagement,countyand staterelationshipsin the
pilotprojectarea(s),

Relationshipto the~S~Q~@@-R~g&r
Relationshipof statehospitaland counties,
Fundingmethodologyand flowof dollars~i.e.r
ratesetting,sourceof funds~etc.t

Relationshipto TitleXIX Waiver,
Capitalassetsduringtbe pilotperiod.
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IMPLICATIONS

1. A pilotprojectwouldhave limitedsize.

2. Residents affected would be thosescheduledfor community
placement underthe~BSX== The projectednumberof
residents/patientsat the state hospitals would not be
changed.

BO RwUY..

1. The number of employees required to conduct the Pilot
projecthas not, at thiswriting,beendetermined.

2. Employeesmay have to perform multiplejob functionsin
communitysetting.

3. Job descriptionsmay have to remodifiedto reflectthe
changesin work tasks.

4. The selection of staffto work in the pilotprojectmay be
subject to the provisionsof collectivebargainingagree-
ments.

1. The pilot projects will not directlyaffectthe buildings
currentlyon the groundsof statehospitals.

2. The issue of ownershipof buildings(purchase,leasing)in
the communitywill need to be resolved.

3. The effectsas presentedin Option1 will remainthe same.

1. The community services as outlined will havea ~imited
positive economic impact on the community in Whichthe
servicesare located.

2. The pilot project will not changethe economicimpactas
outlinedin Option1.

1. The costof the pilotprogramhas not beendetermined.
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Mas%asmasmaMsw.alJ m!lMdM?Jw4.dLmmwwuAd.mQ!sJ4mJ.

1. In 1959, Massachusettsserved23,000mentallyill patients
in statehospitals. In 1984,the numberwas 2,700 (1,900in
state hospitals and 800 in state-operatedcommunitymental
healthcenters).

2. The @MassachusettsMentalHealthCenteris a state-ownedand
state-operatedcommunitymentalhealthcenter. It is affil-
iatedwith the HarvardMedicalSchool.

3. The MassachusettsMental Health Centeris responsiblefor
200,000 people in its catchmentarea and has had no backup
state hospital except for securitypurposes(6 peopleper
year go to security).

4. The MassachusettsMentalHealthCenterincludestwo day hos-
pitals (40- 50 patientseach),a 30 bed intensivecare unit
for acuteepisodes,and an “inn”(30- 3S patients)to house
temporary residents as a transitionto communityliving,a
full range of community residencesand day treatmentpro-
grams (170 patients), and a specializedpsychiatric-geri-
atric nursinghome (20patients).othernursinghomesserve
an additional200 patients.

5. The basic tenet is thatchronicallymentallyill patients
require a systemthatallowseasymovementbetweencommunity
and hospital setting. The averagelengthof stay in inten-
sive care is 10 days,28 days in the day hospitals,and 21
daysat the inn.

6. The MassachusettsMental HealthCenterestimatesthereare
at least15 personsper 100,000populationwho need special-
izedservicesas presentedin Table8.

TABLE8

ESTIMATESOF MENTALLYILL PATIENTSIN MASSACHUSETTS
WHO NEED SPECIALIZEDSERVICES

(Gudemanand Shore,1984)

XYQQ J?WFLM!UM.Q

1. Elderly,demented,behaviorallydisturbed 3.0
2. Mentallyretardedand psychotic 3.0
3. Braindamagedand assaultive 1.5
4. Psychoticand assaultive
5. Chronicallyschizophrenic,disruptive M

and endangered

TOTAL 15.0
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7. In order to make thisapproachwork,the followingconditions
must be met:

a.

b.

c.

d.

e.

f.

9=

Stringent preadmissionscreeningmust be establishedto
ensurealternativeshave been exhausted.

Units should be developedto addressneedsof fivespecial
groups. Theseunitsare describedin greaterdetailin the
mJ@JU@.dJ2JUWll—9L~ (September,1984).

A multidisciplinarystaff must be assembledthat includes
affiliation

Units for
the grounds

Backup by

with a ~epartmentof psychiatry.

no more than25 - 30 patientscan be housedon
of a statehospitalor in generalhospitals.

an acute care psychiatrichospitalor unitin
generalhospitalmust be available.

Politicaland advocatesupportmust be in place.

Operation can be public or contractualbetweenthe state
and privateproviders.

8. JonathanBalk,CEO of AnokaStateHospital,sentover130 ques-
tionnairesto county socialservices,consumers,profession-
als, police departments,courts, and medicalcenters. The
questionnaireassessedagreementwith the fivecategoriespre-
sented in Table 8 and assessedagreementwith the Massachu-
setts Mental Health Center approach. Basedon preliminary
results (December20, 1984personalcommunication), 40 people
who respondedagreedwith the fivecategoriesas presentedbut
respondentsoffered two additional categories(mentallyill
and chemicallydependent;characterdisordersand chemically
dependent). Thosewho respondedagreedthatthe fivecategor-
ies of people should be treatedat the regionallevel,al-
though some elderly,assaultiveclientscan be treatedat the
locallevel.
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V. OPTION3: IMPROVE EFFICIENCYAND EFFECTIVENESSOF STATEHOSPI-
TALS. INTRODUCE ELEMENTSOF COMPETITIONDEPENDING
UPONTHE SUBGROUPSSERVED.

Prior to the installationof competitiveelementsthe following
managementsystemswill haveto be in place:

UniformChartof Accounts
CostAccountingSystem
Resident/PatientOutcomeMeasures
QualityAssurance
OrganizationalPerformanceMeasures

State hospitals wouldgeneraterevenueas a directfunctionof
servicesrendered.

The management of the statehospitalswouldbe decentralized
and each statehospitalwouldbe responsiblefor:

Programmix,
Budgetingand accounting,
Marketing,and
Rate setting.

Performancemeasures would be establishedto determinethe
economicand programmaticviabilityof each hospital.

Catchment areas would be eliminatedand countieswouldhavea
choiceof providersof treatment.

The funding mechanism would change to allowcountiesto be
responsiblefor paymentof service.

1.

2.

3.

Uniform accounting systemallowsdetailedoperationalcompari-
sonsbetweeneachhospitalwithoutfurtheraccountinganalyses.

Cost accounting system provides hospital managementwith a
clear understandingof the costof providingvariousproducts
and services. It alsoassiststhe planningprocess.

Resident/patientoutcome measurementsystem providesan effi-
cient and cost-effectiveway for hospitalsto trackthe resi-
dent/patientpopulation and the services provided to those
residents/patients. This systemshouldalso improvethe qual-
ity of careprovided.
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4. A qualityassurancesystemprovidesa mechanismfor more objec-
tive assessmentof the qualityof careprovided. Sucha system
would also improve the opportunityfor outsideagenciesto
auditthe qualityof carebeingprovided.

5. An operationsperformancemeasurementsystemallowsfor signifi-
cant improvementin all areasmeasured- patient/residentdata?
staffrecords?expenditures~etc.

IMPLICATIONS

1. The counties wouldchooseamongthe statehospitalsprovid-
ing treatment. Referralswouldoccurthroughthe existing
mechanisms such as casemanagement courtcommitments?etc.
Individualsaffected would havea choiceor ‘proxy”choice
throughfamilyor casemanagerto selectservicesite.

The counties would choose the statehospitalwhichwould
provide the best treatmentfor the particularneedsof the
clientsat a pre-negotiatedcost.

2. Under the Departmentof HumanServicesproposal,the choice
of chemicaldependencytreatmentwouldbe amongall typesof
providers.

3. Mentally retardedresidentswouldcontinueto be placedfrom
the state hospitalsperl@l@LY=_=-@--Qs.- and
the TitleXIX Waiver. The numberof mentallyretardedresi-
dentsaffectedwouldbe the sameas outlinedin Option1.

4. Services developed by eachstatehospitalwouldbe subject
to the same state policies as all other providers
(moratorium,ratesettingcaps,etc.).

1. Employeesworking at the statehospitalsmay be trainedand
transferredinternallyto work in programareasas the state
hospitals change to meet the needs of the
residents/patients.

2. Job descriptionshave to be redefinedto accommodatethe
flexibilityrequiredfor a competitiveenvironment.
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3. The number of employeesaffectedwouldbe a functionof the
programdirectiontakenby eachstatehospital.

1. The utilizationof the buildingspacewill be a functionof
the programmingmix,which is a decisionof the chiefexecu-
tive officer at each statehospital. The remodeling,con-
struction or demolition of buildingswill be the responsi-
bilityof eachstatehospital.

2. Per diem costs will includethe capitalcost for improve-
ments~remodelingand new construction.

3. The proceeds of the saleof statehospitalpropertywould
revertto the budgetof the respectivestatehospital.

4. Energy cost is an operationalexpense. The decisionto
manage those costs will be at the discretionof each chief
executiveofficer.

1. The economic impact for eachhospitalwouldvary depending
on the skillsof the localmanagementteam. The sizeof the
state hospital will be dependentuponthe successfulopera-
tionof the hospital.

E. cost

1. Each state hospitalwouldbe a profitcenter. Revenuemust
equal cost, and revenue would be generated as a direct
functionof servicesand treatmentrendered.

2. A cost accounting systemwill be establishedat each state
hospital in order to determinethe actualcostof services
and treatment at the hospitaland its differentdepartments
and services.

3. Per diems will be determinedat each statehospitalbased
uponthe actualaveragefixedand variablecosts.

4. Specializedservices and treatmentcostwill be calculated
in order to determinethe costof providingthe serviceand
treatmentto each resident/patient.
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5. Enterprises,e.g.,laundry,will functionas profitcenters,
in that the charge for the servicemust equalthe actual
costof providingthe service.

6. my rental or leasingof statehospitalspacewould require
the space be rented or leased at fairmarketvalueand
separatemeteringfor the utilities.

1. The individualswho receive servicesfromstatehospitals
are highly vulnerable people with few resources.Caution
must be exercised to avoid ‘dumping the most difficult
cases,” “creaming the easiestclients,”or simplynot pro-
viding services. The statehas alwaysbeenthereas a back-
up resource and cannot reject individualsbecauseof the
type of problems presentedor becauseof the person’slack
of resources.

2. True competitiondoesnot existin humanservicesgiventhe
state’s overall controlof the numberof beds (moratorium),
the overall funding levelsand ratesettingmechanisms,as
well as the licensingand certificationresponsibilities.

3. In Michigan, communitymental healthcentershaveoverall
responsibilityfor developmentof communityservices. The
state of Michiganrecognizesdifferencesin countycapabil-
ities. In somecasesthe staterunsall services. In the
majority of casesresponsibilityis shared. In a few cases
the community mental health boards have total control
including state institutionallocations. However,in the
latter case,somecountiesavoidfinancialriskby extending
the negotiationprocessfor fundingto the end of the fiscal
year thusavoidinglosson the county’sbehalf.

4. If individual state hospitals are responsible for streamlin-
ing budgets,thencentralofficeindirectcostswill haveto
be shifted away fromthe statehospitalper diemsto other
sources.

5. Countiesmay not want the responsibilityor riskof addition-
al blockgrantsto purchasestatehospitalservices. If the
amount is based on a historicalfigureor cavitationap-
proach, thenthe countymay run out of fundsbeforea fiscal
year ends. In that case, individualswho need services
wouldnot be served.
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6. Depending on the type of fundingapproachthereare several
unintendedconsequencesthat may occur. Thesesameproblems
occurunderthe currentsystem:

a. Length of stay - If fundingis linkedto lengthof stay,
individualsusually stay the maximum and then are dis-
charged. Length of stay may not be relatedto treatment
need or outcome.

b. Admission/readmission- Individualscan be treated and
releasedseveraltimesin the sameyear.

c. ‘Creamingn- If providershavea choice,the clientswho are
easierto workwithwill be chosenfirst.

7. Quality assurance must become a reality in termsof onsite
inspections~regular reviews of records, and monitoringfor
programoutcomes.

8. The role of the central office of the Departmentof Human
Services must be clarified.The Departmentof HumanServices
should developoverallstategoalsfor the systemand work with
the state hospitalsto ensureadequateand appropriateprogram
mix, geographicaccess,and measurableoutcomes.
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VI. OPTION4: CLOSEONE OR MORESTATEHOSPITALSBY
JULY 1, 1987OR LATER.

Consolidateservices for peoplewith mentalill-
nessr chemicaldependency,and mentalretardation
in the remainingstatehospitals.

The mental retardationpopulationwill continue
to decline accordingtoY@w~-y._uuJX-
_@ and the TitleXIX Homeand CommunityBased
Waiver. At this time, the number of people
served by the waiver comparedto the projected
number to be servedshowthatthewaiver$simpact
will probably be smaller than expectedin its
firstyear of operation.

Maintain or move specializedtreatmentprograms
to remainingstatehospitals.

Continue reliance on private providers for
communityservices.

IMPLICATIONS

1. Transfer of residents/patientswouldbe required.Depend-
ing on the transitiontimeline,residents/patientscould
move to community services. Basedon the Rochesterclo-
sure, however,most residents/patientswere transferredto
otherstatehospitals.

2. In order to estimate wherethe residents/patientswould
transfer,severalfactorsmust be considered:

a. What is the home countyor countyof financialrespon-
sibility for each person? Servicesshouldbe offered
as closeto homeas possible.

b. What beds are available at other state hospitals?
There are licensed beds (largestnumber), certified
beds (compliancewith ICF-MRregulations,for example)
and staffedbeds (smallestnumber).
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c.

d.

Determine or matchthe person’sneedswith the availabil-
ity of beds (for example, a mentally retardedperson
should be movedto an ICF-MRbed).Considerationshouldbe
given to client characteristics(sexand physicalhandi-
caps), and the type of accommodationsavailableat the
receivingfacility(male/femaleunitsand physicallyacces-
siblespace).

If there arenstsufficientnumberof bedsto meet licens-
ing and certificationregulations,thenhow much money is
neededto bringthe receivingfacilityintocompliance?

3. The first determinationmust be the licensedcapacityand
availabilityof beds.

TABLE9

POPDLATION,BED CAPACITY,AND AVAILABLEBEDS
IN MINNESOTASTATEHOSPITALSFY ’84

State
JiQ&12ital
Anoka

Brainerd

Cambridge

Faribault

Fergus
Falls

Average
Daily Licensed

Population Bed
H_#!l C31wj%x

450 531

483 556

712 845

469 561

MooseLake 435 645

St. Peter 602 674

Willmar 552 644

Average
Average Available

Licensed Population
Bedsby by Type
+;ji. fxm

237 (MI)
90 (CD) 79 (CD)

80 (HI) 65 (HI)
71 (CD) 60 (CD)
363 (l!R) 325 (MR)
17 (Hosp.)

556 (MR) 483 (HR)

775 (m) 712 (MR)
35 (NE)
35 (Med.)

115 (HI) 99 (141)
198 (CD) 139 (CD)
248 (HR) 231 (l!R)

090 (MI) 62 (HI)
267 (CD) 159 (CD)
143 (m) 107 (HR)
145 (Ger.) 107 (Ger.)

176 (HI) 155 (HI)
58 (CD) 54 (CD)
204 (FIR) 170 (MR)
236 (Sec.)

276 (HI) 253 (HI)
118 (CD) 103 (CD)
170 (UR) 154 (HR)
66 (Adol.) 42 (Adol.)

Beds
by Type
EI#L “

11

15
9
38

73

133

16
59
17

21
4
34

20
15
16
24

Sources: Departmentof HumanServices1985-87BiennialBudgetfor
each state hosDital:and r%oneinterviewswitheachCEO.
or designatedrespondent,’November,1984.
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4. The second considerationwouldbe the proximityof beds. The
following are possible transfer plans if any statehospital
were to close. (Basedon approximateaveragedailypopulation
figures and proximity of nearestbeds.) Thesefiguresdo I@
include considerationfor MR, MI, CD designation,the person’s
home county,compliancewith licensingor certification,and no
regardfor personalcharacteristicssuchas physicalhandicap.

TABLE10

POSSIBLETRANSFERPLANSIF ANY STATEHOSPITALWERE TO CLOSE

If Anokacloses: 200 transferredto Willmar
75 to St. Peter
30 to Brainerd

If Brainerdcloses: 240 transferredto MooseLake
115 to FergusFalls
86 to Cambridge

If Cambridgecloses: 240 transferredto MooseLake
to Brainerd

1;: to Faribault

If Faribaultcloses: 78 transferredto St. Peter
to Cambridge

2:: to Willmar
240 to MooseLake
92 to Brainerd

If FergusFallscloses: 92 transferredto Brainerd
205 to Willmar
240 to MooseLake

If MooseLake closest 92 transferredto Brainerd
to Cambridge

1:: to FergusFalls
240 to Willmar

If St. Petercloses:
(NotSecurity)

If Willmarcloses:

173 transferredto Faribault
205 to Willmar

115 transferredto FergusFalls
78 to St. Peter
173 to Faribault
92 to Brainerd
240 to MooseLake
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4. Institutionalclosure does affectindividualpatients/resi-
dents. Based on the Rochesterexperienceas presentedin
public testimony,closure has resulted in at leastthree
suicides of formerpatients,longerlengthsof stay in other
state hospitals~ an increased numberof streetpeople~in-
creased use of emergencyroomsof Rochesterhospitals,and an
increasednumberof peopleincarceratedin jails.

5. Existing research on the effects of closureon residents/
patientsand familieshas been summarizedas follows:

a. Generaleffectson residents/patients

1) Increases in mortality rates (Heller,1984;Marlowe,
1973;Kasl,1972;Miller& Lieberman,1965)

2) Increasesin healthproblems(Heller1982a;Rage,1976)

3) No increase in mortalityof mentallyill people(Mark-
son & Cumming,1974)

4) Problems in emotional,behavioral,and mentalhealth
changes with biggestimpacton thosewho are in poorest
physical health (Goldfarb,Shahinian & Burr, 1972;
Heller1982b;Killian,1970;Marlowe,1973)

5) Contradictoryresultson changesin intelligence

b. Dixon closure effects on mentally retarded residents
(Braddock,Heller,& Zashin,1984):

1) Residents showed little transfertrauma,but did have
someadjustmentproblems

2) No increase in mortality

3) Activitylevelof residentsincreasedat new facilities

4) Familiesinitiallyopposedand thenacceptedclosure

5) Employeesweremost severelyaffected

6) Diminishedqualityof care for new residentsat receiv-
ing facilities.Staff-residentratioswere lowered.

c. Families

1) Families report high degree of stress and strong
resistance(Conroy& Latib,1982)
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2) Surveys in Washington,Pennsylvania,and New Jerseyindi-
cate 2/3 of familiesof institutionalizedmentallyretarded
people community placements(Conroy& Latib,1982;
Landesma%%~~r et al 1980;Vitello& Atthowa,1982)

3) Oppositionto relocationcomesfromseveralsources:

a) Institution provides better care, more experienced
staff,greatersecurity

b) Reservationsaboutnormalization

c) Processusedto closestatehospitals

d) Family stress because of initialdifficultyin placing
the familymember.

4) After placement in community,the majorityof familiesare
satisfiedwith communityservicesand reinstitutionaliza-
tion (Conroy& Bradley,1983).

IMPLICATIONS

A. ~

1. There are ninepossibleoptionsfor stateemployeesin the
eventtheirparticularhospitalshouldreduceits staff.

a.

b.

c.

d.

Wa:;%$:GBDw-si&$Lti=hJ~igy- P9.f@ml*
is currently possible Minnesota

Statute if an employeewouldconsiderrelocation.The
statecan providesomemovingexpenses.

**--LO--~~~~~$*~*~~@~~~~~~@-~~ffi@~*~~Q&i&i -
Althoughit is more difficultthanPointA, it is

possible.

;;;:s$-~--mg~~~$--~$~$~--~ cy-jJl-J@jJ&g!JH&@M5i-
. Also legallypossiblebut difficult.

~a~. _SExyJSg_-Mx3--9M~S~~S-_gZ-3h&~~~&~-&y~&gn.Both
public and private sector employmentoptionsare pos-
sible. Continuedwork in publicservicewill permit
retirementplan portability;however, other benefits
derived from statesenioritywouldbe lost. Employment
in the private sector would resultin the lossof all
rights and benefits whichwere acquiredwhile in state
service.
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e.

f.

9=

h.

i.

2. If

NQduuwLBYAss-.M9x*.- ~L_$bs-.R@u-9J-PJJY@*s-s@~~QJ.
This option includes the full rangeof nonhumanservice
employmentopportunities.Employmentwith anothergovern-
ment entityincludingschoolsystemswouldpermitthe por-
tability of retirementand pensionbenefits. This option
is a function of the labormarketand the choiceof each
individual.

gMJL(cjWign--4MMUx4jILiQg● Employeescouldchooseto go back
to school or seekadditionalskilldevelopmentand train-
ingwhichwould resultin a possiblecareerchange.

3hMWJM?YWIMJXURpHM@iQn ●
This is a temporaryoptionfor

the employees. The amount and lengthof benefitsare
determinedon an individualbasis.

Eu.bJxLJ3s@.siMM2sJ* Some employeeswill havei~ixnited,if
any employmentpossibilities~particularly theyare
unable or unwilling to relocate for anotherjob or if
theirage makes reemploymentdifficult.

MJxsm$ns ●
Some employeesmay be closeenoughto retire-

ment to considerit to be theirbestoption. The current
Ruleof 85, whichpermitscertainemployeeswho meet speci-
fiedcriteriato retireearly,expiresDecember31, 1986.

a facility is closed,staffreductionsoccurseparately
within each ~tate hospital. Each hospitalis a separate
‘seniorityunit” for purposesof bumpingand layoff. In the
eventof a closure,the followingactionsmightbe taken:

a. A system wide hiring freezewouldgo intoeffectexcept
for positions necessary to meet healthand safetystan-
dardsand theNQsA-QME~&-D~sJ~.

b. Staff at the affected state hospital wouldbe offered
transfers to the remaining state hospitalsas openings
occur.

c. The state would pay moving expensesper the respective
collectivebargainingagreements.

d. Employees refusing to transfer would be terminatedper
arbitrator’sdecision.
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3. Table 11 presents the numberof fulltime employees,the pro-
jected number of separationsor turnoverfor FY ’84,and the
number of employees eligible for retirement. Basedon the
employee survey conducted by the StatePlanningAgency,the
number of employees willingto accepta transferto any loca-
tion is presented followed by the net numberof positions
available in state serviceaccordingto the Departmentof Em-
ployeeRelations.

4. Research has been conducted on the effects of closureon
employees.The followingsummaryhighlightsthe findings:

a. Closure affects morale and performanceof staff. Staff
behavior affects residents/patients(Schinke& Landesman-
Dwyer,1981).

b. 79% of the stafflost interestin theirwork afterclosure
was announced at Cleveland State Hospitaland 29% of the
staff reported decreased concern about quality of care.
(Schultz,Nothnagel& Lyons,1975).

c. There is a personaltol~n~eltby employeesfacingunemploy-
ment, underemployment, downwardmobility that includes
increased stress, suicide, homicide,physicalproblemsand
mentalhealthproblems.

d. During closurethe emotionalstagesare (1)shock,(2)deni-
al, (3) relief, (4) anger (5)bargaining,(6)depression,
and (7) acceptance (Arvey & Jones, 1982: Greenblatt &
Glazier,1976).

B= W&M.M.&
1. The statehas the optionto sellor convertan entirefacil-

ity. Up to threeyearsmay be requiredto developalterna-
tiveuses.

2. Based on a nationalsurveyof otherstates,the most likely
alternativeuse of a statehospitalis for otherinstitu-
tionalsettings(correctionalfacility,veteran’s,etc.).

3. The state has the opportunityto dedicaterevenuefromthe
saleof propertyfor specialuse or generalrevenue.

4. If the residents/patientsare transferredto otherstate
hospitals,the receivingfacilitiesmay haveto upgraded.
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c.

1.

2.

3.

D.

GQmAu!itiwnQm*Jm*
All areassurroundingstatehospitalswouldbe severelyaffect-
ed, with the exception of the area surroundingAnokaState
Hospital. The economicimpactof eacharea is presentedin a
separatedetailedreport.

In the event of a closure,if residents,patients,and staff
are moved to anotherstatehospital,therewouldbe a positive
economic impact in the area of the receivingfacility. The
impact depends on the numberof residents/patientsand employ-
ees at the receivingfacilities.

Throughout the publicprocess,commentsweremade aboutthe ef-
fectclosurehas on distancestraveledfor familymembers,coun-
ty case managers,sheriffs~judgesfand others. Table12 pro-
videsa guidepertainingto the milesbetweenstatehospitals.

TABLE12

IMPACTOF CLOSUREON ADDITIONALDISTANCESTRAVELED
TO OTHERSTATEHOSPITALS

cam- Fari- Fergus Moose St.
e Peter

104
1::

161 125 89 88 Anoka
96 98 171 116 Brainerd
160 75 106 106 Cambridge
224 182 40 138 Faribault

194 203 109 FergusFalls
201 187 MooseLake

103 St. Peter
Willmar

cost

68
173
90

one or more hos~italsdoesnot immediately
savings. The st=te,throughits collective

1. The closing of
result in cost
bargainingagreements‘and state law,has-specificobliga-
tions to its employees regardinginvoluntaryseparations,
except for firings and terminationsof employees.The ob-
ligationsare: severancepay,healthbenefits,and unemploy-
ment insurance. Severance pay and the paymentof health
benefits are part of the negotiatedcollectivebargaining
agreementswith the unionsrepresentingthe employees.The
payment of unemploymentinsuranceis requiredby federaland
state law. The followingis an explanationof the termsand
stipulationsregardingthe paymentof the benefits.
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~esgi.,pgs-zay>
All employees, except for certainseasonaland intermittentem-
ployees, are eligibleto receiveseverancepay if theyare termi-
nated fromemploymentinvoluntarily(laidoff)-EmPloYeesreceive
severance pay at a rateof 40% up to 900 hours,and 25% of the
hours above 900,of theirunusedsickleaveat theirlasthourly
wage. Employeeswho electto retireare also eligiblefor sever-
ancepay.

E!2aMLBlxMx”is
Employees with three or more yearsof consecutivestateservice
receive 6 months of healthinsurancebenefitspaidby the state
of Minnesotaupon involuntarytermination,with the one exception
of employees terminatedwith good cause. The costof health
insurance varies for eachemployeedependinguponthe particular
coverage; however, the systemwide averageis $923per emPloYee
for sixmonths.

mlm?..9Ylnm.L-4w-
Unemploymentinsurance benefits are paid to employeeswho meet
specific eligibilityrequirements. The maximum benefitsare
currently $198.00 per week for 26 weeks. The amountof weekly
benefits a person receivesis a functionof the hourlywage and
other factors. Receivingthe maximumweeklybenefitsrequiresa
person to work 37 consecutiveweeks priorto applicationfor
unemploymentbenefits. The firstyear costof closinga hospital
will vary dependingupona numberof factors:

1. The numberof employeesto be terminated
2. The reemploymentpossibilitiesfor affectedemployees
3. The numberof employeeseligiblefor retirement
4. The willingnessof employeesto transferto anotherjob
5. The willingnessof employeesto move to acceptanotherjob

Table 13 is a projectionof the firstyear costof closinga hos-
pital. The analysisassumes:

1. A one year notificationuntilcompleteclosure
2. A hiringfreeze
3. Employeeseligibleto retirewoulddo so
4. The state would providejobs (astheybecomeavailable)to

employeeswho desirethem

Unemploymentcosts are calculatedfor the maximumtimeof eligi-
bility, 26 weeks of $185 per week. Healthbenefitsare based
upon systemwide at $923 for six months. Severanceis
determined from ~~~r~~~rageobligationat eachhospital. Moving
costs were calculated,based uponthe professionaljudgmentof
staff at DOER and the averagemovingcost for Rochesteremployees
($2,500per move).
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E. 4Mwxs?sM

In additionto personnelcostsdue to closure,thereare other
coststhat resultfromclosure:

1.

2.

3.

4.

Maintenance,heatingand securityof buildingsfor one full
year afterclosureoccurs.
The extra expense of transferringresidents/patientsto
other state hospitals(includingall pre-visitsand actual
transfertrips).
Additional staff for the personnel office to handle—
employeeissues.
The cost to the affected counties of
servicesafteremployeebenefitshavebeen

Additionalanalysesare necessaryto estimate

TABLE 13

ESTIMATEDPERSONNELCOSTS OF CLOSURE BY STATE
liOSPITALDURING THE FIRST YEAR

providingsocial
terminated.

thesecosts.

State HOSP ital

TyPI?of Cost
I

AlK4ca P ~ -idge Feribau3tmrguaFa13s Iboaebkest.-ter Wilhwr
1

Total

Q30patmsts $ 442,520 $1,755,650 $2,053,870 $2,616,640 $1,447,810 $1,130,350 $2,366,520 $1,443,DO0 $13,2%,360

Hsa3thRsrefitCbst.s 84,916 336,895 394,321 S02,332 277,823 216,905 454,116 276,900 2,543,788

SmJer-msts 145,000 497,994 347,164 637,140 497,000 303,030 7S5,120 515,165 3,727,611

-- 82,500 275,000 200,000 202,500 330,000 222,500 327,500 327,500 1,912,500
—— ——

lufALcxm’m-
P3’mLcmwRE $ 754.926 $2,865,539 $2,995,155 $3,958,392 $2,552,633 $1,922,785 S3,828,2% $2,562,565 $21,440,261
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VII. IMPACTOF CLOSINGSTATEHOSPITALS

In 1982, each state hospital projected what the impactof
closure would be. For the purposesof this study,each state
hospital was askedto updatethat report. A summaryof those
documents has been prepared for each statehospital. The
complete report providedeach statehospitalis availablefor
reviewat the StatePlanningAgency.

ANOKASTATEHOSPITAL

1.

2.

3.

4.

5.

Q&wi!-kY_.LIQs&
CD- 90 beds,averages79 patients
MI- 248 beds,averages237 patients(operatesat 96% capacity)

~St.QlL~~J2*
Anoka State Hospital provides services withoutrestriction
with regard to ability to pay. Approximately90% of the
patients at Anoka State Hospital are no longercoveredby
hospitalizationor health servicesinsurance.A highpercent
(90%) of the mentally ill patientsare committed,many have
neverbeen institutionalizedbefore.

mnpaa.JuLcQMmks
Patients from Anoka wouldbe transferredto otherstatehos-
pitals, filling most available beds. As a result,beds for
voluntary (informal)patients would not be available:the
likely result is greater use of the commitmentProcessbY
counties. Transportationcosts for the countieswould in-
crease. RamseyCounty,currentlyassignedto MooseLake,has
an annual transportationcostof $10,000to $12tooo* In ad-
dition, communicationbetweencountystaffand statehospital
staffwouldbe more difficult.

$-;:-~=~$unlikelythatmany Anokastaffwouldchooseto relocate
to another state hospital. However,most shouldbe ableto
findnew employmentwithoutrelocating.

zmEw2-Qm-QmBtiY
Tertiary level psychiatricand chemicaldependencytreatment
service: would ~o-longerbe availableat Anoka.Approximately
$5.8 million of state hospitalpayrollwouldbe lostto the
communitiesof Anoka, CoonRapidsand Andover.An additional
$5 million wouldbe lostto the remainderof the metropolitan
area. Approximately$600,000of directhospitalexpenditures
wouldbe lostto the localcommunity.

Source: AnokaStateHospital.
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BRAINERDSTATEHOSPITAL

1* Gm=Axm=
CD- 71 beds,54 patientson July 1, 1984
MI- 80 beds,59 n n m n m
1411c-population37 on July 1, 1984
DD Prog.Div.-270 beds,270 populationon July 1, 1984

2. on
Clients would haveto be transferredto otherhospitalsin the
statesystemor to privatefacilities.At the momentthe capac-
ity of private facilitiesin the immediatearea is not suffi-
cient to accommodatemore thana smallpercentof the present
populationof Brainerd. Of particularconcernwouldbe the
loss of a 16 bed adult Native American Programproviding
chemicaldependencyservicesto threeIndianReservations.

3. ~ct on CoUS
Transportationcosts would increasefor countiesfor all cli-
ents who would be transferredto another state hospital.
County Social Service officialshave statedthatalthoughday
rates are generally less in community facilities,the
all-inclusivecostsare substantiallymore.

4. Ct on st~~
Not discussed.

5*lUUX!@ULQ2AUlUUL$&
Brainerd was listed with an unemploymentfigureof 8.4%which
would accelerateto 13.9%with the closureof the statehospi-
tal. The total dollar loss is estimatedto be over $11.5
million.

Source: BrainerdStateHospital.

CAMBRIDGESTATEHOSPITAL

1. ~
Cambridge State Hospital currentlyservesa populationof 474
mentallyretardedresidentsfrom43 of the 87 countiesin Minne-
sota. If it were necessaryto transferthe 474 residentsfrom
Cambridge into other state hospitals, the largestnumberof
transfers that could takeplacewouldbe 346 (basedon vacant
beds in otherstatehospitals).
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2.

3.

4.

5.

lm&?.acda?J.uLi&xlx
One-third of the population at Cambridgeis non-ambulatory.
The treatment programs at Cambridgeare highlyrespectedfor
their DAC services, behavior modificationprograms,program
evaluationsand research. CambridgeStateHospitalhas a num-
ber of physically handicapped/medicallyinvolvedchildrenand
adults who require the servicesof St. PaulRamseyHospital,
Gillette Children’sHospital,UniversityHospitals,MercyHos-
pitals and Unity Hospital.Approximately100 tripsare sched-
uled to these hospitals eachyear. If residentswere trans-
ferred to more distant hospitals,it is doubtfulwhetherthe
familieswouldbe able to continueregularcontacts.

Jmk?A2L9-Tsts
Transportation wouldbe greaterat all stepsin the pro-
cess - pre-placementtours, followup contacts,countystaff
visitsfor reviewsand meetingsrpre-hearingsand hearings.

xmL?iKc$3Rsuff
A DeD?irtIIMIItof HumanServicesPersonnelOfficerestimatesthat
the ~aximumpercentageof employeeswho wouldtransferto other
state facilitiesas a resultof a hospitalclosingwouldbe no
more that 20% of the staff.The currentjobmarketfor service
work and work in generalis extremelypoor in thisarea. Even
those few employees who may be assimilated(locally)would
suffera reductionin theirstandardof living.

mnE?as$!&3xmm!muY
Services currently Provided by CambridgeStateHospitalwould
not be available;in-service‘training-to counties,ICF-MRS~
DACS; consultantservicesto many facilitiesand organizations;
respite care service. Over $10 millionwouldbe lostto Isanti
county per year.SchoolDistrict911 employs29 professionals?
44 para-professionalsand 5 supportservicepeopleto serveCam-
bridge StateHospitalresidents(apayrollof over $1 million)-
A foster grandparentprogram employing 32 grandparents~2
support service staff and a directorwith a payrollof about
$95,000wouldbe lost.

Source: CambridgeStateHospital.
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FARIBAULTSTATEHOSPITAL

1,

2.

3.

4.

5.

The capacityis 810 residents.The populationon Aug. 23, 1984
was 690. Vacanciesavailablein ICF+4RSin catchmentarea and
Regions 6, 8 & 9 rangefrom89 to 186. To accommodateremain-
ing Faribault residents,all vacantstatehospitalbedswould
haveto be usedfor all groupsof people(HR,MI, CD).

Xnws%-on Uienk
Over 90% of our residentsare severelyand profoundlyretarded
and require (a class‘B”)facility.For the most part communi-
ty-developedgroup homeshavenot providedthe servicesneeded
for thispopulation.The clientwouldhave:reducedfamilyand
county contact because of increaseddistances;inappropriate
placements;disruptionof dependencyreductionprogram;lossof
stabilityand friendsin theirpersonallife.

Im#M&&ssum$.w
in county caseworker involvementand addedtravel

costs.

qct ~~@ll
Amongthe 1,173employees,153 are overage 50 and mightexperi-
ence employabilityproblems;11 are mentallyhandicapped,with
the same questionableemployability. There are 40 Foster
Grandparentswith substantialincome derivedfromtheirwork
with the hospitalresidents.

on the Community.

The Dossible socialand economiccostof closureon the commu-
nity‘of Faribault is evenmore dramatic,sincethe Faribault
State Hospital is by far the largestemployer(12%)in the
city. The lossof 1,038statejobsand $18millionin personal
incomecouldhavethe followingeffects:

- increaseunemploymentfrom6.9%to 11.4%;
- causea populationdeclineof 3,633;
- reduceschoolpopulationby 820;
- cause9 or 10 retailbusinessesto closeand an

additional173 jobsto be lost;
- put 465 homeson the realestatemarket.

Source: FaribaultStateHospital
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1.

2.

3.

4.

5.

FERGUSFALLSSTATEHOSPITAL

Qu?i3siBY.u?J5&
This hospital admitted1,474personsthispastyear for treat-
ment for chemical dependency,375 personsfor treatmentof a
psychiatriccondition,and 28 personsto the mentalretardation
program for trainingand care. The averagepopulationfor the
facilitywas 550 for that sameyear.

y2&uuu&xlt
is no other state institutionanywherenear thisarea

with capacity to absorbthispatientload. Privatefacilities
are not sufficientto absorb the patientload. Thereis no
available treatment services for a largeproportionof the
clients served by this facilitywithinthe region. We do have
family participationin our familytreatmentprogramon the CD
unit from all areas that we serve. Providinga regional
facility encouragesgive and take betweenthe staffand the
countysocialservicesagency.

xmM!sL9D-cQNtiiss
Legally the county is requiredto visitand reviewtreatment
plans at least quarterlyfor eachclient. To go furtherthan
Fergus Falls State Hospital for the countiesin our region
would be an unnecessaryexpenseand wouldbe decreasingser-
vices to each client.The costof care in (FergusFallsState
Hospital)is more economicalthan in localareas.

~gs.g~mg
This facility employs close to 700 people. Therewould,for
all practical purposes, be no jobsavailablesincethereis a
very high unemploymentrate (10%)at thistime in OtterTail
county. Nearly 600 persons would need to relocateto find
work.

The services provided by this facility wouldsimplynot be
available to the extent they are now. The statehospital
payroll is somewhere in the area of 16 milliondollarsand is
expendedentirelywithinFergusFallsand the surroundingcommu-
nities. Therewouldbe many businessesthatwouldno longerbe
able to continue operation and the populationwoulddrop by
2,000 peoplefromthe familiesand dependentsof personsin the
laborforce.

Source: FergusFallsStateHospital.
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1.

2.

3.

4.

5.

MOOSELAKE STATEHOSPITAL

tv Lo*
We have four disability services(mentalretardation,mental
illness8 chemical dependencyand geriatrics)with a total
average population of 450. Clearlyit would seemthat rural
areas are best servedby a concentrationof programsand pro-
fessional staff in orderto offerneededservicesadequately.
Other state hospitals couldabsorbthe MR clientsbut not the
CD or MI clients.

JJIElaG!-~
Distances would increasefor all concerned.A regionalfacil-
ity can feasiblyprovidefollowalongserviceswhichfrequently
result in the clientbeingable to remainin a smallercommu-
nity setting. Families are also able to participatemore
activelywith theirrelatives.

Counw.

Some counties may not have to travelas far assumingbedsare
available,others would have to travelfurther. Our figures
demonstratethat the per diem cost of treatingchemically
dependent,mentally ill and mentally retardedclientswould
increase if individualsand communityagencieswere forcedto
rely on securing treatmentservicesfroma non-statehospital
source.

~act.~~
The region currently has a 14% unemploymentrate. Hvena
positive growth economy would havedifficultyabsorbingmore
than 500 employeesof MooseLake StateHospital.Sincethereis
now one less state hospital(Rochester),thereare thatmany
fewer state positionsintowhicheligibleMooseLake employees
could transfer. Those who do transferwouldprobablyincur
higher relocationcosts since the realestatemarketin this
area is veryweak.

~JuUUUL@Y
Co=unity leaders; county officials,area legislators,state
hospital staff, and other communitymembersfullyagreethat
the closure of the Moose Lake StateHospitalwouldmean the
economic ruin of Moose Lakeand the surroundingsmallercom-
munities. The payroll of the MooseLake StateHospitalin
~~~~~~ 1985 ($13.3million)represents3.5%of the totalgross

for Carlton County. Services no longer available:
chemical dependency,mental illness and mental retardation
programs; staff who serve as resourcesto schools,organiza-
tions, agenciestetc.;testingand counselingby DVR.A minimum
of $9.3millionwouldbe lostto the community.

Source: MooseLakeStateHospital.
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ST. PETERSTATEHOSPITAL

1. caDasjty-J&@
Licensed bed capacity of 674, operatingat over 90% occupancy
duringthe lasttwo years.

2. -&J?JLCLid?I&
Most patients/residentscould not be directlydischargedinto
the community.Manyof thesepersonslackthe necessaryskills
to care for themselves evenwith somesupervisionand others
present a clear danger to themselvesand the communityat
large. In most casesr transfer to anotherstatetreatment
facility would be the only logicalalternativefor them.If
this were done, traveltimeand distancealonewoulddecrease
county involvementin treatmentplanning,disruptsupportsys-
tems, reducefamilycontact,and increasethe coststo counties
and law enforcementagencies.

3. qci+?? co!lm~gs
The distance from county of referralwouldseriouslyhinder
reintroducingthe resident back into the community.County
social workers would also be geographicallyremovedfromthe
serving hospital and consequentlywouldhaveminimalcontact
with the resident and the treatment team. Distributionof
patients from the Security Hospitalto otherstatehospitals
would result in severeproblemsespeciallyfor urbancounties.

4. ~as$~ll stag.
As of Sept. 10, 1984,therewere 793 employeesworkingat St.
Peter Regional Treatment Centerin a full-time(607)or part-
time (186) capacity.Thereare 62 marriedcouplesemployedwho
would be particularlyhard hit in the eventof closure. A
total of 731 householdswouldbe affectedsignificantlyby the
loss of at least one income. A smallnumberof clericaland
skilled trades employees couldeventuallyfindwork,but most
others wouldhaveto relocateto continuetheircareersor seek
employmentin a new field.

5. ~c*_Qp-&olllJlumJ&?
The Centerpaysapproximately28% of all wages in St. Peterand
approximately7% of all wages in NicolletCounty. Current
figures indicatethat the RegionalTreatmentCenteremploys22%
of the labor force in the Cityof St. Peterand 5.6%of the
labor force in Nicollet COUnty. Duringthe lastfiscalyear
(1983-84)the Centerpurchased$1,188,266in goodsand services
in St. Peter. It is estimatedthatan additional250 jobs
withinthe communitywouldbe lost.

Source: St. PeterStateHospital.
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WILLMARSTATEHOSPITAL

,

1.

2.

3.

4.

5.

iaE?@sMYJs@
The WillmarStatehospital,with 637 beds,serves23 counties.

IlnE@Jm.~
The WillmarStateHospitaloperatesthe onlypubliclysupported
program for adolescentsin MN. Eightyto ninetypercentof all
persons servedby thishospitalhavealreadybeendeemedas not
eligible or inappropriatefor servicesin the privatesector.
The ability to placethesepatients(MI) in alternativemental
illness programs is limited. The psycho-geriatricpopulation
needs special attention. Thereare two statenursinghomes,
usually filled to capacity. The majorityof thesepatients
would not be accepted in community nursing homes due to
behaviors and level of careneeded.Approximately80% of our
populationwould have to be hospitalizedat otherstatehospi-
tals which are already overtaxedwith high occupancyrates.
Impacton patientswouldbe disruptiveand unsettling.Certain-
ly, closure would be a majorenvironmentalchangeaffecting
stability.

~u~ti=
Closure would mean county workers becomingless involvedin
patienttreatment.Fundingfor transportationto distanthospi-
tals wouldbecomeformidable.The costof privatecare is for-
midable compared to the costof statehospitalcare. Patients
on Hold Orders, Rule20 evaluations~etc.~wouldbe placedin
local hospitals or jails totally un~uipped~both staffand
space-wisecto dealwith thistypeof admission.The burdenon
law enforcementagencieswould increase.

mSk-QQ-S=f&
A total of 643 full-time equivalentjobs (involvesover70(I
persons) would be lost. Fiftyfive (55)couplesare employed
at WillmarStateHospitalwhichwould resultin a lossof total
family income for 18% of the staff,many of whoseskillsare
nontransferablein the community.One hundredand fifty (150)
or 23% are betweenthe ages of 50 and 65.

J@P=%-QD-QomMmM
Constitutes5.0% of totalcoveredemploymentin the countvand
6.75% of totalcoveredemploymentin ~he-city. The hospitalis
the third largest employerin the Willmararea. Its $16mil-
lion payroll provides 27.4%of totalwagespaidto government
employees in KandiyohiCounty. The unemploymentratein Kandi-
yohi County, which is currently at a seasonallyunadjusted
5.3%,couldriseto as highas 9.3%.

Source: WillmarStateHospital
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ACTUALIMPACTOF CLOSUREAT HASTINGSAND ROCHESTERSTATEHOSPITALS

TWO state hospitalshave closedwithinthe past eightyears,Has-
tings and Rochester.Althoughtherewere considerablesimilari-
ties between the two statehospitals,therewere differencesin
the number of employees,the processesusedto closethe respec-
tive operationsand releasestaff,the geographiclocations,and
the generaleconomicconditionsof the surroundingcommunities.

1. Numberof employees:

a. Hastings State Hospitalhad 199 employeeson the payrollat
the timethe Legislatureorderedthe closure.

b. Rochester State Hospital had 540 employeesat the timeof
closure.

2. Processemployedto closethe statehospitals:

a. Hastings State Hospital employeeswere givenan absolute
choice of a transfer to another state job even if no
vacancies existed. Hiringabovecomplementwas permittedto
facilitatethe transfers.

b. Rochester StateHospitalemployeeswere not givea choiceas
to new positions and they were only transferredif a
position was vacant.The decisionnot to transferRochester
State Hospital employees to positionsabovecomplementwas
due to the’economicrecession.

3. Geographiclocationof the statehospitals:

a. Hastings State Hospital is 25 milesfromSt. Paulmaking
commuting to the centralofficeof the Departmentof Human
Servicespossible.

b. Rochester State Hospital is 85 milesfromSt. Pauland 50
miles from the nearest state hospital, Faribault.Many
employees transferredto FaribaultStateHospitaland most
were requiredto selltheirhomesand move.

4. Impacton employees:(dataas of 6-22-82)

112 foundemploymentin the followingplaces:
48 VeteransHome
42 Otherstateagenciesincludingthe Departmentof

HumanServices
22 Privatesectoremployment
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8 unemployed
23 leftthe work force
19 retired
3 deceased
1 in school
44 lostcontact
(Note: The numbertotals210 and not 199=)

b. ~JQS@&,al (540 employeesaffected):

338 employeeswere laidoff
63 resigned
3 dismissedwith cause
2 deceased
13 retired
87 acceptedemploymentwith Dept.of HumanServices

(includestransfersto otherstatehospitals)
7 acceptedemploymentin otherstateagencies
13 remainedon skeletoncrewat RochesterStateHospital

5. Costof closure:

Through federal and state statute and collectivebargaining
agreementsthe state had specificobligationsto meet during
these closures. Costs (as of 6-22-82)associatedwith the
closing of RochesterStateHospitalare givenbelow. Thereis
no similar informationavailable on the closingof Hasting
StateHospital.

$1,154,518
324,137
58,584
283,583
288,492
288,492
49,934
31,764
26,684
5,115
13,350

specialseverancebenefits
sickleaveseverance
projectedadditionalseveranceto be paid
vacation
unemploymentinsurance
projectedadditionalunemploymentto be paid
healthinsurancepayment
movingexpenses
realtorfees
travel
miscellaneous

$2,524,653 Total

Source:JulieChamberlain,Departmentof HumanServices,6-22-84
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VIII.OTHERIDEASSUBMITTEDFOR CONSIDERATION

UTILIZATIONOF STATEHOSPITALS

WalterA. Baldus,WoodvaleManagementCorporation

Proposes placing the existingunitsof the statehospitalsunder
an open bid process.

Mr. Baldus is not proposingthe mentallyretardedresidentsbe
removed from the state hospitals, but that separateunitsor
entities wouldbe createdwithineachstatehospitaland that the
unitsbe operatedby the successfulbidders.

The objectiveof thisapproachis to removethe statefromdirect
provisionof care.

One of the significantaspects of thisapproachis that state
employees could also bid to providethe service. Assumingthat
state employees are successful in obtainingthe contractthis
approachwould:

Providecontinuedemploymentfor stateemployees.

- Assurance of wage and benefitequitywith the statesystem
for three years; [thebriefpaperpresentedby the author
did not explainhow thiswouldhappen].

- Demonstratethat the qualityof lifewouldbe enrichedby
an improvement of the physical plant at the state
hospitals.

- During initial development,providerswith past experience
wouldaid the stateemployeesin theirwork.

SPECIALPLANNINGREPORTGUIDELINESFOR
STATE-OPERATEDHOSPITALSAND NURSINGHOMES

JonathanA. Balk,CEO,AnokaStateHospital

The Minnesota Hospital CommitmentAct and the CommunitySocial
Services Act establishesMinnesota policy. Mental health
services are to be provided at the locallevel,if possible.
State hospitalsare to provideregional-levelservicesfor people
who cannot be providedcareand treatmentat the localleveland
are to returnpatientsto the locallevelas soonas possible.
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There are two sets of constituentsof the servicesof state
hospitals:

The general public who want personaland communitysafetyand
the patients who need personalsafety,care,treatment,habil-
itation/rehabilitation,aftercareplanningand communityplace-
ment,and follow-alongservices.

Counties would be the appropriategatekeepersand payersfor
state-operatedservicesfor non-committedpatients.

This conceptcouldbe extendedto committedpatientsas well.
Both approachesassure that services meet economicas well as
clinicaltests.

Statehospitalresident/patientneedsfor the next ten years:

U@alwJu:
The projected number of beds formentallyill patientsis 670 to
682, based upon Gudemanand Shore. This estimateis in addition
to the number of securitybeds (213). This estimateassumesthe
averagelengthof stayis 6 months.

.

Assumes all meniallyretardedresidentsare residingin community
facilitiesby 1994 exceptfor 130 mentallyill/mentallyretarded
persons and assaultivepeoplewho will needto receiveservicesin
a mental illness hospitalfacility. No statehospitalbedswill
be maintainedformentallyretardedpeople.

QmkdJy.-.m!!:
The current utilizationof state hospitalchemicallydependent
beds statewide per 10,000 is 1.989. Applyingthis rateevenly
through 1994 an estimated 822 chemicallydependent beds are
needed.

●
✎

Should be a directfunctionof a countysswillingnessto contract
for servicesfromthem.

TWO majorunresolvedpolicyquestions:

1. What level of state-deliveredchemical dependency services
shouldbe made availableat statehospitals?

2. What level of nursing-homeservicesshouldbe providedby the
stateat statehospitalsand nursinghomes?
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DEMONSTRATIONMENTALHEALTHAND CHEMICALDEPENDENCYBLOCKGRANT
SheilaKiscaden,OlxnstedCountyHumanServices,and

Tom Bounds,NorthlandMentalHealthCenter

Plan callsfor the developmentof a block grantprogramformental
healthand chemicaldependencyprogramfor six counties.

Appropriationwouldbe baseduponcountyutilizationof statehos-
pitalsin 1982multipliedby the 1985per diem rate.

Providers would be identifiedwho wouldbe responsiblefor the
full cost of treatmentservicesregardlessof the choiceof ven-
dor, includingthe fullcostof careat statehospitals.

In the northern counties, the mentalhealthcenterwouldbe the
primaryprovider,but woulduse multipletreatmentvendors.

Participatingcounties would agree to provideeightbasicser-
vices.

The demonstrationperiodwouldbe for threeyears.

undeLIN~ JxMEsM:
1. There is and will continueto be a realneed for the treatment

2,

3.

4.

1.

services that state hospitals provide, but this treatment
resource is oftenusedinappropriatelybecauseof the financial
incentivesto do so.

Although counties have responsibilityfor casemanagementand
service availability,one of the biggestobstaclesto develop-
ment of community-basedcare is the lackof flexible,client-
centered,publicfinancingat the locallevel.

A lack of localcommunity-basedtreatmentresourcesresultsin
patients being referredinappropriatelyto statehospitalsfor
in-patient services. State hospitals are thus receiving
patients that do not need the intensityof carethatthe state
hospitalsare designedto provide.

Many communitiesdo not havethe humanresourcesavailableto
develop treatment programs. This approachwouldpermitthe
state or its employees to contract for community-based
services.

MINNESOTAPSYCHIATRICSOCIETY
Lee BeecherM.D.,LegislativeRepresentative

State hospitals,in orderto intelligentlyplan for the future,
must be told which patients theywill be treating,how many
patients, and how these patientswill be funded,and what is
expectedby way of treatmentprovidedin statehospitals.
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2. State hospitals shouldbe usedonlywhen communitybasedacute
care facilities,residentialtreatmentfacilities,countybased
and supportedpartial hospitalizationand safehousesare not
ableto treata givenpopulationeffectively.

3. Funding for statehospitalsshouldemanatefromcountyauthor-
ity, as much as is possible. Modifyingthe CSSAblockgrant
mechanism, countiesshouldcontractfor statehospitalservices
in competitionwith otherservices.

4. Case management for a subsetof mentallydisorderedpatients
should be provided by county resources (socialworkersand
nurses). Linkage of ‘payee status- to case managmentis
necessary for certain indigentmentallydisorderedclientsin
the community.

5. There should be a move towarda servicenetworksystementail-
ing the developmentof ‘bridging”strategies,patient-tracking
systems, and interagencylinkages, using new technological
advances and informationprocessingwhileprotectingclients’
rightsto confidentiality.

6. The State of Minnesota shouldbe discouragedfromorganizing
and managing hospital systems and providing directpatient
treatment.

7. The State,however,must developeffectiveways to evaluatethe
competency,appropriateness,and performanceof hospitalsand
organized care settings providing treatment to mentallyill
people. Someof thesefunctionscouldbe delegatedto organiza-
tions such as the JointCommissionon Accreditationof Hospi-
tals, but the Departmentshouldhave the expertiseand capacity
to do its own evaluations.If this is not to be, the Depart-
ment of Healthshouldtakeon thesefunctions.

8. The State of Minnesotais the providerof last resortfor the
indigent mentally ill. Therefore,the Stateshouldnot dele-
gate this responsibilityto entrepreneurialsystemssuchas
HIIOSunless there is a verifiablemechanismto determinethe
appro-priateness,quality, and outcomeof clinicaland social
ser-vicesprovidedin suchsystems.

9. The undeniablefactis thatMinnesotahas a need for an expert,
clinicallycompetent,administrativelysound,cohesivemental
healthauthority.
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IX. INSTITUTIONALCAREAND ECONOMICIMPACTPLANNINGBOARD
RECOMMENDATIONS:

1. Releaseof CapitalImprovementFunds:

Minnesota Laws 1984,Chapter597, Sec.18, Subd.11, placed
a freeze on some fundsfor capitalimprovementsand/or new
constructionfor state hospitals and statenursinghomes
until the completionof the StatePlanningAgencystudyof
the futureof statehospitals.

The InstitutionalCare and EconomicImpactPlanningBoard
has not recommendedthe closure of a state hospital;
therefore,it recommendsthe fundsbe released.

2. Declarationof SurplusProperty:

There are currentlybuildingson the statehospitalgrounds
which are either unusedor in suchdisrepairthatthe con-
tinued maintenanceand heatingof them servesno beneficial
purposeto the statehospitalsystem.

The InstitutionalCare and EconomicImpactPlanningBoard
recommends that such buildings be immediatelydeclared
surplus property by the Department of HumanServicesand
that the Departmentof Administrationdispose of the
propertyin accordancewith statelaw.

3. Systemwide CapitalImprovementPlan:

The Institutional Care and Economic Impact Planning Board
recognizes the projected decline of mentally retarded resi-
dents will reducethe currentneed for buildingspace.The
Board recommendsa systemwide capitalimprovementplanning
process that incorporateslongterm spacerequirementsand
the conditionof the buildings.

The Boardfurtherrecognizesthat energycostcan be managed
and recommends the Department of Human Services in
conjunctionwith the Departmentof Administrationcontinue
to control and reduce the cost of energy at the state
hospitalsby:

a. Demolitionof unneededbuildings;
b. Utilizationof sharedsavingscontracts;
c. Use of alternativefuels;
d. Purchaseelectricityfromwholesalers;andf
e. Separate metering of leased or rentedbuildingsto

tenantsof statehospitalbuildings.
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B. EUWQY=S:

4. StaffReductions:

The InstitutionalCare and EconomicImpactPlanningBoard
recommendsthat any staffreductionsemanatingfromdeclin-
ing statehospitalresident/patientpopulationsshouldoccur
throughnaturalattritionand retirementwheneverpossible.

5. StaffTransferand Retraining:

The findings of the EmployeeStudyindicatethereare job
opportunitiesfor state hospital employeesin otherstate
agencies.

The InstitutionalCare and EconomicImpactPlanningBoard
recommendsthe developmentof a plan by the Departmentof
Employee Relations to facilitatethe voluntarytransferof
state hospital employees affected by the downsizing.The
plan should address the retrainingneedsof the affected
employees.

6. IntradepartmentalTransferand Retraining:

The Departmentof HumanService’sbiennialbudgetproposesa
reductionof staffservingmentallyretardedresidents.The
budget also proposes an increase in staffing for units
servingmentallyill patients.

The InstititutionalCareand EconomicImpactPlanningBoard
recommendsthat personsaffectedby the staffreductionsbe
retrained as necessaryand appropriateto work withmentally
ill patients.

7. EconomicDevelopmentStrategy:

The findingsof the economicimpactanalysesshowthat state
hospitals are major employers.The analysesalso indicate
that seven of the eight state hospital communitiesare
highlydependentuponthe statehospitals.

The InstitutionalCare and EconomicImpactPlanningBoard
recommendsthat if the Governor”sproposed new economic
impact zoneprogramis enacted,the Departmentof Energyand
Economic Developmentshould give considerationto state
hospitalsitesin determiningzones.
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8. AlternativeUse of Buildings

The findings of the studyof the alternativeuse of state
hospital facilities show little precedent for private
redevelopmentof state hospital facilities. The study
further shows that one reason for the lackof private
sector use of the facilities is the lengthy process
governingthe dispositionof stateproperty.

The InstitutionalCare and EconomicImpactPlanningBoard
supports the Department of Administrationtsproposed
changes in state law easing constraintson the saleof
state property to the privatesector. The Boardfurther
recommendsthat the Departmentof Administration,in con-
junction with the Department of Energy and Economic
Developmentand local officials,aggressivelymarketthe
surplus properties at the statehospitals.However,any
potential use should not conflictwith establishedstate
policy and should be compatiblewith the purposesof the
statehospital.

9. A large part of the statehospitalstudywas devotedto
gathering public opinions through town meetings, phone
calls, and letters. The InstitutionalCareand Economic
Impact Planning Board recommendsthatthe publicprocess
associatedwith this studycontinue.

10. The study of “Patientsand Residentsin MinnesotaState
Hospitalsw provides only preliminaryinformationabout
demographiccharacteristics. Additional informationhas
been collected and will be analyzed after January 31,
1985. The InstitutionalCareand EconomicImpactPlanning
Board recommendsthat additional reportsbe preparedand
recommendationsregarding the relationshipbetweenstate
and county responsibilitiesbe submittedto the Legisla-
ture. The Board also recommendsincreasedemphasisbe
placed on supportingqualityof careand qualityof life in
the currentservicesystem.
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F. QE3xms:

The InstitutionalCare and EconomicPlanningBoardrecommends
the followingpositionson the options.

11. Option1: Downsizing of the mentalretardationunitsshould
occur in the 1986-1987bienniumwith emphasison
natural attrition.Staffratiosshouldremainin
compliancewith the w~ch v. -M_K42DS-
I@2Lee*

,
The staffing levels of the mentalillnessunits
shouldbe increased.

12. Option2:

13. Option3:

State operated community services should be
developed and tested during the 1986-1987
biennium.

The efficiencyof the current state hospital
system should improve by adding management
systems outlined in the sectionon competition.
After these management systemshave been imple-
mented, then elements of competitionshouldbe
introduced.

The chemical dependencyblock grant proposal
prepared by the Departmentof Human Services
receivedtentativeapproval.
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The lg84Legislaturemandated that a study and plan for Minnesota
State Hospitalsbe prepared (Chapter654,Section19).

An InstitutionalCareandEconomicImpactPlanningBoardwascre-
atedcomposedof the followingstateagencyheads:SisterMary
MadonnaAshton,Dept.of Health;BarbaraBeerhalter,Dept.of
EconomicSecurity;Gus Donhowe,Dept.of Finance;BillGregg,
Dept.of VeteransAffairs;SandraHale,Dept.ofAdministration;
LeonardLevine,Dept.of HumanServices;OrvillePung,Dept.of
Corrections;DavidReed,Dept.ofEnergy& EconomicDevelopment;
NinaRothchild,Dept.ofRmployeeRelations;James Solem, Housing
Finance Agency; and TomTriplett, Chair, State Plannlng Agency.

Responsibility for the studies was given to the Developmental
DisabilitiesProgram/Councilof the State Planuing Agency.

Eight technical papers have been prepared to respond to the
legislative requirements. ‘fhispapermsy be cited:

State Planning Agency. (1985,January).~
er No. . m~ fortheMinnesotaState

~. St. Paul,~: DevelopmentalDisabilities
Program,StatePlanningAgency.

wResidentsnreferto peoplewithmentalretardationwholivein
statehospitals.

Wpatientsmrefert. peoplewithmentalillness-d peoplew~th
chemicaldependencywhoreceiveservicesatthestatehospitals.

Additionalfreecopiesof reportsor informationaboutthis
projectcanbereceivedfrom:

DevelopmentalDisabilitiesProgram
StatePlanningAgency
201CapitolSquareBuilding
550CedarSt.
St.Paul,MN 55101
612-296-4018


