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Special Commission on Governmental Restructuring
Working Papers, October 23, 1991

Committee on Health, Social Services and Economic Security

I. SUMMARY OF RECOMMENDATIONS

A. The Budget Process

1.

Break the cycle of long-term service needs by investing in
Erevention and early intervention. Allocate year end surpluses in
uman service programs to this purpose.

Create a non-lapsing counter-cyclical fund to meet the growin
demand for services that inevitably occurs during difficult
economic times when revenues are least available.

Direct the Interdepartmental Council (with input from the
Legislature and congressional delegation) to study categorical
funding mandates and develop ways to increase flexibility so that
existing funds may be better spent.

B. Organization of Services

1.

Raise collaboration and coordination among departments and
agencies to priority status by creating a strengthened
Interdepartmental Council within the Office of the Governor and
chaired by a high-level designee of the Governor with authority to
coordinate, allocate resources, and resolve differences among
departments.

Develop a universal Information and Referral System (I&R) for all
health, human and educational services.

Abolish the present Department of Human Services and
Department of Mental Health and Mental Retardation and replace
with a Department of Children and Families and a Department of
Health & Developmental Services, with services and programs
organized along consumer lines with minimal categorical barriers.

Reduce duplication and fragmentation by establishing within
each department unified case management, intake, licensing,
evaluation and contracting systems.

Abolish the Division of Community Services and move its
functions to other state agencies while continuing the "pass
through" of federal funds to local Community Action Agencies.

Consolidate all services for the homeless and for those at risk of
homelessness at the Maine State Housing Authority.

WORKING PAPERS, H,SS & ES; DOC. wppstudy76; Page 1



7. Move the Bureau of Rehabilitation services that relate to job
training to the Department of Labor. If allowed under federal
law, move all other functions to the Department of Health and
Developmental Services.

8. Direct the IDC to convene a special task force (no longer than 3
months) to give immediate attention to the adequacy of services
for youth in juvenile corrections and the proper placement of
juvenile corrections within state government.

9. Consolidate advocacy services into an independent State Office of
Advocacy.

C. Decentralization

1. Unify all health & social services regions into a common regional

system with coterminous boundaries and share resources where

ossible. (Regional boundaries to be adopted in 1 year and
implementation completed within 2 years.)

2. Use regional service systems to maximize coordination and
collaboration at the local level rather than creating new
mechanisms of regional governance.

D. Rationalizing Government

1. Establish a gubernatorial-level commission to identify technology
investments that will improve efficiency and Klanm’n capability
within and across departments, to promote the development of
interdepartmental compatability ang sharing of technology, and
to encourage uniformity in data gathering.

2. Substantially reduce the number of advisory boards and
commissions. Consider instead the creation of a single permanent
commission for each department.

3. In order to optimize flexibility of service delivery, each State
agency should review the services it delivers directly to assess
whether they might be delivered by private contractors and
service providers.

4. The IDC should study the development of public-private
artnerships that reduce costs of services in such areas as
insurance, group purchases of capital equipment and supplies, etc.

E. Other

1. If the Inspector General’s audit concludes that the function of the
Special Investigations Unit is valuable and effective, the function
should be expanded to all areas and State government and not be
limited to welfare programs.

2. Establish an ongoing process in the health and social services area
to assess needs, establish priorities, review priorities regularly,
balance needs with affordability, define ang limit the role of
government, and collaborate with the private sector.
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I. INTRODUCTION

The Committee recommends major reorganization in the area of health and
social services, but it is important to point out that it envisions more than a
shuffling of boxes. Only functional integration of services will result in more
effective and efficient services; they must not only be moved, but regrouped so
that like functions are together.

The Committee analyzed the information it gathered in the context of the
following strategic issues:

Consumer Orientation of Services. Is the system "user friendly" for
consumers? How difficult is it for consumers to gain access to
services? How responsive is the system to consumer needs? Is the
structure of government compatible with client needs and services?

Use of Technology to Provide Services. Is the system using
state-of-the-art technology? Could technological enhancement make
the system more efficient and effective?

Coordination of Services. To what degree are services coordinated
across departments? within departments? between the state and
regional and local levels? among local agencies?

Use of Public-Private Partnerships to Provide Services. To what extent
do private agencies provide services? Could private agencies provide
some services more efficiently or effectively than government
agencies? How can government collaborate with private agencies to
improve efficiency and effectiveness?
Impact of Economic Cycles on Services. How are services affected by
swings in the economy? What counter cyclical mechanism can be
developed to provide needed resources during difficult economic
periods?

II. DISCUSSION, FINDINGS AND RECOMMENDATIONS

A. The Budget Process

1. Prevention and Early Intervention Programs

Discussion
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Although we know that prevention and early intervention strategies in
health and social services represent sound therapeutic and fiscal }Dolicy,
they are consistently underfunded. This is attributable to at least 2 factors:
1) needs are always greater than resources in health and social services,
and policy makers find serious immediate needs more compelling than
revention; and 2) the return on prevention and early intervention
investments is generally longer than the budget and election cycles (2
years), making such programs difficult to support practically or politically.

In these very difficult times, departments tend not to have any year-end
surpluses, but during the 1980s, lapsed funds in departments delivering
human services ranged from $1 million to $5 million per year. In the
future, year-end surpluses may offer a source of funds for prevention and
early intervention programs. This may also be an area in which
partnerships with the private sector could be developed.

Finding

Prevention and early intervention resources are inadequate. More often
than not, a consumer’s first exposure to the system is for relatively
expensive treatment of a serious problem or condition. The continuum of
services for any particular consumer group generally does not include
prevention and early intervention because resources are not sufficient.

Recommendation

Provide incentive to State and private agencies by allowing them to apply
ear-end surpluses to prevention and early intervention programs.
ncourage the development of partnerships with the private sector in this

area. Focus on Frevention activities that may reasonably be expected to

break the cycle of long-term service needs. (Legislation required)

2. Demand for Services
Discussion

Difficult economic periods increase the demand for health, social and
criminal justice services. Rising unemployment leads directly to increased
demand for unemployment benefits, Aid to Families with Dependent
Children (AFDCQC), gle?n:ssistance, Medicaid, etc., and it is related to an
increase in the incidence of domestic violence, child abuse, mental illness
and a host of other health and social problems.

Maine currently has no mechanism to set aside funds during éood times to
meet basic human needs during bad times. The Rainy Day Fund is
intended for projects that will "pump prime" the economy by funding
capital projects.
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Finding

The demand for health and social services increases dramatically as the
economy worsens, placing fiscal strain on the State when it is least able to
respond.

Recommendation

Create a non-lapsing counter cyclical fund to finance health and social
services during difficult economic periods. Use of the fund should be
governed by a strict formula. For example, one trigger might be periods
when State revenues are growing at a rate that is 2 or more percentage
points below the inflation rate. Allocation of the fund should require a 2%3
vote of the Legislature upon recommendation of the Governor. The fund
would be created by setting aside an established percentage of General
Fund revenue when they are growing by at least 2 percentage points above
inflation. (Legislation required)

3. Flexibility of Funding
Discussion

In order to target funds to specific purposes, Congress has created several
"categorical" programs that provide a specific benefit or benefits to a
category of consumers. For example, a varietK/ﬂ%f community-based social
services are available through the Medicaid " waiver," but a consumer
must have mental retardation, meet income standards and be at risk of
institutionalization in order to receive them. Even though people with
other disabilities (head injuries, for example) could benefit from the
program, they do not qualify. The State has also created categorical
programs. For example, the Low-Cost Drugs for Maine’s Elderly program
provides certain prescription drugs to older consumers who meet income
standards. Younger consumers could certainly benefit from the program,
but eligibility is based in part on age.

The obvious attraction of these programs is that they allow policy makers
to target funds to a specific problem or consumer group, assuring
affordability by limiting the number of consumers who will receive
services. The major shortcoming is manifested when a particular consumer
"falls between the cracks,” and is subjected to countless eligibility processes
in vain.

This is an area where policy makers should take care not to throw the baby
out with the bath water. While enhanced flexibility would reduce
bureaucracy and facilitate access for consumers, affordability must be
considered as eligibility is broadened. Also, care should be taken not to
diminish the effectiveness of services that are presently funded
categorically.
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Finding

Categorical funding at both Federal and State levels has created a maze of
eligibility standards that presents a considerable barrier to consumers
seeking services to address their particular needs.

Recommendation

The Interdepartmental Council (IDC) should study the issue of categorical
funding and recommend ways to orient funding to consumers’ functional
needs rather than their categorical characteristics. The study should find
ways to make existing funding more flexible without broadening eligibility
or expanding services. The IDC should seek advice and assistance from the
Legislature, the Congressional delegation and others as appropriate.
(Legislation required)

B. Organization of Services
1. Coordination and Collaboration
Discussion

We recommend major organizational change in the areas of health and
social services. Three existing State agencies are abolished and replaced
with two new ones. We recommend this, however, with a keen awareness
that the objective is not to rearrange the boxes, but to improve the
effectiveness and efficiency of service delivery. To the degree that moving
services will be a means to that end, we recommend it, but of paramount
importance is the establishment of an effective communication and
groblem solving mechanism among services, regardless of their locations.

hort of creating a billion dollar "mega-department,” (which we reject as
unwieldy) interrelated health and social services will continue to be offered
by more than 1 State agency. An entity with authority is needed to foster
collaboration that leads to more efficient and effective programs and to act
on behalf of the Governor to settle disagreements among the agencies.

The present coordinating mechanism, the Interdepartmental Council
(IDC), has had some successes but has relied on a consensus process that
effectively gives veto power to any single participating agency. For
example, if the four major departments (Human Services, Mental Health
and Mental Retardation, Corrections and Education) are working out a
fragile funding compromise that relies on contributions from each
department, the agreement falls aﬁgrt if one department withdraws its
support. The chairmanship of the IDC rotates among agency heads, with
the effectiveness of the chair depending upon that person’s ability to
persuade fellow IDC members. It is perhaps an indication of frustration
with the present IDC process that staffing was reduced from four positions
to one in the current biennial budget.
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Finding

Regardless of the organization of State government, most consumers of
health and social services have a variety of needs provided by more than 1
State agency, requiring high-level coordination among agencies. Despite
good-faith efforts on the part of department heads, no interdepartmental
coordinating mechanism exists that has the authori?r, staff and budget to
provide leadership for extensive coordination and collaboration.

Recommendation

Raise coordination and collaboration to priority status. Use some of the
savings found through the reorganization of health and social services to
reconstitute the Interdepartmental Council (IDC) into an office of the
Executive Department, with a director representing the Governor, an
independent budget and staff, and authority to foster collaboration among
departments and, when necessary, to represent the Governor to settle
disputes and allocate resources among departments. This should be done
regardless of the organization of State agencies. Examples of the
collaboration envisioned for the IDC include three tasks given to them in
this report: studyin% juvenile corrections issues, identifying ways to make
funding more flexible, and identii?ling new public-private partneships in
the health and social services area. (See Chart A) (Legislation required)

2. Fragmentation, Duplication and Responsiveness to Consumer Needs
Discussion

Fragmentation and duplication have been identified as major problems in
the areas of health and social services dating at least as far back as the early
1970s when Governor Curtis proposed major changes in the organization
of State government. More recent studies have identified these problems
in everything from children’s and family services (President’s and
Speaker’s Blue Ribbon Commission on Children and Families, 1991;

overnor’s Task Force to Improve Services for Maine’s Children, Youth
and Families, final report pending, 1991) to long-term care (Commission to
Study the Level of Services for Maine’s Elderly Citizens, 1990) to housing
(Interagency Task Force on Homelessness and Housing Opportunities,
1991) to mental health services (Systems Assessment Commission, 1991).
Cutting across all service areas are duplication and fragmentation in
licensing, contracting and evaluation, which not only waste money but
lead to conflicting expectations of service providers. Duplication and
fragmentation are inefficient, reduce the effectiveness of services, and
create a nightmare of access problems for consumers. These symptoms
lead to frustration and anger on the part of tax payers, undermining
support for critical services.
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Categorical funding streams, discussed earlier in this report, bear
significant responsibility for creating these problems, but they need not be
insurmountable barriers to solving them. Grouping related fundin
streams into single agencies for allocation will at least assure that one han
knows what the other is doing.

In attempting to study the area of health and social services, it quickly
becomes clear that the sheer mass of needs and programs makes it very
easy for them to overlap or fragment in different parts of the system. If one
examines services from the perspective of existing organizational
structures, it is easy to fall into the trap of fragmentation and duplication
that one is trying to address. In an attempt to avoid that trap, the
Commission identified the major consumer groups that receive health and
social services and conducted its analysis from the point of view of
consumers, rather than around existing departments or programs. Those
groups are:

Children, Youth and Families;

People Who Abuse Substances;

People Who are Homeless or Inadequately Housed;
People Who are Unemployed or Underemployed;
Older People;

Abused and Neglected Adults;

People with Mental Illness;

People with Mental Disabilities;

People with Physical Disabilities;

People with Chronic Illness; and

Consumers of Acute Care, Public Health and Disease Prevention
Services.

Next, the Commission identified the services that are currently offered to
each consumer group, as well as gaps that exist in the service delivery
systems. The resulting matrix (See appendix 1) offers a visual
representation of where services overlap, duplicate one another or do not
exist.

Finding

As services evolve, they become fragmented and less responsive to
consumers. This appears to be attributable in large part to categorical
funding streams. Services are developed around those streams, creatin
formidable access problems for consumers who must face severa
eligibility processes in several agencies. This is most apparent for children
and families, who may be receiving services from 6 or more major State
agencies. Fragmentation has resulted in duplication or overlap of several
services and functions, including case management, information and
referral, advocacy and abuse investigations, licensing, management
information systems, planning, contracting and evaluation, and adult
protective services. Despite the duplication that exists in some areas,
significant gaps exist in others, suggesting that a realignment of some
functions will free resources for reallocation to unmet service needs.
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Recommendations

Develop a unified information and referral system for all health, social, and
educational services. (See chart B) (Legislation required)

Abolish the Department of Human Services and the Department of Mental
Health and Mental Retardation. Realign services into a Department of
Children and Families and a Department of Health and Developmental
Services. Within each department, organize services along consumer lines
to break down categorical barriers and facilitate access. (See Charts C and
D) (Legislation required)

Establish unified case management, intake, contracting, licensing and
evaluation systems within each of the new departments.

Abolish the Division of Community Services and move its functions to
other State agencies that already rovide similar services, for
administrative savings of approximately 5250,000 er year. Administer the
Community Services Block Grant "pass through"” to Community Action
Agencies through the contracting unit in the Department of Child and
Family Services. (See chart E) (Legislation required)

Consolidate services for people who are homeless or at risk of
homelessness at the Maine State Housing Authority. These include
homelessness and heating assistance programs presently at the Division of
Community Services, as well as homelessness Igrograms presently at the
Department of Economic and Community Development. (Legislation
required)

Move Bureau of Rehabilitation services that relate to disabilities to the
Department of Health and Developmental Services. Move Bureau of
Rehabilitation job training and placement functions to the Department of
Labor. (Legislation required)

The IDC should convene a task force to determine whether juvenile
correctional services should remain part of the Department of Corrections
or should be moved to the Department of Children and Families, and to
recommend strategies to improve services for consumers of juvenile
correctional services. The task force should include representatives from
the Executive and Legislative branches and should last no longer than
three months. Juvenile correctional services include juvenile detention,
probation and parole, the Maine Youth Center, and community-based
programs. (Legislation required)

3. Consolidation of Advocacy Services

Discussion
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Advocacy organizations are presently sprinkled within and outside of
State government, offering a variety of services at different levels of
th}ality. Some are within State departments and receive their funds
through the departments (e.g. Department of Corrections, Office of
Advocacy), some are independent State agencies that receive an
appropriation in their own right (Maine Committee on Aging), some
receive federal funds (Long-term Care Ombudsman), some are non-profit
organizations that contract with State agencies to provide advocacy (Legal
Services for the Elderly) and others are non-profit organizations that
receive direct appropriations from the Legislature (Pine Tree Legal
Assistance). Size ranges from quite large (Pine Tree Legal Assistance) to
single-person staffs (Maine Commission on Mental Health). Most include
a board or commission that sets policy in its area.

Functionally, the organizations can be grouped into 2 major categories.
One group serves a civil rights function. Organizations in this group are
generally charged with the protection of individual rights, and have
authority to investigate alleged violations (e.g. Maine Human Rights
Commission). The other group serves a broader consumer advocacy
function, and works to advance the causes of broad classes of people.
Activities of this group often include public education, departmental
oversight and lobbying (e.g. Commission on Mental Health).

Two major concerns need to be addressed in this area. First, most of these
organizations have administrative expenses that, because of their size, are
large relative to their program costs. A one-person organization needs an
office, telephone, copying machine, etc. Many have boards that must be
supported with staff time as well as funds for travel, meals, and other
expenses. Joining several of them into an independent State agency
(similar to the Finance Authoritg of Maine or the Maine Health Care
Finance Commission) governed by a single representative policy board
would sharply reduce administrative costs. It would also give %eater
autonomy to advocacy organizations that are presently within a
department, such as the Office of Advocacy in the Department of Mental
Health and Mental Retardation. For many consumers, this consolidation of
resources would enhance rather than reduce advocacy efforts.

Secondly, many of the smaller organizations, though critically important,
have become the target of budget cutters. Many are extremely vulnerable
because they are perceived to be unnecessary frills with high
administrative costs, and the number of them causes people to think that
they are overlapping and wasteful. Ironically, many of them are most
important to their constituents when budgets are being cut. Also, concerns
have been expressed that the dispersed nature of the organizations makes
it very difficult to gauge how much the State is spending on the function of
advocacy. The Commission believes that consolidation is a win-win
proposal because it will strengthen and protect advocacy and reduce costs.
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Finding

Advocacy organizations serve a critical function in State government.
They provide a voice for individuals and groups of people who would
otherwise not be heard. Advocacy organizations are presently disbursed
within and outside of State government, and operate at various levels of
effectiveness and efficiency. In these times of fiscal stress, they have
become vulnerable, even though their function is perhaps most critical
when budgets are being cut.

Recommendation

To the greatest extent allowed under federal law, combine advocacy
services into an independent State Office of Advocacy organized into a
civil rights division and a consumer advocacy division. Eliminate existing
advocacy boards and transfer staff to the Office of Advocacy. Transfer the
Office of Volunteerism from the Executive Department to the Office of
Advocacy to encourage volunteerism to benefit all consumer groups. The
Office should be governed by an 11 member board that reflects the various
‘consumer interests represented in the Office. Board members should serve
staggered 3 year terms.(See chart F) (Legislation required)

C. Decentralization and Consistent Regional Approaches
1. Regional Service Delivery Areas
Discussion

Many State agencies are involved in the delivery of health or social
services. The large, rural nature of the State makes regional service
delivery critical. Unfortunately, the several State agencies that are
involved in health or social services (Human Services, Mental Health and
Mental Retardation, Corrections, Labor, Office of Substance Abuse, and
Division of Community Services) all have different regional boundaries.
This confuses consumers and presents an artificial barrier to sharing
regional resources among departments. For instance, if boundaries were
conterminous, departments could share office space and could integrate
functions such as eligibility determination.

Finding
Each department has unique regional service delivery boundaries. The

lack of wuniform boundaries confuses consumers and hampers
interdepartmental coordination of regional resources.
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Recommendation

Unify all health and social service regions into one common regional
system with conterminous boundaries and share regional service delivery
resources wherever possible. Give health and social service agencies one
Zear to agree on contermimous boundaries, and phase in implementation

the end of the second year. In determining regions, consideration
should be given to natural boundaries, defined by where people from the
region shop, go to school, etc. (Legislation required)

2. Regional Governance
Discussion

The Commission explored the question of regional governance as it relates
to health and social services. Under a regional slystem, planning and
allocation decisions would be made at the local level. A specific proposal
currently before the Legislature would study the issue of regional boards
. J J

in the area of mentafD health. Proposed by the Systems Assessment
Commission, the study would consider the geographic boundaries of
boards, the scope of their responsibilities, and the requirement that boards

be controlled by consumers (at least 51% representation).

While the Commission acknowledges the advantages of local planning and
control, particularly in the development of a comprehensive mental health
system, it is concerned that regional governance may lead to a
prohibitively expensive additional layer of government. Populous states,
such as New York and California, rely heavily on county government to
plan and allocate for social services, but the size of those states’
populations requires decentralization. In a small state like Maine, it is not
difficult for service providers to have access to central decision makers,
and allocation decisions can be made centrally in a reasonably informed
way. Also, regional structures could work against current
recommendations to implement universal contracting, licensing,
evaluation, etc.

Certainly, State agencies can learn much from local consumers, service

roviders, law enforcement personnel and elected officials. One example
is involving local citizens in the develolpment of regulations to assure that
they make sense and are understandable. Much could be done to enhance
local participation short of establishing an additional governmental or
quasi-governmental structure. The development of conterminous
boundaries would facilitate the participation process.

Finding

While many health and social services are delivered regionally in Maine,
they are, for the most part, planned for and allocated centrally.
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Recommendation

We recommend that State agencies use their regional service systems to
exchange ideas and information with local consumers, service providers,
law enforcement personnel and elected officials, encouraging local
participation in the planning, development and implementation of
services, including the adoption of regulations that are understandable and
make sense to those who must implement them.

D. Rationalizing Government
1. Technology
Discussion

Enhanced technology, particularly in the area of information management,
holds great promise for improve productivi?r and efficiency in the health
and social services area. In many cases, federal grants would allow
significant investments to be made at a relatively low cost to the State. For
instance, a 90% federal match is available to enhance technology in the
Medicaid program to eliminate paper claims and simultaneously create a
data base for timely analysis. In the income maintenance area, a 90%
federal match is available to automate eligibility functions. This would
reduce the error rate, improve productivity and enable the State to move
toward a single eligibility process.

Finding

Technology used by many State agencies is outdated and incompatible
with applications in other State agencies. In addition to not having
adequate technology, departments do not collect data uniformly, limitin

the usefulness of existing data in policy making. Although technologica
enhancements offer the greatest promise of improved productivity and
efficiency, inadequate investment is made in this area. This is true
particularly in times of fiscal stress, when technology enhancements tend
to get cut out of budget requests.

Recommendation

Establish a gubernatorial-level commission to identify technology
investments that will improve efficiency and planning capability within
and across departments, to promote the development of interdepartmental
compatability and sharing of technology, and to encourage uniformity in
data gathering.
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2. Advisory Boards
Discussion

In the general area of human resources, the State su ports over 400
advisory boards and commissions. Those bodies generally referred to as
"advisory" actually fall into 3 distinct categories, as follows:

Those whose primary function is advocacy;

Those that are technical or regulatory in nature, offering expert
advise, adopting rules, etc. These serve particular functions that
are needed, but it may be possible to consolidate their functions
into fewer boards; and

Those that oversee or assist with the development or
administration of a program or service. These are purely advisory
in nature, are the greatest in number, and offer the greatest
potential for cost savings through elimination or consolidation.
Advisory boards are fgenerally formed in response to a problem or
an identified need for greater citizen participation. Often, the
boards continue to exist long after the problem is resolved, but
they become difficult to abolish because they represent specific
constituencies which interpret abolishment as an attack on the
worth of their programs or needs.

Finding

Hundreds of advisory boards exist in the health and social services area,
costing well in excess of $1 million per year in direct costs, State agency
staff time and reduced efficiency of program operation. Though many of
these boards provide an img»ortant opportunity for citizen participation,
that opportunity must be balanced with affordability. Many advisory
boards continue to exist long after their mission has been fulfilled.

Recommendations

Boards that serve primarily an advocacy function should be considered for
transfer to the Office of Advocacy. (Legislation required)

Boards that serve a technical or regulatory function should be reviewed
with an eye toward consolidation and administrative savings.

Ac{oply staggered repeal dates to all statutory health and social services
advisory groups that are not required by federal law and do not carry out
any technical or regulatory functions. Direct each department head to
engage the advisory groups that report to the department in a joint review

rocess and to submit legislation to lift the repeal for any group that is
Justified as necessary. The joint review should be based upon the
following criteria:
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Does the board have a clearly defined focus, mission, goals,

objectives and action plan?

Does the mission of the board continue to be relevant? Does it

continue to achieve the purpose for which it was established? Is

the board active? Does it average 75% attendance at meetings?

Can the board accomplish its mission within a specified time
eriod? Could it be an ad hoc committee?

s the board’s size and membership, frequency of meetings, etc.

appropriate to the mission? Can reductions be made without

compromising effectiveness?

What is the amount of staff time (both board staff and staff time

spent by State agencies) required to support the board in carrying

out its mission? How does it compare with current staffing levels?

Are there other boards with similar missions or with similar

membership? Could they be merged?

Is the board required by federal or state mandate?

(Legislation required)

To balance citizen participation with affordability, consider creating a
single permanent commission for each major department to replace the
varied functions that are now carried out by numerous boards and
commissions.

3. Flexibility of Service Delivery
Discussion

With a few notable exceptions, Maine’s health and social services are
delivered by private contractors. Social services as diverse as group
homes, family planning, supported employment, fuel assistance and da
care are provided through contracts with for-profit and non-profit
organizations. Medical services are provided almost exclusively by private
health care practitioners; the State determines eligibility, establishes
reimbursement policy and pays the bills.

The exceptions include the mental health system, which still relies heavily
on the State institutions (Augusta and Bangor Mental Health Institutes) for
in-patient services. Mental retardation services are far more likely to be

rovided by private contractors, but the State still operates Pineland

enter in Pownal, (a proximately 275 consumers) and the Aroostook
Residential Center in Presque Isle (13 consumers). The State also provides
many types of case management, in programs ranging from income
maintenance to rehabilitation.
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Some have suggested that the State should not deliver any programs
directlsy. They argue that funding and oversight are appropriate roles for
the OState, but adding service delivery to the mix produces
conflicts-of-interest and reduces innovation because State agencies are
slower to adapt to change than are small private agencies. They also argue
that private agencies can provide services at a lower cost. Others argue
that certain services must be provided by the State because no one else will
deliver them, or because the State must offer citizens with a last resort,
should private agencies not be able to meet their needs. They also argue
that reduced costs in the private sector can often be traced to reduced

quality.

Many opportunities exist for the State to enter into partnerships with its
Erivate contractors. For instance, the Department of Admunistration,

ivision of Risk Management presently self-insures liability coverage for
foster home and respite care providers who have contracts with the
Department of Human Services and the Department of Mental Health and
Mental Retardation. If the State were to reimburse those providers to
obtain their own coverage, they would obtain less coverage for as much as
5 times the cost. Similar partnerships could be established in the areas of
health insurance, group purchasing, etc.

Finding

Although most health and social services are provided through contracts
with private agencies in Maine, the State does provide services directly in
some key areas. While innovative public-private partnerships exist, many
more could be developed.

Recommendation

In order to optimize flexibility of service delivery, each State agency should
review the services it delivers directly to assess whether they might be
delivered by private contractors and service providers. The assessment
should be based upon the following criteria:

Can the private sector offer the same or better services at a
reduced or similar cost?

Is it essential that the State be a provider of last resort for this
service?

What is the impact on State employees, and what investment
would be required to assist their transition to the private sector?
Do legal or moral issues require a dominant State role in the
service?

The IDC should identify public-private partnerships that reduce costs in

the areas of insurance, capital equi%ment, supglies, etc. and submit
enabling legislation to implement them by January, 1993.
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E. Other
1. Special Investigations Unit
Discussion

The Special Investigations Unit exists within the Department of Human
Services, Bureau of Income Maintenance, to ferret out fraud and abuse in
Maine’s welfare programs. The program has a long and colorful history,
having been first established in 1972 within the Department of Audit.
Later, it was moved to the Department of Human Services’ Legal Division,
then to the Bureau of Income Maintenance, where it was operated as a
free-standing division until 1989, when it was placed under the supervision
of the Division of Support Enforcement (still within the Bureau of Income
Maintenance). When the long-time head of the Unit retired in 1990, that
person’s position was lost, and the Department asked the Legislature to
restore the position in the current biennial budget. The Leﬁislature agreed
to fund a project position (temporary in nature), but asked the Commuission
to review how the function of the Unit should be carried out.

The Department asked the federal Inspector General’s Office to audit the
overpayment recovery function of the Sgecial Investigations Unit. The
audit was completed in the summer of 1991, but a written report will not
be available for some time.

At issue is whether this function can be carried out effectively within the
Department, or whether it should be located outside the Department.

Finding

The effectiveness of the Special Investi&ations Unit is unknown at this
time. The results of the InsPector General’s audit will provide information
critical to assessing the Unit’s effectiveness.

Recommendation

If the Inspector General’s audit concludes that the function of the Special
Investigations Unit is valuable and effective, the function should be
expanded to all areas and State government and not be limited to welfare
programs.

2. Promoting Rational Government

Discussion
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In order to promote rational government, the State must have a mechanism
that prevents the proliferation of government. In the health and social
services area, an ongoing process is needed to assess needs, establish
priorities, review priorities regularly, balance needs with affordability,
define and limit the role of government, and collaborate with the private
sector.

Maine’s health and social service departments are complex in their
bureaucratic structure, containing multiple bureaus and divisions engaged
in overlapping functions. The number of boards and commissions is
staggering, with many lacking a clear mission and focus or overlapping
with one another. A major cause of this complexity and duplication is the
process by which programs and services are created and funded. The
present legislative process is impacted by and seeks to respond to interest
groups and citizen demands for specialized services. In the absence of a
rocedure or mechanism to stem the future proliferation of government
ureaucracy, the work of the Commission will not be lasting.

Finding

A systematic approach to creating and funding services and programs is
needed in order to stem the future proliferation of government.

Recommendation
Establish an ongoing process in the health and social services area to assess
needs, establish priorities, review priorities regularly, balance needs with
affordability, define and limit the role of government, and collaborate with
the private sector. :
IV. SAVINGS RESULTING FROM COMMITTEE RECOMMENDATIONS
The Committee emphasizes that all of its recommendations are geared to
short- or long-term savings in State expenditures. Savings will be found, as
follows:

A. Short-Term Savings

1. Reduce administrative costs by eliminating the Division of
Community Services.

3 State positions and 1 Federal position eliminated, for savings of
approximately $250,000 per year
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2. Streamline service delivery by reorganizing health and social services
into a Department of Children and Families and a Department of
Health and Disabilities.

Duplication is reduced:

- each new department implements a
single case management system and unifies
contracting, evaluation and licensing
Effectiveness is enhanced:

- child and family services are consolidated
(from 6 or more agencies presently)

- the link between physical and mental
health is acknowledged and utilized

3. Take advantage of existing expertise by dividing the Bureau of
Rehabilitation’s functions and reassigning them to the Department of
Labor and the Department of Health and Disabilities.

Job placement expertise at Labor and rehabilitation expertise at
Health and Disabilities are utilized; duplication of functions is
reduced

4. Enhance  collaboration @ and  reduce  time  consummin
interdefaartmental disputes by reconstituting the Interdepartmenta
Council into a strong organization with authority.

5. Consolidate several existing information, referral, and intake services
into a unified service.

6. Consolidate advocacy agencies into a single agency.

7. Balance the need for public participation with affordability. Eliminate
advisory boards that are not essential.

B. Long-Term Savings

1. Enhance long-term collaboration between departments through a
strong Interdepartmental Council.

2. Break the cycle of long-term need by focusing on prevention and early
intervention programs.

3. Reduce need for future staff increases and improve productivity of
current work force through technological enhancements.

4. Reduce the need for regional infrastructure by implementing
conterminous regional boundaries.

5. Reduce growth through the development of a monitoring mechanism
to stem the proliferation of State agencies.

6. Review existing services to optimize flexibility in service delivery.

WPPSTUDY76
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CHART A

Governor

The Interdepartmental Council Process

Office
of
Advocacy
(ad hoc)

Interdepartmental Council
( Director representing the Governor)

Department of
Education

Department of
Health and
Developmental
Services

Department
of Children
And Families

Department of
Corrections

Department of
Labor

Maine
State
Housing
Authority
(ad boc)

Note: The IDC would consist of 5 key departments. In addition, other
agencies and departments would participate on an ad hoc basis.

October 21, 1991

Prepared by the Office of Policy and Legal Analysis and State Planning Office
for the Commission on Governmental Restructuring

IDC.PM3

Dept. of
Public
Safety

(ad hoc)

Others
as
Needed
(ad hoc)




CHART B

Universal Information and Referral System;
Unified Intake and Case Management for Each Department

/ Consumer

. Universal

Office of Information and

Advocacy Referral

I I
| I I 1 1
Intake and Intake and .
Department of Case Management Case Management M.ame State ) Education
Labor Department of Department of Health Housing Authority
Children and Families and Developmental
Services
October 21, 1991

Prepared by the Office of Policy and Legal Analysis and State Planning Office
for the Commission on Goven

Univ.PM3

tal Restructuring




CHART C
Department of Children and Families

Commissioner
Administrative Contracting
Services Licensing
Evaluation
Economic Child Protective, Family Support
Security Foster Care and Development
for example: for example:
AFDC Child Protective l I
Food Stamps Foster Care ll:,‘ra:"l,eri::n andﬁ Child Development Family Suppeort
. . y Intervention: .
Emergency Asst. Residential Treatment Jor example. ; 1 and Crisis Services:
. or example:
SSI State Supp. Group Homes Maternal and child Children w/ Special Jor example:
ASPIRE Adolescent Shelters Health Needs Homemakers
Medicaid Eligibility g“‘;}:‘;‘t‘, s Trust Fund Children with Chronic Transportation
use and .
Child S It . Diness Refugee Services
uppo Neglect Councils Children's Mental Health Respite Care
Enforcement Parent Education Levenson Center Adoption

Bath Children's Home Domestic Violence

Head Start Rape Crisis

Child Care Services Victim Witness

Pregnant & Parenting Services

Teens

Note: This chart is conceptual in nature and is not meant to conflict
with more detailed organizational charts presented by the Departments.

October 21, 1991
Prepared by the Office of Policy and Legal Analysis and State Planning Office

for the Commission on Governmental Restructuring
CHILD.PM3




CHART D

Department of Health and Developmental Services

Commissioner
Administrative Contracting
Services Licensing
Evaluation
Public Medical Care Substance Mental Developmental Serv- Aging
Health Finance Abuse Health ices & Physical Dis- includes:
includes: includes: includes: includes ability Home-based Care
State Health Plan Medicaid Prevention AMHI includes: Nutrition
C.ON. Maine Health Early Interv. | | BMHI Pineland Center Congregate Housing
Vital Statistics Program Assessment | | Community Comm. Residential Transportation
AIDS Maine Care Treatment Resid. Serv. Services Senior Volunteers
Health Eng. and Maine Hi Clearing- Community Community Support & Employment
Lab Services Risk Org. house Support Serv. Services Adult Protection
Disease Prevention Nursing Care DEEP Indep. Living & Guardianship
and Control Hospice Regional Services
Public Health Nurs. Alcoholism All Rehab. Services
Chronic Disease Councils except Job Training
Investigation & placement
Dental Health (Which go to Labor)
Family Planning
Note: This chart is conceptual in nature and is not meant to conflict
October 21, 1991

with more detailed organizational charts presented by the Departments.

Prepared by the Office of Policy and Legal Analysis and State Planning Office

for the Commission on Governmental Restructuring

Health.PM3




CHARTE

Division of Community Services

Transfer of Programs

Homeless/Housing Services ———— Maine State Housing Authority

LIHEAP

WV

Maine State Housing Authority

Head Start

WV

Dept. of Children & Familes

Community Services Dept. of Children & Familes
Block Grant (CSBG) ;‘

Children's Trust Fund —— Dept. of Children & Familes

Low Income Advocacy — Office of Advocacy

October 21, 1991
Prepared by the Office of Policy and Legal Analysis and State Planning Office

for the Commission on Governmental Restructuring
DCS-TRF.PM3




CHART F

Office of Advocacy

Board of Directors

(11 members Appointed by Governor & Confirmed by Senate)

Executive Director
(Hired by Board)

Volunteerism Coordinator
(Transferred from Exec. Dept.)

I
isi ivil Rights

Protection of individual rights
could include functions of:
Human Rights Commission
Corrections Office of Advocacy
MH/MR Office of Advocacy
Long-term Care Ombudsman
Child Welfare Services Ombudsman
Veteran's Services Advocate

Contracted Services (such as):
Pine Tree Legal

Maine Advocacy Services
Legal Services for the Elderly

October 21, 1991

Prepared by the Office of Policy and Legal Analysis and State Planning Office
for the Commission on Governmental Restructuring

ADVOC.PM3

|

Advocacy Services for Special
Consumer Groups

could include functions of :

Public Advocate

Low-income Advocate

Committee on Aging

Human Development Commission
Commission on Mental Health
Commission on Women

Contracted Services
as appropriate
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Sen. Stephen M. Bost
11 Fernwood Street
Orono, ME 04473

Rep. Margaret P. Clark
5 Quarry Road
Brunswick, ME 04011

Rep. Tracy R. Goodridge
39 Hamilton Drive
Pittsfield, ME 04967

Rep. Peggy A. Pendleton
110 Holmes Road
Scarborough, ME 04074

1p. Jason Wentworth
.& 1 Box 1920
Kennebunkport, ME 04046

Ron Speckman, Director
Office of Substance Abuse
SHS #159

Chris Hastedt

Pine Tree Legal

39 Green Street
Augusta, ME 04330

Elaine Fuller, Director
Bur. of Medical Services
SHS #11

APPENDIX 2

Committee on Health, Social Services

and Economic Security

Doc. #3108LHS

Sen. Gerard Conley
143 Pine Street
Apt. 6

Portland, ME 04102

Rep. Susan Dubay Duplessis
P. O, Box 109
Stillwater, ME 04489

Rep. Peter J. Manning
99 Falmouth St.
Portland, ME 04103

Rep. Stephen P. Simonds
18 Brentwood Road
Cape Elizabeth, ME 04107

Sabra Burdick, Director
Bureau of Income Maintenance
SHS #11

Peter Walsh, Director
Bureau of Child & Family Serv.
SHS #11

Jessica Harner
Public Affairs Group
185 State Street
Augusta, ME 04330

Jadine O'Brien

Blue Cross/Blue Shield
110 Free Street
Portland, ME 04101

List of Interested Parties and Invitees

Sen. Barbara A. Gill
268 Westbrook St., Unit 4
South Portland, ME 04106

Rep. Donald H. Gean
P. O. Box 91
Alfred, ME 04002

Rep. Joan M. Pendexter
2 Colonial Drive
Scarborough, ME 04074

Rep. Sharon Anglin Treat
28 Kingsbury Street
Gardiner, ME 04345

Dr. Lani Graham, Director
Bureau of Health
SHS #11

Jane Sheehan
Child Welfare Services
SHS #73

Peter Stowell

Development Disabilities
Council

SHS #139

Sheila Comerford
MCOA
SHS #127



Steve Michaud

Me. Hospital Association
160 Capital Street
Augusta, Maine 04330

Ronald Thurston

Me. Health Care Assoc.
303 State Street
Augusta, ME 04330

Robert Clarke
Me. Health Care Finance Comm.
SHS #102

Kip DeSerres

Maine Municipal Association
37 Community Drive

Augusta, ME 04330

Jamie Morrill
Dept. of Human Services
SHS§#11

Mike Adams
Dept. of Labor
SHS #54

Al Monier

Rumford Group Home
346 Pine Street
Rumford, ME 04276

Gwynn Batten

Kennebec Health System
8 St. Catherine Street
Augusta, ME 04330

John Huscher

Scott Levin Association
Scott Levin Corporation Ctr.
60 Blacksmith Road

Newtown, PA 18940

James Normington, Chair

Maine State Committee on Aging

SHS #127

Richard Fortinsky, Assoc. Dir.

Human Services Dev. Inst.
Univ. of Southern Maine
96 Falmouth St.

Portland, ME 04103

Christine Gianopoulos, Dir.

Bur. of Elder and Adult
Services

SHS #11

Reid Scher
Me. Comm. on Mental Health
SHS #1853

Sylvia Lund
Interdepartmental Council

SHE #146

Margo Greep
Dept. of Community Services
SHS #73

Cynthia Savage, Exec. Dir.
Community Alcoholism Services
82 Elm Street

Portland, ME 04101

Betsy Mahoney

Family Planning Association
P.O. Box 587

Augusta, ME 04330

Paul Wheelock
KSADAC

335 Water Street
Augusta, ME 04330

Roger Hare

Me. Council of Senior Citizens

P.O. Box 2469
West Buxton, ME 040093

Kayla Ladenheim

Health Policy Advisory
Council

SHS #141

Ron Welch

Dept. of Mental Health &
Mental Retardation

SHS #40

Bob Frates
ME Human Dev. Commission
SHS #1655

William Cassidy
Department of Education

SHS #23

A.L. Carlyle
Dept. of Corrections
SHS #111

Elaine Mason

MCHPE

150 Capitol Street
Augusta, ME 04330

Nina McKee
6 Winslow Homer Rd.
Scarborough, ME 04074

Connie Garber
YCCAC
P.O. Box 72

Sanford, ME 04073

David Gregory, Chair
Me. Comm. on Mental Health
SHS #153



Matthew Hunter, Chair

Me. Adv. Comm. on Mental Retard.
R.F.D. #2, Box 430

Farmingdale, ME 04347

Brunie Snow, President
ne Association of the Deaf
East Sebago, ME 04029

Diana White, R.N.

Maine Labor Group on Health
Box V
Augusta,

ME 04330

Peter Stowell
Dev. Disabilities Council
SHS #139

Kathy Kearney
AFDC Advisory Council
P.O. Box 582

Wiscasset, ME 04578

Steve Levey
Maine Rural Water Association
1 Maine Street

cunswick, ME 04011

Terry Polchies, Exec. Dir.
Central Maine Indian Association
157 Park St.

P.O. Box 2280

Bangor, ME 04401

Christopher St. John

Me. Assoc. of Interdependent
Neighborhoods

%Pine Tree Legal Assist.,
39 Green Street

Augusta, ME 04330

Inc.

Francine Stark, Co-Chair
Me. Coal. for Fam., Crisis Svs.
P.0O. Box 653

Bangor, ME 04401

Nel Patterson, President
Maine Head Injury Foundation
295 Water Street

Augusta, ME 04330

Leila Batten, Chair

State Independ. Living Council
439 Congress St., Apt. 412
Portland, ME 04101

Joe Ditre

Maine Peoples' Alliance
P.O. Box 17534
Portland, ME 04101

Jan Waite-Austin, President

SPIN
36 High Street
Bath, ME 04530

Edward Miller

American Lung Association
128 Sewall Street
Augusta, ME 04330

Robin Lambert

AIDS Advisory Committee
538 Brighton Avenue
Portland, ME 04102

Claudia Anderson, Exec. Dir.
Portland Coalition for the
Psychiatrically Labeled
P.O. Box 4138, Station A
Portland, ME 04101

Donald F. Harden, Chairperson
Homemaker Council of Maine
D.H.R.S., Holy Innocents

P.O. Box 797

Portland, ME 04104

Mel Clarrage, President
American Council for the Blind
DHS Building

509 Forest Avenue

Portland, ME 04101

Clifford West, Jr., State Dir.
Amer. Assoc. of Retired People
12 Highland Avenue
Winthrop, ME 04364

Mickey Boutilier, Chair
Consumer Advisory Board
169 Lancaster St.
Portland, ME 04101

Mina Bicknell, Prog. Dir.
Mainely Families

222 St. John St.
Portland, ME 04102

Alan Anthony

American Cancer Society
52 Federal Street
Brunswick, ME 04011

Michael Fitzpatrick
AMI of Maine
P.0O. Box 222

Augusta, ME 04332

Nan Heald, Executive Director
Pine Tree Legal

39 Green Street

Augusta, ME 04330

Joel N. Rekas

Me. Coal. for the Homeless
P.0. Box 415

Augusta, ME 04330



Sharon Abair, Director

Day Care Directors Association
Boothbay Region YMCA

P.0O. Box 523

Boothbay Harbor, ME 04538

Frank Schiller, Exec. Dir.
Me. Council of Comm. Mental
Health Centers

280 State Street

Augusta, ME 04330

Eugene Conlogue, President

Me. Assoc. of Group Care Prov.
Diocesan Human Relations Svs.
P.0O. Box 748

Caribou, ME 04736

Laurence Gross
So. Maine Area Agency on Aging
P.O. Box 10480

Portland, ME 04104

Steve Michaud

Maine Hospital Association
160 Capitol Street
Augusta, ME 04330

Bonnie Post

Maine Ambulatory Care Coalition

P.O. Box 390

Manchester, ME 04351

Ronald Thurston

Maine Health Care Association
303 State Street

Augusta, ME 04330

Peter Kowalski

Me. Assoc. of Priv. Res. Fac.
% Murphy Foundation

P.O. Box 1316

Lewiston, ME 04240

Margaret Marshall
Dept. of Econ. & Comm. Dev.
SHS #130

Honorable Ruth Joseph
7 Aubrey Street
Waterville, ME 04901

John Rosser, Chair

ME Association of Residential
and Day Treatment

899 Riverside Drive

Portland, ME 04350

Eugene Skibitsky

Maine Trans. Association
Western Me. Trans. Svs., Inc.
54 Pine Street

Mexico, ME 04257

George Hill

Family Planning Association
P.O. Box 587

Augusta, ME 04330

Jack Pronovost

Purchased Svs. Provider Coal.
D.H.R.S., Inc.

35 Elm Street

Waterville, ME 04901

Carol Martin

State WIC Directors' Assoc.
%ACAP, P.O. Box 1116
Presque Isle, ME 04769

Ulrich B. Jacobsohn, M.D.
Association Drive

P.O. Box 190

Manchester, ME 04351

Lynn Dube

Me. Assoc. of Substance
Abuse Programs

99 Western Avenue
Augusta, ME 04330

Harold Siefken, Chair

Me. Assoc. of Rehab. Services
% Group Home Foundation

P.0. Box 227

Belfast, ME 04915

Honorable Jeffery N. Mills
27 Lochness Road
Rumford, ME 04276

Donald Nicoll

Systems Assessment Commission
% D&H Nicoll Associates

P.0O. Box 10548

Portland, ME 04104

Laura Fortman, Chairperson
Maine Coalition on Rape
Augusta Area Rape Crisis Ctr.
33 Winthrop Street

Augusta, ME 04330

Bonnie Beaupre

Me. Assoc. of Child
Abuse & Neglect Council
3 Oak Street

Ellsworth, ME 04605

Debbie Gross, President

Me. Foster Parents Association
Aspen Ridge, 11 Liberty Dr.
Bangor, ME 04401

Wendy Anders

Maine Shelter Network

New Beginnings, Inc.
4 Park Street
Lewiston, ME 04240
Elaine Mason

Me. Consort. for Health
Care Provider Education
150 Capitol Street

Augusta, ME 04330

Dana Totman, President

Maine Community Action Assoc.
% Coastal Econ. Develop. Cor
6 Oak Grove Avenue

Bath, ME 04530

Cheryl Wildes

Me. Welfare Directors' Assoc.
55 French Street

Bath, ME 04530

Kip DeSerres, President

Me. Public Health Association
P.O. Box 5004

Augusta, ME 04330

Rosalyne S. Bernstein
112 Craigie Street
Portland, ME 04102



Honorable N. Paul Gauvreau
56 Tampa Street
‘Lbewiston, ME 04240

Honorable John Jalbert
P.0O. Box 77
Lisbon, ME 04250

Honorable Dale McCormick
RR 1, Box 697
Monmouth, ME 04259

Jean Manﬁing
R.F.D. 3, Box 166
Augusta, ME 04330

Weston L. Bonney

% Peoples Heritage Fin. Group
P.O. Box 9540

Portland, ME 04112-9540

Honorable Beverly Miner Bustin
165 Cony Street
Augusta, ME 04330

Gordon Smith
P.O. Box 190
Manchester, ME (0435

Honorable Virginia Comstantine
R.F.D. #1, Box 3560
Bar Harbor, ME (4609

Honorable Georgette HB. Berube
195 Webster Street
Lewiston, ME 04240

Honorable Phyllis R. Erwin
633 Washington Street
Rumford, ME 04276
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LIST OF REPORTS FOR WHICH EXECUTIVE
SUMMARIES WERE MAILED TO COMMITTEE ON HEALTH,
SOCIAL SERVICES AND ECONOMIC SECURITY, 8/5/91

Additional Support for People in Retraining and Education
Program: An Evaluation According to Legislative
Requirements - February, 1990

AFDC Caseload Characteristics in January 1989

Affordable Housing in Maine, A Study of the Obstacles to -
December 1, 1989

Aid to Families with Dependent Children and Medical Assistance
Payment Programs, Report of the Task Force to Study the -
May 15, 1991

Aid to Families with Dependent Children Need and Payment
Standards, Final Report of the Commission to Evaluate the
Adequacy of the - February, 1990

Aid to Families with Dependent Children, Proposal to Adequately
Address the Housing Needs of Recipients of - Recommendations

Alcohol and Drug Abuse Planning Committee, Program and Audit
Committee Review

Certificate of Need Law and the Impact of Competitive Market
Forces on Ambulatory Health Services, First Report of the
Commission to Study the - 1989

Child Support Enforcement Program, Maine Emergency Medical
Services, Program and Audit Committee Review - 1990-1991

Child Welfare Services ~ 1986 Program and Audit Committee Review

Child Welfare Services, Maine Emergency Medical Services,
Program and Audit Committee Review - 1989-1990

Children's Mental Health System, Building a: A community Based
Crisis Stabilization and Diversion System - February 25,
1991

Children at the Augusta Mental Health Institute: Prevention
Strategies and Ideal Discharge Plans - June, 1989 - June,
1990

Children, Youth and Families, Governor's Task Force to Improve
Services for Maine's - May 22, 1991

Early Intervention System, Historical Perspectives on Maine's
0-5 Interdepartmental

Elderly Citizens, Commission to Study the Level of Services for
Maine's - December, 1990



General Assistance, Final Report of the Special Select
Commission on the Financing and Administration of - May,
1987

Health Care Expenditures, Blue Ribbon Commission on the
Regulation of - January, 1989

Health Information Recording System, Study of the Necessity and
Feasibility of Establishing a - December, 1988

Implementation Plan for Settlement Agreement to Consent Decree
(Paul Bates, et al, v. Robert Glover, et al (Civ. 89-88)) - January 1, 1991

Maine Health Program, Report of the Task Force to Evaluate and
Revise the - Phase 2 - May 31, 1891

Medicaid Financing of Services for Maine's Citizens with Mental
Retardation: A Follow-Up Repcort - March 15, 1991

Medicaid Report, Annual - State Fiscal Year 1990

Mental Health and a Healthy Society: Transforming Maine's
Mental Health System by the Year 2000 - January 25, 1991

Mental Health Systems Reform in Selected States - November, 1990

Smoking or Health, Governor's Commission on - Final Report and
Recommendations - January, 1990
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