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TEL.: (207) 289-1670

August 19, 1991

To: Members, Committee on Health, Social Services and
Economic Security

From: Paul Saucier
Re: Enclosures

In addition to the materials received by the entire Commission,
you will find enclosed another executive summary (President's
and Speaker's Blue Ribbon Commission on Children -and Families)
and a packet from Joyce regarding the schedule for Friday. ©See
you then.
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WPRESIDENT'S & SPEAKER'S BLUE RIBBON COMMISSION ON CHILDREN & FAMILIES

(HAPTER 1

EXECUTIVE SUMMARY -

Editor's Note: The Blue Ribbon Commission recognizes that due to 7*
the extensive debate about the state budget and the anticipated “%05*;%
recommendations of the Restructuring Commission, the proposed
recommendations and limetables may need to be adjusted when
implemented.

MISSION OF THE BLUE RIBBON COMMISSION

The Blue Ribbon Commission on Children and Families was
initiated in early May, 1990 by the Honorable Charles P. Pray, President
of the Maine Senate and the Honorable John L. Martin, Speaker of the
Maine House of Representatives. Its mission was to:

* Develop a plan to establish a distinct cabinetlevel Department for
Families and Children;

* Prepare legislation implementing a department with unified iyt
responsibilities for offering integrated services to Maine's children : f%“fg
and families; .

¢ Define the principles and components essential for State services to
be well coordinated to fully attain a functionally integrated pattern
of unified and consolidated administration and service delivery;

and
* Identify methods of service delivery which are holistically p
oriented, child-focused, and family-focused. 43
BACKGROUND

During the 1980's the issue of "children and families at-risk" evolved
into substantial and unresolved public policy debate. Our fellow citizens,
educators, law enforcement personnel, business people clergy, state
leaders, and others became concerned. Simple questions were asked
with increasing frequency.

"What's wrong with kids today?”

"Can't that family control their kids?"

"How do we sustain our society when children and
families are at-risk?”
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"Are kids learning to Julfill their potentzal?”
"Who's raising our children?"”

The Blue Ribbon Commission conducted 16 meetings from May
1990 through April 1991. We attempted to answer some of the above
concerns. All meetings were open to the public and included parents
and community members. The basis for the Commission's formation
and deliberations was L.D. 1666, which the Legislature considered in t,,@
1989 and 1990. The legislation proposed the establishment of a il
Department for Families and Children.

National authorities who addressed the Commission provided
information on programs and planning efforts in other states about
services for children atrisk and their families. Their presentations
included information about strategies developed at the national level, the g=
laws of all states, the plans and policies of other states, and their own ;
hands-on experience, The twenty members of the Commission
deliberated major policy issues at length, using work sheets, consulting
with key administrators of children's programs, and conducting
research of their own. Members reached consensus on the findings and
recommendations which are included in this report.

Our report, A New Vision: Empowering People For Change — ,f;;f}%%
Maine's Model For Unifying State Services For Children And Families s jﬂé
documents the fact that children and families atrisk are matters of
national and state concern. Maine and the nation are engaged in a
public policy debate regarding the best methods to address problems and
potential problems associated with child development and family life.
There is emergmg consensus on principles to encourage positive child
development, positive family life, and for guiding and restructuring
service delivery. There is a growing field of information about how
government and communities can become more supportive of atrisk
families and children. Actions taken by other states provide a sound
foundation for building a positive future. The need for innovative public
and private action in Maine is becoming increasingly clear.

Our report consolidates the latest knowledge and best experience. We
build on the work of national authorities and other states. P
)

SUMMARY OF FINDINGS

The Blue Ribbon Commission on Children and Families finds:

1. THERE IS A NEED TO ASSURE THE AVAILABILITY OF SERVICES FOR
MAINE'S CHILDREN AND FAMILIES. Many Maine children do not
have adequate opportunities for personal development. Families in
Maine are often isolated and lack natural support networks and
other ties to the community. This isolation contributes to a
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diminished capacity to fully and productively participate in the -
public and private life and business of the community. Isolation
compounds the proliferation of problematic conditions such as
poverty, substance abuse, illiteracy, and other human problems
which significantly limit the potential for health family life and
individual development. In addition, the Commission finds that
current services are overloaded and not able to meet the needs of
Maine's atrisk families and children.

STATE GOVERNMENT HAS RESPONSIBILITIES FOR AND ROLES TO }Eﬁﬁ@%ﬁ
PERFORM IN PROVIDING SERVICES FOR MAINE'S CHILDREN AND ks
FAMILIES. When children and families are severely affected by
poverty, substance abuse, illiteracy, and other human problems

that diminish their ability to fully participate in the public and

private life of the community, the State has roles to fulfill. These

roles involve encouraging healthy child and family

development, coordinating a range of supportive services for A
children and families at-risk, providing financial assistance, 3%&*3
intervening to protect children who are abused and/or neglected,

and making other services available to families and children who

need them.

CURRENT PRACTICES FOR PROVIDING SERVICES FOR CHILDREN AND
FAMILIES IN MAINE LACK COORDINATION AND PURPOSE. There
are a number of state agencies currently providing services for ¥
children and families. These agencies are not coordinated, share -
no unified mission, and offer no single point of entry,

responsibility, or accountability. The Legislative and Executive
branches of government have responsibilities for developing

policy and providing services for children and families. Neither
branch of government has coordinated, unified, or efficient
mechanisms for carrying out its responsibilities.

CURRENT STATE POLICIES RELATIVE TO FUNDING SERVICES FOR
CHILDREN AND FAMILIES ARE INCOMPLETE AND INEFFECTIVE. The
State currently fails to maximize the use of federal dollars and
previously has not claimed all available federal matching for both
administrative and supportive service costs. We recognize recent
policy and budgetary actions to claim federal funds more
appropriately. It is estimated that over $40 million in federal J'AE
dollars could be obtained if the state chooses to seek them. e

THE STATE CURRENTLY WASTES RESOURCES THROUGH PIECEMEAL
POLICIES, FRAGMENTED, INEFFICIENT, AND COSTLY DUPLICATION
OF SERVICES, ORGANIZATIONAL UNITS, AND ADMINISTRATIVE
PRACTICES. Over 1,000 state employees provide services for
Maine's children and families at a cost of over $100 million
dollars a year. Many of these employees carry out duplicative
efforts, doing the same work that counterparts in separate agencies
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perform. Significant savings would result from the consolidation
of duplicative services, organizational units, administrative
practices, service contracts, and administrative over51ght and
audits.

6. A LACK OF VISION LEAVES SERVICES WITHOUT AUTHORITY OR
CAPACITY. Maine's policy of maintaining multiple state agencies,
side-by-side similar state functions, and overlapping"
responsibilities provides atrisk children and families services
which are fragmented, inefficient, costly, and lacking in well-
defined authority. Because the present piecemeal state approach gﬁ :
lacks unified vision to guide child development and “ng
comprehensive family services, the state's ability to encourage
appropriate and adequate community supports and communlty
resources for children at~rlsk is compromised.-

SUMMARY OF RECOMMENDATIONS
wﬁ M,

The Blue Ribbon Commission on Children and Families makes the'
following recommendations:

1. Adopt a Unified Mission Statement
The Blue Ribbon Commission recommends that the State adopt the

following mission statement to govern its roles in the provision of servig
to children and families: b

The State of Maine declares that each family has primary
responsibility to provide for the developmental and human
needs of its members and that state government has a
responsibility to help families fulfill that obligation when
they are unable to do so. Children have the right to a

-

consistent nurturing environment and to the opportunzty to ; -
attain their polential for development. , ~ g

The mission of government is lo complement the roles of
Jamilies, support networks and sociely in order lo enhance
their strengths. State government has the responsibility to
intervene on behalf of children at-risk and to encourage the
return to, or creation of, a nmurturing family environment. 255
The state's response should include supportive services and
interventions that offer a functionally integrated
continuum of appropriate and reasonable support, either
directly or in concert with private organizations. Services
should address the cognitive, educational, emotional,
health, physical, and social needs of children and their
families. The state's intervention is subject to the rights of
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families and children, their preferences, statutory
authorization, and the availability of funds.

NOTE: The Commission recognizes the efforts of the Governor's Task
Force to Improve Services for Maine's Children, Youth and Families in
the development of the mission statement.

2. Define the Roles of Government

The Blue Ribbon Commission recommends that the roles of State *
government in providing services for children and families be more
concisely defined and that the State base the services it provides in well
articulated principles. These guiding principles are outlined later in this
report, as are the responsibilities that the Commission believes reside
with State government.

5 "

0

3. Creation of Joint Select Committee for Children & Families XX%%%

The Commission recommends the establishment of a Joint Select
Committee for Children and Families to be a focal point for public policy
discussion of children's and families' issues and to offer oversight of state
administered services. The Commission recommends that the Joint -
Select Committee for Children and Families be created by Joint Order
during the 1991 session of the Legislature as an eventual companion to
legislation enacting a Department for Families and Children.

Members of the Commission have divided opinions about the
effective date for establishing the Joint Select Committee. Some
recommend the effective date for the formal transition period to a unified
department be the same as that for the establishment of the Joint Select
Committee (i.e., October 1, 1991). Others recommend that the two occur
separately, CreaUng the Committee effective immediately upon passage ; & w’%
of the joint order (i.e., June, 1991.) ‘

4. Establish a Unified Department for Families & Children

The Commission recommends that a distinct department for
children and families be established to unify responsibilities for
providing delivery of functionally consolidated supportive services for
families and children who need them. The department should be
formed by consolidating, transferring, and revitalizing ex1st1ng
programs, administrative practices and personnel.

The programs and agencies recommended for consolidation are
currently housed in the Department of Corrections, the Department of
Education, the Executive Department, the Department of Human
Services, the Department of Mental Health and Mental Retardation, and
the Interdepartmental Council. As part of this consolidation, the
Commission also recommends initiating a unified case management
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system which is holistically-based, comprehensive, designed to stress

education, human development, and preparation for the job market, and

organized around the needs of high-risk children and their families.

Members of the Commission strongly recommend that the transition to

and full operation of the new unified department take place by January 1,
1993.

5. Consolidation of Existing Commiltlees

The Commission recommends the consolidation of ten existing
committees into a single independent advocacy organization for
children and families. (Those committees and commissions are listed
fully in the body of this report.) The Maine Commission for Children
and Families should be an independent group designed to advocate for
children and families and to provide an additional check and balance
between the public and the State.

6. Creation of a Family Foundation

The Commission recommends the establishment of the Maine
Family Foundation. This foundation is envisioned as a public-private
partnership established to develop and promote positive family life,
positive child development, primary prevention, early intervention,
improvements in state policy and services, cffective program
administration, and research relative to children.

7. State & Local Education Coordination

In order to assure improved educational outcomes for all school age
children, particularly those served by the Department for Children and
Families, the Blue Ribbon Commission recommends that significant
and substantial actions be taken to define, develop, and increase the
coordination and cooperation between special education services
personnel at the local level and the personnel and services of the
Department for Children and Families.

8. Medicaid for Children

The Commission recommends full exploration of the transfer of the
administrative responsibilities for the Medicaid program to the Executive
Department. . L

fuema

9. Transition Services for Children At-Risk

‘The Commission believes that all children who are receiving
supportive services through the Department for Children and Families
- and preparing to live independently should be eligible for transition
services, modeled on the Transition Committee's program. .The
Commission recommends that the department's transition policy and



PRESIDENT'S & SPEAKER'S BLU_E RIBBON COMMISSION ON CHILDREN & FAMILIES |

program be designed to prepare all service recipients for independence
from the Department's supportive services. This process and policy
should be implemented after January 1, 1993, '

10. Unified School District within the Department

The Commission recommends that during the transition process, the
Department for Children and Families undertake an exploration of the
establishment of a unified school district or intermediate educational
unit within the Department.

L

11. Pineland Center

The Commission recommends that the goals, principles, and
purposes that guide services for the Department for Children and
Families be applied to services provided to the small number of children
residing at Pineland Center.

12.  Primary Prevention & Other Services ~r~r§mg§

The Commission recommends that state supportive services focus on
primary prevention and early intervention. Prevention and early
intervention should be components of a comprehensive continuum of
services and should be offered in concert with other private and public
resources in the community.

Summary

The Blue Ribbon Commission believes that the creation of a unified
Department, a Family Foundation, an independent advocacy and
oversight commission, a unified case management approach, and closer
coordination with school systems will contribute to preventing the
development of significant, life-long problems and difficulties that neney
negatively affect the well-being- of many Maine children and families.

The Commission also believes functional integration and
consolidation of state administration and services within a unified
Department for Families and Children will result in services which will
help atrisk people more efficiently and be delivered more cost
effectively.




TO: Subcommittee members
From: Joyce

RE: Attached — Preparations for state agency presentations at
August 23 meeting

Enclosed are:

1. Memo to invitees

2. Agenda — schedule for presentations
3. Form for data collection

4. List of invitees (Carol is making contact with state agencies
to finalize arrangements with speakers)




August 12, 1991

TO:

FROM: Rosalyne S. Bernstein and Roland Caron, Co-—chairs
Special Commission on Governmental Restructuring,
Subcommittee on Health, Social Services and Economic
Security

RE: Request for information/presentation

The next meeting of the Special Commission on Governmental
Restructuring, Subcommittee on Health, Social Services, & Economic
Security will be on August 23 at 9:00 a.m. The focus of the
meeting will be the services currently provided by state
government. A very brief presentation is requested.

The subcommittee has identified five broad strategic issues.
They include:

1. Interdepartmental Coordination

2. Public—private partnerships (privatization, opportunities
for group purchasing, insurance, etc. to cut costs to
service deliverers)

3. Impact of economic cycles on services

4. Governmental structures may be incompatible with client
needs and services

5. Technological capacity

In the context of these five strategic issue areas, please be
prepared to answer the following three questions about the services
your office provides:

1. Identify duplication and/or overlap of services for this
group of consumers. What problems do they present to the
client?

2. What do you see as the emerging issues/needs of your

clients by the year 2000? And what structural changes
are needed to meet those needs?

3. What is the Number 1 thing you would change?

Because of time constraints, the subcommittee has scheduled
several individuals from different departments to present
information during each time Dblock. Each group will have
approximately 20 minutes with an additional five minutes reserved



for questions. You are therefore encouraged to plan your
presentation in coordination with the others (names listed at the
top of this memo) prior to the meeting in order to make most
efficient use of the small amount of time available.

In order to avoid spending time on basics, a simple form is
enclosed on which to list specific services provided, client group
served, case size, budget, etc. Please bring the completed form on
the 23rd.

Thank you for your valued assistance.



COMMITTEE ON GOVERNMENTAL RELATIONS AND PROCESS;
SPECIAL COMMISSION ON GOVERNMENTAL RESTRUCTURING

August 23, 1991 Agenda
9:15 — 10:00 Brief pressntations by Legislators:
Represent:tive Charlene Rydell
Represent:ztive Gary Reed
Senate President Charles Pray
Senator Pzmela Cahill

10:00 — 11:00 Questions and answers with Committee and
Legislatc:s

11:00 — 12:00 Staff disczussion of materials to be
distribut=d.
12:00 - 12:45 Lunch

12:45 — 2:30 Presentation by, discussion with Finance
Commissicner Sawin Millett and Acting
Administr-sztion Commissioner Dale Doughty.



Special Commission on Governmental Restructuring

Department:
Social Services Provided by Maine State Government
Client Group Sub Category Criteria Services Provided Number of Funding
Clients Level
example:
Children/Youth at risk | Child Protective abuse/neglect cases foster care, . . . . 7000 $23m

(use as many pages as needed 1o list all services provided to each client group)




Inviteesvéﬁno%w@u*J

Children, Youth & Families:

DHS Peter Walsh

MH Bob Durgin

DCS Nikki (or Head Start — Cheryl Leeman)
Educ David Stockford

Corrections A.L. Carlysle

Subastance Abuse:

0SA Ron Speckman

DHS Sylvia ——— (contract manager)
MH Marlene Pelser

Corr Jerry Sampson

Educ Carl Mowatt

Unemployed/Underemployed:

DHS Sabra Burdick ( income maint, GA. Aspire, etc)
VR
Labor Jim Naiman (PICs JTPA)

Homeless, Underhoused:

DECD Margaret Marshall

MSHA ?? ask Dwight

DHS Peter W or Jamie M. (shelter funding)
Elders:

DHS Chris G.

MH Joyce Harmon

MR ?

DHS Fran Finnegan (Nursing, boarding, etc)

Medicaid, funding, licensing issues

Abused & Neglected Adults:

DHS Chris G (adult protective)

MR (guardianship program - Duncan McNelly
MH ?7? ?7? ?7?

DHS (battered women svcs ?7?

Chronically Ill - long term care:

DCS Elaine Fuller or Fran Finnegan — Nursing & Boarding
DCS Lani Graham - Aids, CP, CF, other long term dieseases
MH Ron Welch, Glover — chronically mentally ill

? MAP account — hospital funding



Mentally Ill:

MH
DHS

Corr
MH
Rehab
Educ

Mentally disabled:

DMR
DHS

Physically Disabled:
DHS

MH
Labor

BOb Glover/Ron Welch
Chris G. (adults
Peter W. (children
AL Carlysle
institutional svcs
Pam Tetley

(PET counseling)

Welch, Glover
Pam Tetley

Pam Tetley
Ron Welch
BLS — workplace safety/health issues

Others needing health care:

Me Health Program Fran Finnegan
Medicaid "

Prevention — Bur of Hlth Lani Graham\
CON John Dickens

Labor - HOP
Fame — Gloria Neadeau — student loan program
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DEPARTMENT OF HUMAN SERVICES
PUBLIC ASSISTANCE BENEFITS
UNEMPLOYED/UNDEREMPLOYED

DUPLICATION/OVERLAP

o

DHS administrative costs for operating these programs is among the lowest in the
nation.

Therefore, privatization is probably not called for but these and other services
provided to these same individuals could benefit from technological enhancements and
better coordination.

The current structure can lead to client confusion and frustration.

EMERGING ISSUES

o

The Federal Family Support Act of 1988 is intended to change the philosophical
direction of public welfare programs; to change "welfare" from an income source in
and of itself to a program designed to help families become self sufficient through
increased child support from the absent parent and full time employment for the
custodial parent. The Act sunsets in 1999. Our major goal should be to achieve the
goals of the Act.

Thus, our major issue is to create opportunities for unemployed/underemployed low
income women with children to receive the necessary training and support to achieve
economic self sufficiency.

Maine's child support enforcement program consistently ranks in the top 10% of states
in regard to efficiency and effectiveness.

Through ASPIRE Maine has developed an effective structure for delivering education
and training services.

Efforts should be made to better coordinate the variety of support services developed
to supplement the family's basic needs.

NUMBER 1 CHANGE

o

Create a more coordinated service delivery system through technological enhancements,
some restructuring and co-location.
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TO: Jane Fowler
FROPM: Sue Crawfordf
DATE: August 2Z, 1991
SUBJz Frevention of Homslessness — Action Steps for
Consideration
I. "One Stop" — Office

of Prevention of Homeless
This office would serve as

=SS

a clearinghouse of 1
for those who are hameless or at—risk of being

information
homeless.
The scenario of cilients being "bounced” from one agency i
another would ceasse.

The office would zlso be responsible for providing trainim
and education for front line workers,
limited to DHS, C&Fs. Chuwches,
directors, Housing Froviders,
sessions will als:s

will help in making

including but

. Salvation Army. local GA
etc. Training and educati
make availahle a Resouwrce Direct

not

oF
sure referrals are appropriate.

of this program would also include FPSfs for the bette
education of the housing consumer.

& p
-
Frovides research to ascertain all available rescurces,
state and federal dollars, are heing fully utilized.
II. Security Deposit Frogram, rental and mortgage assistance
Fevoiving loan fund {(federal dollars?)
Uoe THAP for grant recipients only (those who
to repay a loan)
Make Family Crisis (Emeirgency fAssistance for Nesdy Famil:ss
in Maine) a less restrictive grant
TIT.

Frepare for

<t round of McEinnsy funding.
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DRAFT

The state of Maine has approximately fifty homeless
shelters. Recent data shows emergency shelters ssrved over 4,700
different persons between 12/1/89 and 6/30/20. While emergency
shelters play an integral role in serving Maine®s homeless
population, our experience has heen that those who are either
homeleés or at-risk of homelessness often times do not access
emergency shelters. Typically those who refuse to utilize
shelters are single women with children.

Their refusal to use emergency shelters is based upon a
variety of reasons. Maine is a rural state and it makes good
sense to offer shelters in metropolitan areas. However accessing
a shelter from rural areas ics difficult if not impossihle. In
many instances shelters are specialized, that is specifically
designed for special needs populations like family violence
victims, substance abusers or mentally 111, Because there are no
shelters for the general use of women with children, women are
hesitant to exposs their children to either mentally the i11 or
substance abusers.

Added to the difficulty of accessing shelters along with the
tears of exposing children to pqtentially dangerous individuals,
is the fact that firmancial resources continue to diminich.

The ecocrnomy and budget constraints have forced tighter

eligibility requirements for welfare programs. Furding levels

hawv

m
o

lec been reduced. Emergency programs which, in the past,
provided adequate resources for families to survive have been

cutbaci. These cuthacks result in fewer eople being eligible
Y



+or emergency services. Those who are eligible find the programs
much more restrictive and grant amounts have also been lowered.

At the same time emergency programs are being cut, rental
fees are rising. Landlords have little choice as property taxes
and insurance costs increase.

Cdnsequently we have seen a major trend change. Those
people on the edge, surviving only on Aid For Dependent Children
and local General Assistance have found it impossible to maintain
their own homes. Because of the rural nature of the state,
accessing rescurces has also been a factor in this trend change.
At this time emergency sheltering has primarily become the
 responsibility of friends and family. O0OFf the hpusing consumers
calling Maine State Housing Authority’s information line who are
hoﬁeless or at—-risk of thelessﬁess, nearly S0% are either living
with friemds or relatives.

Urnlike our homeless shelters which offer safe and decent
shelter, doubkling-up with friends and family creates conditions
which are overcrowded, unhealthy and simply not decent nor
sanitary. There are numercus scenarios, but the most common is
two to three families living in substandard housing. During the
crisis, this alternative appearsAtD be temporary as is the case
with 2 shelter. However reality dictates this type of housing
has become quite permanent.

Rerter=s are not the only housing consumers experiencing
difficulty in maintaining their own home. Budget crunches have

a2also impacted business. fiore pecople are unemploved or under-—



employed. Unemploved homeowners now seek financial assistance to

make mortgage payments.

The overall effects are devastating. Children are removed
from their community, friends and school. Structural conditions
of their homes is most often deplorable. Tne emotional effects

of all involved may never be overcome.

On the other hand., &5 people continue o share housing,
landlords are experiencing vacancies. Landiords are screaming
for Section B tenants. They are‘running ads offering free rent
for the first month or a free tank of oil. Unfortunately the
vacancies still exist and more vacancies ars occcurring.

For those "middle—-class families who are unfamiliar with
available recsources there are different procalems: The network
and information sharing of service providers 1n many cases is
1nadequate. Those consumers who seldom if aver use the "system!
cften times become frustrated with the inzability of service
providers tao share all available resouwces. It is not uncommon
for clients to make literally dozens of contacts before locating
appropriate resources.

We have been able to identify the "hicien homeless." While
the majority of the hidden homeless are not actually living on
the streets, the potential is certainly there and at any moment
vcircumatances could pushbpeople out of thei- present living
arrangement. Ownership detftault, family dics>utes or even local
codes enforcers couwld easily force this at—-isk population into

homel essness.



In many cases financial resources with less restrictions
would prevent homelessness. To regain an apartment, people need
security deposits and a first month’s rent. To maintain one’s
home, there needs.to be a program to help with a mortgage
payment, even two. Our experience shows pecnle lose their homes
because of unpredictable circumstances. They lose a job and
cannot meet mortgage payments, their husband leaves and they need
help with a rent pavments, because they opted to repair the
vehicle that takes them to work, they cannot make this month’™s
rent payment or their building was condemned and they do not have

the money for a security deposit and first month®s rent. Most
people simply need temporary financial assistance to prevent
homelesspess.

In an attempt to prevent homelessnecss, we would like tao
operate demonstration programs that would provide financial
assistance +tor security deposits, rent payments and mortgage
payments as well as provide training and edu:ationAfor better

service provider networking and information sharing.



TO: Jane F.
FROM: Sue
DATE: June 18, 1991

SUBJECT: At-Risk of Homelessness

Since homelessness has become an issue, there have been
several questions regarding the cause of homelessness, the actual
number of people who are homeless, where the homeless come from
and what remedies or solutions are availabledo to eliminate the
problem, In the early years homelessness became almost accepted
because typically we would hear of a single individual who
generally was either mentally i1l or a substance abuser. Society
simply found it easier to accept this population being homeless
and even went so far as to say "“those people chose to be
homeless, "

. Unfortunately, there are many obstacles when we start to
‘deal with the homeless situation, First, it is impossible to
“count” the homeless. Even the Census Bureau tried, and failed.
There is a growing passion to learn the exact number of people
who are either homeless or facing homelessness. It is relatively
simple to count the number of people who use homeless shelters.
However, I am of the opinion that those using the shelters are
the minority. The fastest growing "category" of homeless people
are single women with children. Unless these families are
victims of violence, they will not utilize a shelter.

Secondly there is no absolute definition of homeless., Is a
person homeless if they are living on the street, living in a
vehicle, 1living in a shelter, 1living with relatives or friends,
or have no permanent housing? Virtually every program developed
to address the needs of the homeless has a different definition
of homelessness. Thirdly, where do the homeless come from, are
they mentally ill, substance abusers or families? 1In some
instances where the homeless individual accesses a substance
abuse shelter, we may be able to identify the cause for
homelessness, However, with the Federal Fair Housing Laws, it
would be considered discrimination to ask, for example, my
consumers, if they are mentally disabled or alcoholics.

We are presently gathering data relevant to shelter users.
Again, 1t is my belief that shelter users do not give a clear
picture of the actual number of people who are homeless. As a
result of my opinions and beliefs, I started logging information
regarding where our "at-risk" population lives as well as
information regarding family structure. The following is a



breakdown of consumers who were "at-risk" for the past year -
that is June 1, 1990 through May 31, 1991.

During the past year the housing information line has
received 334 calls from "at-risk of homelessness"” consumers. The
family structure of those consumers is, 208 single females, 41
single males, 85 couples (actual 170 people) and 489 children.
Further 43 of the females who called were pregnant. Thls equates
to a possible homeless population of 1,051.

Living with relatives 107
Displaced due to eviction 80
Living with friends 44
Displaced due to separation/divorce 21
Living in a shelter 13
Living in a vehicle '11
Living in a tent \ 7
Living in a camper 7
Homeownership default 6
Homeless 6
Burn out victims 6
Family violence victims 6
Substandard housing 5
Building has been condemned 5
Living in a summer rental 5
Living in a motel/hotel 3
Run away youth 1
Vacating due to severe harassment 1
Livingbin a garage 1

Living in the woods 1



The greatest trend change I have seen over the past year is
that the single women with children are no longer trying to
maintain their own apartments. Rent costs are high and the waits
for low-income housing are lengthy. Consequently, people are
1living with relatives or friends. This has created over-crowded,
unhealthy conditions as well as high vacancy rates. Landlords
who traditionally have not wanted low-income tenants are now
begging for them because their apartments are vacant. Obviously
this impacts our econonmy.

Attached to this memo you will find a report that will also
identify the geographic location of the callers. This will give
you a better idea of what areas in the state are facing the
greatest difficulty in providing alternatives for the homeless.

After you have had an opportunity to review this memo and

attachments, I would be more than pleased to answer any questions
you might have or the provide any additional information.

SC/s

Attachment



MSHA HOTLINE AT RISK REPORT
] «
|
06/12/91
L «
Calls For The Period: 6/1/90 -~ 5/31/91
® ¢

The following is a list of calls received during the above
period from residents who are at risk of becoming homeless.

Family Structure

L — Single — ¢
Female Male Couple Kids P? Municipality County Comments
® - 4
1 0 0 i - Auburn Androscoggin Living with friends
L 0 0 1 1 - Auburn Androscoggin Living with relatives [ |
° 1 0 0 1 - Auburn Androscoggin Living with relatives
0 1 0 2 - Auburn Androscoggin ‘Living with friends ‘
® 1 Q o] 2 - Auﬁurn Androscoggin Facing eviction {
0 0 1 4 - Auburn Androscoggin Living with family

1 0 0 3 - Auburn Androscoggin Living with relatives

° 1 o] 0 1 - Auburn Androscoggin Living with friends ‘
0 0 1 3 - Jay Androscoggin Living in a car

o 1 0 0 1 - Legds Androscoggin Living in a car (
0 0 1 2 - Leeds Androscoggin Living with relatives

.. Aroostook

0 1 0 4 - Lewiston Androscoggin Living with relatives
(-] 1 0 0 2 Y Lewiston Androscoggin Living with relatives. q
1 0 0 0 Y Lewiston Androscoggin Living with friends
& 0 0 1 0 - Lewiston Androscoggin Facing eviction ¢
1 0 0 4 - Lewiston Androscoggin Living with friends
® 1 0 0 4 - Lhewislon Androscopgin Being displaced due Lo separation |
1 0 0 0 Y Lewislon Androscoggin’ Living wilh Family
1 0 0 ) - Lewiston Androscoggin Living in overcrowded condiLions
1 0 0 0 - Livermore Androscoggin Family violence victim
0 0 1 2 - Livermore Falls Androscoggin Burn out victims
1 0 0 3 - Livermore Falls Androscoggin Burn out victims
1 0 0 3 - Poland Androscoggin Living in a camper
0 1 0 2 - Caribou Aroostook Living with relatives
1 0 0 2 - Caribou Living in a shelter




o

e
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Family Structure

— Single —

Female Male Couple Kids
0 0 1 3
0 1 0 0
0 0 1 2
0 0 1 5
0 0 1 6
1 0 0 0
0 0 1 1
1 0 0 2
0 1 0 2
1 0 0 1
0 1 0 0
0 0 1 2
! 0 0 0
1 0 0 0
1 0 0 1
1 0 0 0
1 0 0 2
0 0 1 2
1 0 0 2
1 0 0 3
1 0 0 1
1 0 0 5
1 0 0 1
1 0 0 0
1 0 0 2
0 0 1 4
0 1 0 0
1 0 0 2
1 0 0 6
1 0 0 3
1 0 0 2
0 0 1 3
0 0 i 2

p?

Municipality

County

Fort Fairfield
Houlton
Madawaska
Van Buren
Bridgton
Brunswick
Brunswick
Brunswick
Brunswick
Brunswick
Cumberland
Cumberland
Folmouth

Freeport
Freeport

Gorham
Gorham

Harrison
Naples

North Baldwin
North Yarmouth
Port.land
Portland
Portland
Portland
Portland
Portland
Portland
Portland
Portland
Portland

Raymoand
Raoymoned

Aroostook
Aroostook
Aroostook
Aroostook
Cumberland
Cumberland
Cumberland

Cumberland

Cumberland
Cumberland
Cumberland
Cumberland
Cumber b and

Cumberland
Cumberland

Cumberland
Cumberland

Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland
Cumberland

Cumberland

Cumberland
Cumberland

Comments

Facing eviction
Facing eviction

Being evicted

Being evicted

Facing eviction
Living with relatives
Living with relatives
Living in a camper
Living in a motel
Living with relatives
Living with relatives
Ownership default
Dipplaced due Lo geparation

Facing eviction
Domestic violence victims

Living with relatives
Living with relatives

Living in a tent

Displaced due to separation
Displaced due to ownership default
Living with relatives.

Living in a shelter

Living with friends

Living on the streets

Living with relatives

Being evicted

Living in an automobile

Living with relatives

Living with relatives
Being evicted
Living in a camp

lLiving with relatives
Living wilh relnlives



Family Structure

-— Single —

Female Male Couple Kids p? Municipality County
0 0 1 2 t— Raymond \bumberland
1 0 0 1 - Scarborough Cumberland
0 0 1 i - Scarborough Cumberland
0 1 Q 0 - South Freeport Cumberland
1 0 0 2 - South Portland Cumberland
0 1 0 1 - South Portland Cumberland
0 1 0 0 - South Portland Cumberland
1 0 0 2 - South Portland Cumberland
1 0 0 1 - Standish Cumberland
1 0 0 5 - West Baldwin Cumberland
1 0 0 0 Y Westbrook Cumberland
1 0 0 0 Y Westbrook Cumberland
0 Ol 1 1 - Westbrook Cumberland
1 0 0 2 - Westbrook Cumberland
1 0 0 2 - Westbrook Cumberland
0 0 1 0 Y Westbrook Cumberland
1 0 0 1 - Windham Cumber band
1 0 0 4 - East Wilton Franklin
1 0 0 2 - Farmington Franklin
0 0 1 2 - Farmington Franklin
1 0 0 2 - Farminglon Franklin
1 0 0 1 - Farmington Franklin
0 0 1 ] Y Strong Franklin
1 0 0 2 - Temple . Franklin
0 1 0 0 - Bar Harbor Hancock
1 0 0 1 - Bass Harbor - Hancock
1 0 0 3 - Ellsworth ' Hancock
) 0 0 2 - Ellsworlh "YLHancock
1 0 0 1 - Ellsworth Hancock
0 0 1 0 - Franklin ; Hancock
0 0 1 1 - Hancock %ancock
1 0 0 2 - Stonington ; ancock

Commenls

Living in a shelter
Living with relatives
Being evicted

Living with relatives
Living with relatives

Living with friends
Being evicted

Family voilence victims
Living with relatives
Facing eviction

Living in a truck
Facing eviction

Being evicted

Being evicted
Being evicted

Living with family
Living with relativen
Living wilh friends
Living with relatives
Living with relatives

Living with relatives
Have been evicted

Burn out victims

Living with friends

Living on the streets
Living with relatives
Living with friends

Living with relatives
Displaced due to separation
Living with family

Being evicted

Displaced due to separation




Family Struclure

® — Single —
Female Male Couple Kids P? Municipality County ] Comments
o
‘ 1 0 0 2 - Sullivan Hancock Living with relatives
. o 1 0 0 3 - Sullivan Hancock Facing eviction
I
1 0 0 1 - Surry Hancock Living with friends
1 0 0 2 - Surry Hancock Living in a camper
®
0 0 1 A - Trenlon Nancock Facing cviction
L J 1 0 0 1 - winter Harbor Hancock Living wibth relatives
® 1 0 0 2 - Augusta Kennebec Displaced due to separation
0 0 1 1 - Augusta Kennebec Being evicted
® 1 0 0 0 - Augusta Kennebec Living in a shelter
1 0 0 0 - Augusla Kennebec Living in a shelter
1 0 0 0 - Augusta Kennebec ’ Living in a shelter
® 1 0 0 1 - Augusta Kennebec Living with family
® 0 0 1 1 - Augusta Kennebec Living with relatives
1 0 0 2 - Augusta Kennebec Displaced due to separation
® 1 0 0 2 Y Augusta Kennebec Living with relatives
0 1 0 0 - Augusta Kennebec Living with relatives
® 1 0 0 2 - Augusta Kennebec Living with relatives
° 0 1 0 0 - Augusta Kennebec Burn out victim
1 0 0 0 Y Augusta Kennebec Living with relatives
® 0 1 0 0 - Augusta Kennebec Homeless - no shelter
1 0 0 2 - Augusta Kennebec Overcrowded conditions
[
0 1 [¢] 0 - Augusta Kennebec Living with relatives
0 1 0 0 - Augusta Kennebec Living in a shelter
[ J
1 8] (¢} 1 - Augusla Kennebeoc Burn oul victims
1 0 0 0 Y Augusta Kennebec Facing eviclion
® 1 0 0 3 - Augusta Kennebec Living with friends
0 0 1 0 - Augusta Kennebec Living with relatives
L J
1 0 0 0 Y Augusta Kennebec Living with relatives
® 0 0 1 0 - Augusta Kennebec Building has been condemned
1 0 0 1 Y Benton: Kennebec Living with relatives
® REIAR)
0 1 0 0 - Gardiner Kennebec Living in a vehicle
" I:.A'.,": ..‘.”. T} k‘.‘ L‘..'.‘v
® 0 0 1 2 Kennebec Living with relatives
1 0 0 2 Kennebéc Living with relatives




Family Structure

— Single —

Female Male Couple Kids P? Municipality County
1 0 0 2 t_ Gardiner Kennebec
0 0 1 0 - Gardiner Kennebec
1 0 0 1 - Gardiner Kennebec
1 0 0 1 - Litehfield Kennebec
1 §] 0 & Onliland Kennelieo
0 1 0 0 - Oakland Kennebec
1 0 0 1 - Oakland Kennebec
1 0 0 2 - Oakland Kennebec
1 0 0 1 - Pittston ""Kennebec
1 0 0 0 - Sidney Kennebec
0 0 1 2 - Vgésalboro Kennebec
1 0 0 0 - Waterville Kennebec
0 0 1 0 Y Waterville Kennebec
1 0 0 1 - Waterville Kennebec
1 0 0 2 - Waterville Kennebec
0 1 0 0 - Waterville Kennebec
1 0 0 1 - Waterville Kennebec
0 0 1 1 - Waterville Kennebec
0 0 1 2 - Waterville Kennebec
0 0 1 0 - Wayne Kennebec
1 0 0 0 - Weeks Mills Kennebec
1 0 O 2 Winslow Rennebeo
1 0 0 1 - Winslow Kenncbec
1 0 0 1 - Winthrop Kennebec
1 0 0 0 Y Winthrop Kennebec
0 0 1 2 - Camden Knox
1 0 0 2 - Lincolnville Knox
1 0 0 1 - Port Clyde Knox
1 0 0 0 - Rockland Knox
1 0 ¢ 1 - Rockliand Knox
2 0 0 5 Y Rockland Knox
2 0 0 2 - Rockland Knox

Comments

Living with friends . {
Illegal eviction

Living with relatives

Living with friends {
Living with velalives

Adolescent male - kicked out by
parents - living in the woods

Living with relatives
Possible mortgage default

Living with relatives
Displaced due to separation
Facing eviction

Living with friends

Living with friends

Living with friends
Living with relatives

Being evicted
Living with friends

Living in a shelter
Facing eviction

Living with friends
Being evicted

Living with velntiven
Displaced due Lo sepavralion

Living with friends
Living with relatives

Facing eviction
Displaced due to separation
Living with relatives

Living in a vehicle
Living with family

Facing eviction
Being evicted




Family Structure

— Single —

Female Male Couple Kids
0 1 0 1
0 0 1 1
1 0 0 3
1 0 0 0
1 0 0 1
0 0 1 1
1 0 0 1
1 0 0 2
0 0 1 2
0 0 1 2
1 0 0 2
0 0 1 1
1 0 0 3
1 0 0 1
0 1 0 3
1 0 0 1
0 0 1 0
1 0 0 3
1 0 0 2
1 0 0 1
0 0 1 1
1 0 0 1
0 0 1 4
0 0 1 0
1 0 .0 2
1 0 0 1
1 0 0 2
1 0 0 1
1 0 0 2
1 0 0 1
1 0 0 2

p?

Municipality County
Rockland Knox
Rockland Knox
Rock ) and Knox
Rockland Knox
Rockland Knox
Thomaston Knox
Thomaston Knox
Union Knox
Vinalhaven Knox
Washington Knox
Boothbay Lincoln
Damariscotta Lincoln
Damariscotta Lincoln
Damariscotta Lincoln
Dresden Lincoln
Jefferson Lincoln
Jefferson Lincoln
New Harbor Lincoln
Norlh Whitefield Lincoln
Waldoboro Lincoln
Waldoboro Lincoln
Warren Lincoln
Buckfield Oxford
Dixfield Oxford
Dixfield Oxford
Fryeburg Oxford
Frychury Oxflord
Fryeburg Oxford
Norway Oxford
Norway Oxford
Oxford Oxford

Comments

Living with
Living in a

Living in a

relatives

camper

Lent

Facing eviction
Being evicted

Living with

relatives

Facing eviction

Living with relatives

Living in a camper

Substandard housing

Being evicted

Being evicted

Facing eviction
Living with friends

Living with relatives

At risk due to separation

Being evicted

Living with relatives

Substandard housing -

condemned

Being evicled
Being evicted

Being evicted

Living with
Living with
Living with
Living with
Living with
Living with

Living with
Living with

Living with

relatives
relatives
relatives
relatives
friends

relatives

relatives
friends

relatives

building will be



Family Structure

—— Single —
Female Male Couple Kids P? Municipality County

1 0 0 1 - Oxford Oxford

0 0 1 1 Y Rumford Oxford

0 0 ! 3 - Rumlord Oxforvd

¢] 0 I 3 - RumCord Oxlford

1 0 0 1 - Sumner Oxford

1 0 0 1 Y Alton Penobscot
1 0 0 2 - Anon Penobscot
1 0 0 2 - Bangor Penobscot
1 0 0 2 - Bangor Penobscot
1 0 0 0 Y Bangor Penobscot
1 0 0 0 - Bangor Penobscot
1 0 0 2 - Bangor Penobscot
1 0 0 0 Y Bangor Penobscot
1 0 0 2 - Bangor Penobscot
0 0 1 2 - Bangor Penobscot
0 0 1 0 - Bangor Penobscot
0 0 1 1 - Brewer Penobscot
0 1 0 1 - Brewerv Penobscot
0 1 0 2 - Corinna Penobscot
0 0 1 0 - Dexter Penobscot
1 0 0 1 - Dexter Penobscot
1 0 0 3 - Dixmonl Penobscol
i 0 0 3 - Disxmonl Penobscol.
0 0 1 2 - Fasl Corrinth Penobscol
0 0 1 0 Y Eddington Penobscot
1 0 0 1 - Eddington Penobscot
0 0 1 4 - Exeter Penobscot
1 0 0 1 - Greenbush Penobscot
1 0 0 0 Y HHowland Penobscot
0 0 1 0 - Lincoln Penobscot
1 0 0 2 - Medway . Penobscot
1 0 0 1 - Medway ‘Penobscot
1 0 0 2 - 0ld Town Penobscot
1 0 0 2 - 0ld Town Penobscot
1 0 0 2 - 01ld Town Penobscot

Comments

Living with friends

Living with relatives
Living in a summer rental
Being evicted

Displaced due Lo separalion
Living with friends

Living in a motel

Displaced due to separation
Living with relatives
Living in a shelter
Building has been condemned
Living in a shelter

Living with friends

Living in a shelter

Facing eviction
Living in a garage

Living in a house which has been
condemned

Living with relatives
Facing eviction

Being evicted

Burn out victim

Displaced due to separaltion
Displaced due Lo separation

Living with relatives
Living in a tent

Living in a tent

Living with friends

Living with relatives
Living in a car

Building is being condemned

Displaced due to separation
Living with relatives

Family violence viclims
Displaced due to separation
Family violence viclims



Family Structure

— Single —

Female Male Couple Kids
0 0 1 6
0 0 1 2
0 1 0 0
1 0 0 2
1 0 0 3
1 0 0 0
0 0 1 0
1 0 0 2
1 0 0 0
1 0 0 2
1 0 0 1
0 1 0 0
1 0 0 2
0 0 1 1
1 0 0 2
1 0 0 1
0 0 1 2
0 0 1 4
0 0 1 1
0 1 0 0
1 0 0 0
0 0 1 3
1 0 0 0
1 0 0 0
0 1 0 0
1 0 0 4
1 0 0 i
1 0 0 1
0 1 Q 0
1 0 0 1
] 0 0 P4

P?

Municipality County
01ld Town Penobscot
Orono Penobscot
Orono Penobscot
Dover Piscataquis

NDover-Foxcroflt
Bath
Rath

Bath
Bath

Bowdoin
Bowdoin

Bowdo inham
Richmond
Richmond

Topsham
Topsham

Anson
Anson

Canaan

Fairfield
Fairfield
Harmony
Hartland
Madison
Pittsfield
Skowhegan
Skowhegan
Skowhegan
Skowhegan

Skowhegan
Skowhegan

Piscataquis
Sagadahoc
Sagadahoc

Sagadahoc
Sagadahoc

Sagadahoc
Sagadahoc

Sagadahoc
Sagadahoc
Sagadahoc

Sagadahoc
Sagadahoc

Somerset
Somerset

Somerset

Somerset
Somerset
Somerset
Somerset
Somerset
Somerset
Somerset
Somersel
Somerset
Someract

Somersel

Somervoel

Comments

Being evicted
Living in a camper
Living with friends
Being evicted
Living with f{riends
Homeless

Facing eviction

Living with friends
Homeless - has no shelter

Being evicted
Being evicted

Living in his car
Facing eviction
Being evicted

Being evicted
Living with relatives

Being evicted
Living with friends

Landlord has sold the house they are

renting

Living in substandard housing
Family violence victim
Living in a tent

Living with friends

Living with relatives
Living on the streets
Living with relatives
Displaced due to separation
Living with relatives
Living in n ocnr

Living wilth tfriends
Living in n holel




Family Structure

—— Single —

Female Male Couple Kids
0 0 1 2
0 0 1 4
1 0 0 1
0 1 0 0
0 1 0 0
1 0 0 2
0 1 0 0
1 0 0 1
1 0 0 3
1 0 0 1
1 0 0 2
1 0 0 3
0 0 ) R
0 0 1 4
1 0 0 2
0 1 0 0
1 0 0 1
0 1 0 0
1 0 0 2
1 0 0 1
1 0 0 3
0 0 1 2
1 0 0 1
1 0 0 1
1 0 0 2
1 0 0 2
0 0 1 0
0 1 0 0
0 0 1 1
0 0 1 0

P?

¥

%

Municipality

County

Skowhegan
Skowhegan

Starks

Belfast
Belfast

Belfast
Belfast

Belfast
Belfast

Brooks
Morrill
Searsmont.
Senrsmonl
Searsport
Searsport
Thorndike
Unity
Unity

Unity
Unity

Winterport
Winterport
Winterport
Addison
Calais
Dennysville
East Machias
Eastport
Lubec

Milbridge

Somerset
Somerset

Somerset

Waldo
Waldo

Waldo
Waldo

Waldo
Waldo

Waldo
Waldo
Waldo
Waldo
Waldo
Waldo
Waldo
Waldo
Waldo

Waldo
Waldo

Waldo
Waldo
Waldo
Washington
Washinglon
Washington
Washington
Washington
Washington

Washington

Comments

Living in a tent
Living with friends

Living with relatives

Living with friends
Being evicted

Displaced due to separation
Homeless - no shelter

Living with friends
Living with relatives

Living with family

Living with relatives
Displaced due to separation
Living in n camper

Living wilh friends

Living with relatives
Living in an automobile
Living with relatives
Living on the street

Being evicted
Living with friends

Living with friends

Living with relatives
Facing eviction

Displaced due to separation
Being evicted

Living with friends

Vacating unit due to severe harassment

Being evicted
Living with family

Living in a Llent

AR e { R M—




Family

SLruebure

— Single —

Female Male Couple Kids Municipality County
1 0 0 2 Milbridge Washington
0 0 1 1 Princeton Washington
1 0 0 0 Woodland Washington
1 0 0 2 Biddelord York
1 0 0 1 ‘Biddeclord York
1 0 0 0 Biddeford York
0 1 0 0 Biddeford York
0 1 0 1 Biddeford York
1 0 0 1 Buxton York
1 0 0 2 Hollis York
1 0 0 2 Kennebunk York
1 0 0 2 Kennebunk York
1 0 0 2 Kennebunk York
0 1 0 0 Kennebunkport York
0 1 0_ 0 Kittery York
1 s} 4] ] Old Ovehnrd Dench York
1 0 0 2 0l1d Orchard Beach York
0 0 1 2 0ld Orchard Beach York
1 0 0 0 01d Orchard Beach York
0 0 1 0 01d Orchard Beach York
0 1 0 0 Parsonsfield York
0 1 0 0 Saco York
1 0 0 1 Saco York
1 0 0 1 Saco York
1 0 0 1 Saco York
1 0 0 1 Sanford York
0 0 1 2 Sanford York
1 0 0 1 Sanford York
1 0 0 5 Sanford York
1 0 0 1 Sanford York
1 0 0 1 Sanford York
1 0 0 2 Sanford York
1 0 0 2 Sanford York
0 0 1 2 Sanford York
1 0 0 2 Sanford York

Comments

Rental unit being renovated into

commercial rental

Living with
Living with

Living with
Living with

Her parents-

Living in a

relatives
family

relatives
relatives

have thrown her out

car

Being evicted

Living with

Living with

relatives

relatives

Ownership default
Being evicted
Being evicted

Being evicted

Facing eviction

Living wilh

relal ives

Facing eviclion

Living in a summer rental

Living with

Living with

Building has been condemned

relatives

friends

Run away youth

Living with

relatives

Facing eviction
Facing eviction

Living with

relatives

Being evicted

Facing eviction

Living in a
Living with
Living with

Going through eviction

Living with

shelter
relatives
relatives

relatives

Being evicted

Living wilh

relatives



Family Stlructure

— Single —
Female Male Couple Kids P? Municipality County Comments
0 0 1 0 Y Sanford York Facing eviction
0 0 1 2 - South Berwick York Facing eviction
0 0 1 3 Y South Berwick York Living with relatives
1 0 0 1 - Waterboro York Living with friends
1 0 0 1 - Waterboro York Being evicted
0 0 1 2 - Wells York Foreclosure of home
0 0 i 0 - Welln York ) lLiving with f{riends
1 2 - Wells York Living with relatlives
0 0 1 2 - West Lebanon York Facing eviction
1 0 0 1 - Anon Anonymous "Living with relatives
1 0 0 6 - Anon Aponymous Ownership default
1 0 0 2 - Anon Anonymous Living with relatives
0 1 0 0 - Anon Anonymous Living with relatives
1 0 0 0 - Anon Anonymous Living in a shelter
1 0 0 0 - Anon Anonymous Living with relatives
208 41 85 334 Total AT RISK Calls This Report
208 41 170 419 Total Adults Involved

489 Total Children Involved




HOMELESS AND UNDER-HOUSED

DUPL ICATION/OVERLAP

One of the problems facing homeless individuals is that the existing service delivery system provides services to
individuals based on "problem categories™. Many homeless people do not fit neatly into some of these problem
categories. Homelessness needs to be addressed from the perspective of the individual. Otherwise, the
eligibility and service restrictions that are part of many public and private programs present barriers to the
homel ess person.

EMERGING ISSUES

The Department of Human Services is concerned about the increasing numbers of people who are homeless in Maine.
"Hands on" crisis oriented services T1ike shelters and/or soup kitchens are often associated as the main area of
assistance required by homeless people. However, even though homelessness is manifested by lack of safe shelter,
the root causes of homelessness relate to multiple factors requiring multiple and flexible solutions to the
problem. A concentrated effort reeds to be made to provide services to people who are potentially homeless to
reduce the need for crisis services, and then to provide remedial programs to assist people who are in short term
shelters to be able to move into home-T1ike environments. Homeless individuals need all of the existing services
available to other people, such as full employment, safe housing, access to health and mental health services,
education and access to transportation services.

NUMBER 1 CHANGE

The number one change I would make is that I would not allow children under the age of 16 to be homeless or on the
streets. I would provide family or treatment options for those children on a voluntary basis. If those services

were not accepted, I would place the children in an appropriate treatment program even though it may be against
their will.
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Lynn Wachtel

ohn R. MceKernan, Jr. Vac
o Commissioner

Governor

Department Leonard Dow
Director of

of L
Community Developpruent

ECONOMIC AND COMMUNITY DEVELOPMENT
OFFICE OF COMMUNITY DEVELOPMENT

March 25, 1991

Governor John R. McKernan, Jr.
Members of the 115th Legislature

Dear Governor McKernan, Members of the 115th Legislature:

The following report," by Sundown", is the result of the
Maine Interagency Task Force on Homelessness and Housing
Opportunities effort to define and find solutions to the
problems facing people who are homeless or at risk of
becoming homeless. It includes the identification of
existing services, and the recognition of gaps that exist in
those services. :

This report is the initial step in finding solutions that
will move us toward ending the tragedy of homelessness.
Because the problems leading to homelessness and the
complex needs of people who are homeless cut across

so many agencies in the public and private sector,

the Interagency Task Force believes that ideally

it should transition into a board or similar body having staff
support and a small grants program. However, it recognizes
that in light of current economic conditions and budget
constraints, this may not be possible at this time.

With the understanding that the Task Force will have
limited time and resources available, it feels that it

can continue to address some gaps in services through
better coordination. 1In Addition, it believes it can
continue to disseminate information relative to programs
under the federal Stewart B. McKinney Homeless Programs.
The Task Force chairperson can continue to act as the point
person in facilitating technical assistance inquiries with
appropriate Task Force members.

State House Station 130, Augusta Maine 04333 — Offices Located ar 219 Capitol Street
Telephone (207) 289-6800



The Interagency Task Force has asked me to extend their

appreciation to you, Governor McKernan and the members of the

Legislature, for recognizing this problem and for your

commitment to finding solutions toward ending homelessness in
Maine.

The Task Force was moved by what it learned in talking to
people that are homeless as well as those trying to help our
less fortunate citizens. They, and so many others gave
willingly of their time and interest to assist this
initiative. This report would not have been possible without
the cooperation and assistance the Task Force received from
numerous sources. To all those who contributed, the Task
Force is most appreciative.

Lastly, the members of the Task Force, working together,
contributed an exceptional amount of time and effort to this
initiative. Each participant should be commended for their
continuing dedication and commitment.

Sincerely,

ek R Dol

R. Marshall
Chairperson
Interagency Task Force
on Homelessness and
Housing Opportunities
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HOMELESS

Tommy

Tommy is a 17-year-old with behavioral problems due to a
stroke at age 15.

Tommy’s behavior did not improve after two years of
counseling. Although Tommy had not finished high school, he
no longer attended. There was no transportation and a full
day was too much for him. Tommy’s family could no longer cope€
with his behavior as he pecame more difficult and started to
abuse substances. .

The family asked to have him psychologically evaluated and he
was deemed not at risk of suicide or becoming violent;
therefore, able to continue to live at home.

At that point Tommy'’s father gave the family a choice, either
he leave or Tommy leave. The family took Tommy to an

emergency shelter and signed him in. Stays at the shelter are
1imited to three weeks.

Tommy was abandoned by his family. The caseworker began
contacting different agencies to obtain services: housing,
food, funding, rehabilitation, etc.

After finding most facilities filled, he pieced together a
plan. Because the caseworker was under time constraints and
had a heavy case load, he was unable to jinvestigate all the
programs and services that might be available.

Tommy is 17, therefore, he does not qualify for most programs
which are designed for adults. Social Security is available,
put it can take up to eight weeks before a check arrives.

Food stamps are not available without an address. Tommy does

not qualify for protective services for children because he
has not been abused; just abandoned.

Ken

Ken is a 22-year-old male diagnosed by the State Mental Health
Institute as brain-damaged from chronic substance abuse and by
the Community Mental Health Center as paranoid schizophrenic.
He has been convicted of unlawful sexual contact with a minor
and has been placed on probation. He receives a monthly
Social Security check because of his disability. He is
homeless. ’ :




The Tri-County Intensive Case Management Program has been
working with Ken Trying to find him a Place to stay, keep him
o°n medication, and in treatment. He has been treated at
Jackson Brook Institute and at the Augusta Mental Health
Institute. He’s gone to jail because he did not comply with
the conditions of his probation: engaging in treatment.

The Court has worked with the Mental Health Case Manager and
his Probation Officer to mandate the treatment he needs; both
mental health and substance abuse.

When he’s not been in residential treatment or jail, the
intensive case manager, probation officer, and an Area Vv

housing arrangement; with his parents, his sister, in his own
apartment, at the YMCA. He does well for a few days, gets
into drinking or drugs, spends all of his money, gets violent,
and is moved to an inpatient unit or jail. He usually stays
there for a short time, a few days to a week, and is ‘
discharged. When discharged, he has no money for food,
housing, or Clothing, and even if he did, no one wants him
around because of his violent behavior, The cycles are

Joe and Sally

Joe and Sally are new to the problem of being homeless. They
are self-conscious and keep apologizing for their problem.

Joe and Sally owned their own construction company and were on
top of the world one year ago. Now they have gone through
bankruptcy and are homeless.

Joe’s brother and his family in one 9’x 10 room. Then they
moved into a partially completed shell of a house; all that
was left after the bankruptcy.

could not stay in the shell any longer. They had tried
everything they could to survive on their own. They were
Scared, tired, and didn’t know where to turn. Luckily someone
brought them to Rural Community Action Ministry (RCAM) in
Leeds and again luckily, a family had just moved out of one of
their two family shelters. Joe and Sally, with the four
children moved into the trailer and now have a warm Place, at
least for awhile. They transported the children to the site
of the house under construction so their education would not
be interrupted while the house was being built.



Jane

Jane and her three children were living in an old shack which
she inherited from her mother. The temperature outside was
ten degrees; the temperature inside only thirty degrees. The
children, two boys, ages 9 and 3 are both blind, and an 8 year
old daughter, were inside, cold and tired.

Jane has some wood, put it was green and not burning well.
There was no running water in the shack. The odor from the
overused chemical toilet was very strong. A representative
from Rural Community Action Ministries had been there before.
RCAM had helped keep the shack standing for the past ten
years, but this situation was the worst it had ever been.
Although Jane did not want to leave her home, she agreed to
move into RCAM’s family shelter for the winter months. Since
the shelter was located in her hometown, the children’s
education continued without interruption.

Jane is typical of the struggling single parent family in
Maine. She spends her meager funds wisely and survives with
as little as possible; she cannot afford more. RCAM, in
cooperation with community Concept’s community Action Agency,
and Maine State Housing, will help get a trailer and a new
well. But she is still in constant debt with medical bills
for her children. In addition, transportation costs are very
difficult for her but necessary, as the children must go into
the city for treatment. Jane has no car and there is no
regular transportation from Ler rural area. She is constantly
in debt and in need of help.




FINDINGS

These cases were presented to the Task Force when, as part of
a pilot project, members met with service providers and
interested persons in Leeds and Lewiston. The Task Force
wanted to learn about the extent of homelessness, the services
available, problems encountered, and possible solutions.
Members of the Task Force represent seven state agencies as
well as several non-state agencies. Together, they had a
wealth of information they could share with pPeople struggling
with finding the right service, at the right place, at the
right time for clients on their caseloads threatened with

The Task Force learned about a number of shelter facilities in
urban areas. 1In Lewiston, there is a shelter for homeless
men, another for alcoholic men, and one for adolescents.

There is also a shelter for battered women, with or without
children. A respite care unit is available on a limited basis
for mentally ill adults suffering relapses. In Leeds the Rural
Community Action Ministries, which serves 12 rural towns, has
two trailers which can house families for up to three months.

Vacant apartments abound in substandard buildings in Lewiston,
Costs for housing that meets even minimal standards is often
beyond the financial means of those existing on sST or AFDC or
even those working for minimum wage. Adequate, vacant housing
stock in the rural areas is almost non-existent. Trailers or
mobile homes have been patched and "winterizeq" to provide
basic, although unsafe, housing for some. Hand-built homes
Created over several generations often provide the only
"affordable" housing.

across the nation, but homelessness can not be seen in Leeds,
People in rural areas move in with friends, neighbors, or
relatives, and stay as long as they can; they move on to other
homes unless they are fortunate enough to find a shack they
can "fix up a little."

Lewiston and Leeds represent only two areas of the state; one
urban and one rural. Each has its own character, population
mix, and economic conditions. But the Task Force believed
that the problems of people without homes in other urban areas
are similar to those who live in Lewiston, and that those in

rural areas would experience many pProblems similar to those



without homes in Leeds.

For those who are homeless, the need for financial assistance
is paramount and immediate. Sources of help are limited.
often, specific criteria must be met pefore help is available.
Many applications take weeks to process.

General assistance is administered by local municipalities
using local funds and state tax dollars. This program has the
most flexibility to help people who are threatened with losing
their homes or those who have already lost them. Eligibility
is based on need, people do not have to prove they fit into a
certain category before applying for assistance. Youth under
18, although eligible for services on their own, often must
prove they are emancipated or indicate that they are abused in

some way by their parents before receiving assistance.

The general assistance program provides security deposits,
help with rent or food, emergency shelter, and utility
payments. But, especially for small towns, there is little
information about existing services and rarely enough
personnel to do more than provide funds to meet the
applicant’s request. There’s never enough money to meet all
the applicants’ needs.

AFDC or Aid to Families with Dependent Children is limited to
the provision of funds egqual to 50% of the nation’s poverty
level, and is available only to families headed by single
parents. The program contains a component that provides
additional funds to meet emergencies, such as broken heating
or plumbing systems, evictions, disconnection of utilities, or
any crisis or disaster that may threaten families’ basic
needs. The program is 1imited to one payment of no more than
$500 per year per family. Supplemental Security Income
provides a monthly payment to persons with disabilities and
l1imited or no other income. The application process is
lengthy and requires extensive documentation of income and
disability.

Food Stamps help families and individuals who have a mailing
address; people living on the streets, in cars, or in shelters
may have no address. The federally-funded Women, Infant, and
children’s (WIC) program provides vouchers for nutrition
supplements, such as milk and fruit juice to women with small

children. Specific eligibility criteria limits this service
to a relatively small group of people.

community Action Programs (CAP’S) administer several programs
funded by the state and federal governments including the Home
Energy Assistance Program (HEAP) , that provides a benefit to
assist in paying winter heating bills. Benefits range from
about $250 to $400 for the heating season depending on the
area of the State and other factors. Because funding is




limited and the cost of fuel is high, the HEAP benefit often
pays only a small portion of a household’s total energy costs.
Currently, while every eligible person who applies for a
benefit receives one, there are many eligible people who do
not apply.

CAP’s also provide help with énergy emergencies,
weatherization activities, and furnace repair. CAPs
administer the Temporary Emergency Food Assistance Program
(TEFAP) and help with local food banks. Food banks, soup
kitchens, and shelters also can apply to receive food
commodities directly from the State.

Cap agencies and three other non-profit agencies operate
Headstart programs. Children of families without homes
receive high priority. However, even with increasing funds the
Program can serve only about 30% of the eligible children.

Local civic and religious organizations may help families
facing the prospect of homelessness with food, clothing,
shelter, and other needs; but few have sufficient resources to
meet all the basic needs.

Job training employment can pPlay an important role in breaking
the cycle of homelessness. Unfortunately, many agency
representatives and others who spoke at the Task Force

program, which provides the greatest hope for individuals
receiving welfare benefits may have waiting periods of over
two years in some areas. This program combines education, job
training and supportive services to assist individuals,

:

including those without homes to achieve self-sufficiency.

is just these factors that place people at great risk of
serious illnesses, especially communicable diseases such as
tuberculosis, hepatitis, bacterial and viral infections, as
well as anemia, or chronic respiratory conditions.
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People living in shelters rarely have access to regular health
care services. Emergency rooms are frequently the only source
of care. General assistance pays for emergency care at
Medicaid rates. Although most who lose their homes may be
eligible for Medicaid and/or SSI benefits, many do not apply.
In some cases, there are outpatient clinic services,
well-child clinics, or community health centers available to
people without homes. Children in shelters often have not
received recommended immunizations and, therefore, are at high
risk for vaccine preventable diseases. Additional risks for
these children include exposure to tuberculosis and HIV
infection.

Good health depends on the ability to pay for health care with
insurance or other funds. Without good health people can not
work and provide food and shelter for themselves and their
families. Those most at risk of homelessness, because of lack
of adequate health care include teens, especially pregnant or
parenting teens; families whose employers provide no insurance
benefits or who rely on unemployment benefits; families who
have high medical costs due to chronic illnesses or children
with developmental abnormalities.

People will not use the system unless they are treated as
individuals, without discrimination. In addition, completing
applications and complying with all requirements present
obstacles unless there is someone available to help.

Individuals with mental illness may access a variety or
services including emergency/crisis services, case management,
inpatient and outpatient, treatment, residential, supportive
housing and vocational services. However, availability of
these services throughout the state is uneven and not always
accessible to people who are homeless and mentally ill. The
Department of Mental Health and Mental Retardation is
committed to the development of a comprehensive mental health
system which makes sure that each person’s needs are met
within an individual’s community, to the maximum extent
possible.

The need for appropriate services to people who are mentally
i1l has caused considerable concern during the course of the
Task Force’s deliberations. This concern has heightened with
the recent AMHI Consent Decree, which directs the development
of the aforementioned comprehensive mental health system. It
also requires that quality care be provided at AMHI and that
there be fewer residents at AMHI as services are developed.
Concern has been expressed about patients being returned to
the community who are not able to live independently and
whether community resources will, in fact, be available to
meet their needs. Homeless shelters have reported serving
people who have more serious mental illness.



A wide range of services are available for children including
primary prevention, child development, family support, health
services, foster care, out-of-home Placements, treatment and
child protection. However, access to these services is
limited and many programs are only able to address part of the
child’s needs. Rarely is the entire fabric of a child’s 1life
taken into consideration with enough care to ensure supportive
services are available at any given time and throughout the
various transitions of a child’s life.

Support services for those in need are limited in urban areas
and rarely available in rural Maine, even when affordable
housing is located. Transportation is a major problem.

Without it, health care, day care, and working becomes
difficult or impossible. Transportation is an important
factor; with no job or a low paying job, the purchase and
maintenance of reliable transportation becomes a drain on
already limited resources. Some Transportation services are
available statewide, but those services are usually limited to
either specific client groups or for special purposes.

The Task Force found that in some cases the loss of housing is
attributable to specific illnesses or problems. Large
proportions of people in shelters were substance abusers,
mentally ill, or both. In other cases, especially for women
and children, they simply did not have the means, or the
skills to support a household. Underemployment and the lack
of well-paying jobs or job training drastically limits what
people can pay for housing in rural areas. And, in all cases,
the loss of a place to call home is connected with a loss of
identity, a factor to a sense of hopelessness.

In other cases, the problem is simply a lack of affordable
housing. The Task Force found that even though urban areas
often had high housing vacancy rates, residential units were
not affordable, because of the requirement of first and last
month rent deposits. At times the cost of rental units may
exceed a family’s total income. Two adults working,
part-time, at minimum wage, can not afford to pay average rent
cost, a security deposit, as well as pay for utilities, fuel,
food, clothing, and medical insurance.

There are more than 2100 Section 8 tenant-~based Certificates
and Vouchers available through Maine State Housing Authority
and substantially more which are available through local
public housing authorities. However, Maine State Housing
Authority reports three thousand households currently on a
waiting list for section 8 housing, with some of these
households on the waiting list for a period of two years.

Another problem is landlords often are reluctant to renting to
people discharged from mental health institutes, women who are



battered, single parents, and teenagers. They are fearful
that those in these groups might cause damage to units, harm
other tenants, or that partners of battered women will return.
Finally, they all fear non-payment or late rental payments.

In rural areas, rental and permanent housing simply does not
exist. Use of pre-1976 trailers, which are low cost, are
often available, but are unsafe and a danger to the family.
The purchase cost of a home in Maine has usually been beyond
reach or a remote possibility for families on a fixed income.
While the Task Force feels much has been accomplished in
addressing the need for affordable housing, continued
development of creative housing programs must remain a high
priority.

The Task Force found teenagers, including teen parents, who
lack safe, secure housing because they either do not qualify
for assistance or processing applications for assistance takes
too much time. Often they end up on the streets, using or
selling drugs; prostitution may become a way of life for many
of these teens. Survival on a day-to-day basis for teen
parents allows little time for bonding and developing
parenting skills, continuing education, or job training. Such
deficits can lead child abuse, substance abuse, and neglect or

abandonment of the children.

The Task Force compiled a listing of specific groups of people
needing special or additional assistance when faced with the
reality of homelessness:

- Adolescents

- Adults who abuse substances

- Adults with mental illness

- Single women

- Women with children

- Adolescents with children

- Families with underemployed wage-earners
- Wwomen who are abused

- People with AIDS/HIV infection
- Migrant Workers

- Elderly Persons

Although each of these groups required specific clusters of
services and a particular approach, the Task Force learned
that people did not easily fit into these neat, distinct
categories.

In fact, individuals frequently fit into several categories.
Getting the services to people facing homelessness often
required overcoming a series of obstacles.

The Task Force found time and time again that in order to
qualify for particular services people needed to fit into



narrowly defined program guidelines, both in emergencies or
when trying to become self-sufficient. Frequently people in
need find they are the wrong age, the wrong sex, have the
wrong illness, or the wrong problem to qualify for available
assistance.

The Task Force realized that to address homelessness, the
needs of the individuals must be looked at and programs
developed to fit their needs, not fit individuals in the
Present "boxes" to get them basic needed services. A system
is needed that is client-centered rather than problem or
service oriented.

The Task Force found a lack of knowledge about many services
that are available through state and federal agencies and more
importantly within their own communities. Communities were
often unfamiliar with the services or specific requirements
for accessing them Funding sources often were not applied
for, again, because the community, the agency, or the
individual was unaware of the availability, or lack the
resources (time, money, expertise) to pursue them.

The Task Force became aware that local groups had been formed
to assess the extent of the homeless problem and develop
strategies to deal with it. Yet, the Task Force was unaware
of the extent of these efforts as were some of the service and
shelter providers in the areas bring assessed.

Communication or the lack or it, in both rural and urban areas
is a serious obstacle to solving the problem of homelessness.
Housing development groups, liaisons from mental health
institutions, and service providers need to talk with each
other about how they can help each other. Landlords might
accept more "risky" tenants if they understood the needs of
women, teens, and people discharged from mental health
facilities. Landlords should feel that help will be provided,
if they respond to the housing needs of these populations.

Creative financing for construction of affordable housing by
both profit and non-profit developers needs to be encouraged,
especially in rural areas. The identification of a lead
resource in each community needs to be established. Unsafe
trailers have to be replaced with sound, safe housing.

Just as the Task Force found a lack of services and shelter
for the teenagers who are neglected, there was a strong
indication that the same holds true for single women. Women
who become homeless do not fit in the correct "boxes". Little
is out there to help them. While there seems to be sufficient
shelter beds throughout the state; few are available to
women. The same holds true for women with children. Very
little emergency and long-term shelter is provided for this
group.
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The present service system cannot cope effectively with people
who present multiple problems. People are in unsafe,
inadequate shelter, or have no shelter, while state and
federal statutes, policies, regqulations standards, and
resource limitations result in providing services by
categories, such as mental illness, alcohol or drug abuse.

Perhaps more than anything else, the Task Force learned that
providing houses for people without homes did not necessarily
solve the problem of homelessness. As there are many reasons
for losing a home or for being without a home - unemployment,
poor health, substance abuse, mental illness - there are as
many service needs to address the problems. The loss of a
home is always accompanied by the need for associated
services: food, clothing, health care, transportation, child
care, continued education for the children, and employment.
Provision of services to address these identified problems can
not simply be imposed on an individual or family without
coordination by the providers.

The Task Force found many more issues and concerns expressed
during our visits, such as the AMHI consent decree and what
this means communities, federal and state regulations that
require changes to respond to homelessness, lack of day care,
affordable health care, and many more. The case histories at
the beginning of this report illustrate a number of issues and
problems facing people without homes or those fearing loss of
their homes. They also identify problems with the

system that need to be overcome before the problem of
homelessness can be solved.

Tommy's caseworker didn’t know all the services that might
help Tommy or how to access some other services. The present
service system does not recognize adolescents’ needs for safe
and decent housing when abandoned by their parents.

Ken’s dual diagnoses of mental illness and substance abuse
presents a particularly troublesome problem. Historically the
treatment methods have been based on different philosophies;
in fact, diametrically opposing philosophies, which do not
allow for the two conditions to be diagnosed in one person.

To say that the Task Force found lack of coordination of
services in this case is an understatement. There was every
effort to coordinate, but there was no basis on which the
services could be coordinated.

The homeless condition of Ken was not caused by a lack of
housing or even by lack of funds to provide housing. It was
the combined problems of violence and unacceptable behavior
brought on by abusing substances and not taking his medication
for his mental illness.
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Joe and Sally are typical example of a new group of people
faced with homelessness. Because they have gone through
bankruptcy, they have no credit, no jobs, and no shelter. The
local community group, Rural Community Action Ministries’
Director, who serves on the Interagency Task Force, is very
aware of programs and services to help Joe and Sally. RCaM
took advantage of a grant program through MSHA and loaned the
family enough money to finish their home. Because the family
was able to provide transportation, the children were able to
continue school uninterrupted. Joe and Sally found good jobs,
and the whole family is well on their way to putting their

lives back together.

Jane has safe temporary housing and with coordination by RCAM,
MSHA, and the community action agency, Jane will get a trailer
and new well in the spring. Since the shelter is located in
the same town, the children’s education continues
uninterrupted. However, many more services need to

be coordinated before Jane can meet the basic needs of her
family, and stave off the threat of homelessness.
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RECOMMENDATIONS

COLLABORATION

Members of the Task Force in its struggle to develop means for
dealing with the multiple and overlapping problems associated
with homelessness agreed that they needed to identify the
~values that would underlie their recommendations.

"Every person in Maine has a right to decent and safe
housing by sundown".

That value was adopted by the Task Force after completing the
pilot project in Lewiston and Leeds. It’s the bottom-line.
Much needs to be done to develop affordable housing, to
coordinate services to people threatened by homelessness, and
to help people move into permanent housing arrangements. In
light of the downturn of the economy and the dim prospects for
immediate improvement, the very least that needs to be done is
to assure that every person in Maine has or is offered shelter
by sundown - every night.

The Task Force also recognizes that as the public budgets
shrink in response to the general economic downturn, the
number of people, adults and children, requesting shelter
during 1991 will increase dramatically.

"If you don’t get any help, call me back."

The Task Force heard repeatedly that people facing
homelessness, or those trying to help, often did not know
where to go. Anyone looking for assistance should be able to
get some help from the first agency contacted. Often times,,
even though that agency can not directly help, staff know of
people or agencies that might be able to help. Giving that
information could solve the problem. The Task Force would
like to see all agencies that provide services to people
currently without homes, or in imminent danger of losing their
homes, accept responsibility for assisting and advocating on
their behalf, until help or shelter is obtained.

In other words, the agency, even if it only has information,
can ask a caller to "call me back" if they don’t get the help
they need; the implied promise is to stay with them, advocate,
or get more information until help is found.

"People’s needs should drive the services;
not the funding sources."

People facing homelessness don’t fit into the neat,
categorical funding streams developed by state and federal
legislatures and bureaucracies. Some suffer from mental
illness; some have substance abuse problems; some have both.
There are families with children and children without family.
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Women leave abusive homes with no place to go. Young women
who are pregnant can not remain with their families. Many
have no job skills or worse no high school education. Health
care my be needed, but access requires insurance or money.

Each situation requires a different set of services to meet a
different set of needs. There needs to be a way that a
package of services can be developed to meet the immediate
needs of people facing homelessness without finding the proper
"box" of an eligibility category.

RECOMMENDATION: »
1. The people of the State of Maine should accept these
value statements as set out by the Task Force.

The issue of homelessness cannot be addressed by any one
agency at any one level of government. Public officials at
the local level see people in their offices facing the reality
or prospect of losing their homes, but have few resources to
provide living arrangements or access other services needed to
obtain or maintain a home. They have limited knowledge of
various potential resources available or how to access

them. On the other hand, agencies at the state level may have
selected services for a targeted group of people, but little
to assist them in keeping their homes.

The number and types of services needed vary widely.
Specialized treatment philosophies control the delivery of
many services. With all of these variables it is imperative
that services to people facing homelessness need to be
developed and delivered within a collaborative environment.
To establish such an environment, the Task Force recommends
that:

RECOMMENDATION: }

2. The Interagency Task Force on Homelessness and Housing
Opportunities should be transjtion into a Board or
similar body, the major function of which should be to
support the development and maintenance of communjity

eo W

groups organized to help people without homes or in
danger of losing them. Members of the Board should

represent state agencies and the private sector, similar
to the representation of the existing task force.
Sufficient staff support will be needed to carry out the
functions of the Board.

Local community groups should include community members
interested or involved in the problem of homelessness.
Members could include persons at the local level
responsible for administering General Assistance Funds
and representatives of social service agencies,
financial institutions, civic, religious organizations.

14



The Board would be responsible for the provision of
technical assistance to these local community groups.
The technical assistance would concentrate on accessing
funds and packaging multiple funding sources and
services to develop programs to meet local needs. It
would provide the opportunity for various members of
local groups and state groups to network with each
other, to share ideas and information, to develop
projects and programs, and to coordinate resources.

Technical assistance could be provided through the
Board’s staff in conjunction with a program of small
grants ($1-2,000) to stimulate the development of
planning groups, obtain professional assistance to
write grants to meet local needs, provide for needed
legal fees, or any other item to help local communities
grapple with the problems of homelessness.

Local community groups would work closely with the Board
and the Executive Director in all phases of improving
communications, advocacy, coordination, collaboration,
and capacity building.

The Board should also disseminate information about
programs, services and funding sources that will enable
groups to use existing services more effectively

and to capitalize on the use of existing services,
programs, and funds. Members of the State Board would
not only share information amongst themselves regarding
the development of new programs, changing rules and
regulations, they could also share that information with
the local community groups through the staff.

Another major function of the Board should be the review
(not as part of the approval process) of funding
applications related to services for people affected by
homelessness, program policies for their efforts on this
population, and coordination of services and programs
developed to serve people without homes. As a first
step the Board should review all applications for
Stewart B. McKinney funds, emanating from the State of
Maine.

Because of its role as reviewer, the Board would gather
a great deal of information about local and state
programs, therefore, it should also act as a
clearinghouse, providing information to individuals and
agencies interested in applying for McKinney or other
funds related to the issues of homelessness and
affordable housing.
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The Board should advocate within existing systems for
needs of people who are homeless. It could, through
review of all plans and reports produced by its agency
members, assure these reports address specific needs of
persons who are homeless regardless of the population
that are otherwise addressed in the reports.

Finally, in carrying out the responsibilities of this
Board the staff might intervene with state agencies or
local programs on behalf of persons facing homelessness,
who have been unsuccessful in obtaining critical
services. The staff would act as a contact or lifeline
to persons and providers in need of assistance.
Information obtained through these interventions would
be provided to the Board for development of a more
appropriate system response.

/ACCESS TO ARRAY OF SERVICES

The first step in responding to the issue of homelessness must
assure that existing emergency shelters remain in place.

These shelters most often run on a shoestring budget and rely
heavily on the voluntary efforts of local religious and civic
organizations and interested citizens. The hard work, donated
food and furniture has saved lives on cold winter nights. The
piece of legislation providing assistance to the shelters also
appropriated another $250,000 to assist people with

the payment of security deposits. The second step is
responding to homelessness is moving people from shelters to
rents, which usually requires the payment of a security
deposit. Therefore, the Task Force recommends that:

RECOMMENDATION:

3. he Legislature should continue to fund the
emergency shelters at the same levels
500,000 per annum and the securit eposit
fund at least at the current level of $250,000 per

nnum.

Once individuals and families end up in shelters a myriad of
services are needed beyond just getting into a rent. Many
families have no wage earner, and no means to pay for the
rent. Without jobs there is no health insurance and,
therefore, no health care. Children may have been moved out
of their school districts to go into the shelter. The Task
Force in keeping with its value of developing the services to
meet the needs of the people in the shelters would like to see
a variety of services available to people at the shelter.
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RECOMMENDATIONS:

4. The Department of Labor should wo close with the
staff in shelters, as well as with representatives of

ther service encies, suc S menta ealt enters

community Action Programs, Department of Human
Services, and city and town welfare programs to ensure
e provision of a variety of services neede or

eople threatened b omelessnes o_achieve
self-sufficiency.

5. Statuto changes to 20-A MRSA ubmitted to the 115th
islature by the Depa ent o catio to _assure
access to education for children and youth without homes
should be supported. These statutes protect the rights
of these children to ree d a opriate ation
regardless of residence, in accordance with the Stewart
B. McKinney Homeless Assistance Act, P.L. 100=77, Title

VII, Subtitle B.

6. ° Educational programs reqgarding the life situations of
people who are homeless need to be developed for health
care providers. These programs should include:

- Modification of immunization or physical
examination schedules to maximize the present
visit;

- Modifying medication or treatment schedules, with
a focus on on-site distribution of medication or
treatments;

- Objectively addressing the person’s health
condition as presented, including possibly more
advanced stages of diseases and infectious
conditions.

of particular concern to this Task Force is society’s response
to children and their caretakers (mostly women) who represent
the future as a society and are also its most vulnerable
members. While there are many services available to children
who are identified through a system such as education, mental
health, and human services, there is no comprehensive system
concerned about the basic shelter needs of children and
families, which can act as a conduit and catalyst to bring
together other service supports needed by individual children
to be safe and to receive care and nuturance to grow to
healthy adulthood. :
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RECOMMENDATION:

7. The Task Force recommends the thild serving svstem
include recognition and advocacy for basic shelter needs

The Task Force heard in particular about the needs of pPregnant
and parenting teens who find themselves without suitable
housing and support. The needs of teen parents transcend the
traditional boundaries of the educational, health delivery,
community and social service system. Teen parents bring
highly diverse backgrounds to the programs they may enter,
particularly with respect to previous work experience,
educational attainment, vocational aptitudes and interest,
physical and emotional health status, child care needs, and
overall life experience. It is safe to assume that the
knowledge, skills, and abilities that they possess in these
areas will be seriously deficient when related to age.

Because teen parents, by definition, are still children
themselves, with limited life experience, their needs in many
realms will frequently conflict with the needs of their young
children. Because of their limited (and many times
inappropriate) life experiences, teen parents require a great
deal of assistance in using existing services. To attain
meaningful success for teen parents often calls for a high
degree of collaboration between and among many programs.
Unfortunately, issues of confidentiality, mandated
eligibility, service definitions, focus of control, and
"territorial boundaries" frequently impede such collaboration.

The Task Force understands that currently there is an effort
entitled "Success for Teen Parents" involving state and local
representatives. The purpose of this effort is to use existing
state and local resources to encourage and help facilitate
Interagency case management, personal growth, access to health
services (physical and emotional), education, training, and
employment.

RECOMMENDATION: _ N
8. The Task Force recommends continued development of this
roject and an emphasis on service developme or

preganant and parenting teens.

While the Task Force explored the issues of homelessness,
members were also confronted with the problems presented by
persons who suffer from the effects of mental illness,
substance abuse, or both. Provision of housing to persons in
these categories will not alone solve the problem of
homelessness.
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The Task Force understands that the Department of Mental
Health distinguishes between housing services and residential
support services. The latter are oriented to enabling and
assisting adults with serious and persistent mental illness to
live successfully in the community. These programs are
structured and staffed with an integral treatment and/or
rehabilitation component. These programs also commonly have a
clinically-based screening for admission with staffing and
other structures appropriate to service-oriented environments.

Housing services operate as subsidize housing linked to
services. The consumers tenancy in the housing is not
conditioned on service considerations. While it is understood
that the majority of the AMHI Consent Decree class members
live independently, experience dictates that a large number of
class members, including many of those now institutionalized,
will require structured residential facilities. It is
anticipated that the assessments now underway will underscore
the need for such facilities to meet the downsizing
requirements in the Decree.

RECOMMENDATION:
9. This Task Force supports the DMHMR philosophy to develop

new _housing resources to "bring people home' and make it
possible for persons who have been institutionalized to

live in safe, decent, affordable housing in their own
chosen communities. Specifically, the Task Force

supports the development of a comprehensive community
mental health system fcr persons who are seriously

mentally ill that responds to individual needs including
those individuals who are homeless.

The Task Force heard the need for a responsive system for
people exhibiting difficult, challenging behavior. The issues
relating to people, who are not deemed to have a mental
illness (after screening) but who present challenging behavior
that puts their housing in jeopardy, need to be identified and
addressed. Research shows that behavior which appears to come
from mental illness may, in fact, be the result of substance
abuse. Symptoms of psychosis will frequently subside after a
short period (3 - 7 days) of detoxification and stabilization.

The Department of Mental Health and Mental Retardation has
developed a series of monographs on the issue of dual
disorders (mental illness and substance abuse). These
monographs provide information and guidance on strategies for
effective service delivery. This is particularly important,
given the "walls" that separate the two professional systems.
These walls include differences in historical development,
treatment philosophies ("support" vs. "enable"), funding
streams, and prescribed medications.
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RECOMMENDATION:

10. his Task Force supports cement uch more emphasis
in planning coordinatin fundin and delive of

bilanning coordinating, funding, and delivery of
services among mental health, substance abuse, and
homeless provider agencijes.

PREVENTION:

The Task Force found it extremely difficult to discuss the
issues of homelessness without also discussing various means
of prevention. It is not enough to come up with a coordinated
response with appropriate resources after a person or family
has lost a home. There were many areas where it seemed that
either simple solutions or complex responses were indeed
necessary to avoid losing an existing home.

Many people at risk of losing their homes live on the edge.

As long as things remain on an even keel these people can
retain their homes. However, even small events can become
major catastrophes eventually resulting in the loss of their
home. Many, although employed, work only part-time at minimum
wage. They do not receive fringe benefits such as health
insurance coverage. Any illness may threaten them with
homelessness. Transportation may present a major hurdle. If
the car, often an older model, breaks down, there is not
enough money to fix it. Without transportation there may be no
job.

RECOMMENDATIONS:

11. The Task Force recommends supporting those financial
assistance programs, which are qoi to be increasingl

critical in the current economic situation.

12. Establish advocac or women eens d people
ischarged from AMH with landlords. ecognize
andlords’ needs to feel that back- e wi e

provided if they respond to needs.

Just the fact that a child’s family does not have safe, decent
ongoing shelter puts a child at risk in many domains. Maine
has a national reputation for developing innovative,
collaborative programming for children in need. However,
continued categorical funding for children’s services causes
overburdened provider agencies to concentrate their creative
resources to find dollars - diverting valuable attention away
for the children in need.
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RECOMMENDATION:

13. This Task Ebrce recommends child sexrving agencies
provide the community with the capacity to meet
individual child needs.

The Governor’s Task Force to Improve Services for Maine’s
Children, Youth and Families and the President’s and Speaker’s
Blue Ribbon Commission on Children and Families are meeting to
address the broad range of children’s services. Also, The
Department of Mental Health and Mental Retardation is working
on an initiative which can build an array of services for
school-aged children and adolescents with severe emotional
disturbances, and provide support for their families. The
recently completed research for the Bureau of Children with
Special Needs provides the start of a data base on the
problems of adolescents who are homeless.

RECOMMENDATION:

14. This Task Force supports all efforts made to improve the
lives of children, youth, and their families, especially

those most in need and without adequate and safe
shelter. :

Education, job skills, and job training are all critical
service needs for many people at risk of homelessness. 1In
addition, those with small children also face the need for
child care to hold a job or obtain training for a
better-paying job.

Adolescent parents face a nearly impossible task to try to
complete their own education in order to become
self-supporting adults, while caring for the needs of very
young children. Those that are able to remain in school have
a much greater chance of success in this endeavor. The
additional assistance with child care and parent education can
make this task possible.

RECOMMENDATION:

15. The State Board of Education should review school

construction regqulations and conside ossi

incentives for proposals which include ild care and/or
parenting centers for new construction and renovations
of public schools.
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Lack of housing stock posed a major problem in the rural
areas. In some cases there simply is no housing, while in
others the available housing not only does not meet minimum
standards, it poses serious health and safety threats.
Dealing with these problems requires a myriad of creative
approaches.

RECOMMENDATIONS:

16. Encourage creative financing for construction by both
profit and non-profit developers.

17. enti a_ lead source i
other resources through that one,
18, Build "self-help" housing with cooperation of lead

agency and private indust banks, and others b

establishing partnerships with discretionary abilities
to generate new housing,

19. Destroy unsafe trailers; these are not safe or
financially sound replacement housing.

20. ncourage Comprehensive Plan writers to loo t

manufactured housing, rehabilitation, self-help stick
built housing for the low-income portion of their plans.

22



PROGRESS REPORT

The Interagency Task Force on Homelessness and Hou51ng
Opportunltles was established as part of the Maine Affordable
Housing Alliance 1eg151at10n, L.D. 1809 in August of 1989.

The charge of the Task Force has been to identify the
resources available to persons who are homeless, persons at
risk of becoming homeless and persons with special needs who
fit either category. 1In addition the mission of the Task
Force is to identify the gaps that exist in the delivery of
those services and to make recommendations to the Governor and
the Legislative Committee concerning the policies and programs
serving this population.

The Task Force on Homelessness and Housing Opportunities
comprises thirteen members representing seven state agencies
which include Department of Corrections, Education, Human
Services, Labor, Mental Health, Economic and Community
Development, and the Division of Communlty Services. Maine
State Housing Authority, Community Action Agencies, non profit
housing development corporatlons, homeless shelters,
municipalities, and low income residents also have a
represented on the Task Force. A list of members is

included in this report for your reference.

An organizational meeting was held in September of 1989 to
elect a Chair and review the charge of the Task Force.

Since that first meeting the Task Force has met on a monthly
basis. In addition, subcommittees were formed and met in a
series of planning meetings for special projects.

During the early part of 1990, the Task Force on

Homelessness and Housing Opportunltles worked to identify
existing services for people who are homeless or those at risk
of homelessness. A wide array of services prOV1ded by several
State agencies, and a compendium of these services is included
in this report. While many of these services have excellent
track records in meeting the needs of this populatlon, the
Task Force recognized that much remains to be done in terms of
filling gaps and expanding outreach efforts.

In March of 1990, to help identify the gaps in services, the
Task Force visited homeless shelters and other facilities in
Cumberland, York, and Penobscot Counties. The Task Force was
impressed with local organizations efforts and levels of
commitment to serving people who are homeless. We found that
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this was often carried out with limited resources.
Individually and as a group, Task Force members made a
commitment to continue communication with shelter and service
providers in an effort to find solutions to problems as they
were identified. We concluded that through continued
communication we could arrive at a better understanding of the
gaps in services and how to begin to focus in on bridging
those gaps.

In June of 1990, a subcommittee was formed to develop and
submit an application for funding of a transitional housing
demonstration project. The application was submitted to the
Department of Health and Human Services, Office of Community
Services, on July 2, 1990. The proposal requested funding of
$ 2,025,000. for four transitional sites in the State of
Maine. The grant, if successful, will provide housing for
fifty AFCD families in Augusta, Bangor, Biddeford, and
Lewiston. * As of January, 1991, the State of Maine is still
being considered for funding.

The Task Force continued to meet on a monthly basis and a plan
was developed for a pilot project to be held in the fall of
1990. After several planning meetings, in September and
October of 1990 the pilot project took place. Three meetings
each were held in the City of Lewiston and the Town of Leeds.
The purpose of the meetings was to communicate with local
officials, area service and shelter providers on their
concerns, issues and recommendations on the delivery of
services to people who are homeless or at risk of
homelessness. The Task Force was deeply moved by the plight of
people who are homeless and the frustrations of those people
trying to help. The findings from the meetings are included
in the beginning of this report.

During the past sixteen months the Task Force on Homelessness
and Housing Opportunities has met approximately thirty times.
We will continue to meet in our efforts to finding solutions

to the many problems that face people who are homeless or at

risk of homelessness.

Upon request agendas and minutes from meetings are available.

*

The U.S. Department of Health and Human Services, Office of
Community Services (OCS) notified Governor McKernan in
February that Maine’s application was not selected for
funding. OCS selected three states which are New York, New
Jersey, and Massachusetts. Upon further communications with
OCS it was learned that while Maine was not selected, it was
one of eight applications considered for funding in the final
review.
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INTERAGENCY TASK FORCE ON HOMELESSNESS
AND HOUSING OPPORTUNITIES

MEMBERS

DEPARTMENT OF ECONOMIC & COMMUNITY DEVELOPMENT
Margaret R. Marshall, Chairperson

State House Station #130

Augusta, Maine 04333

289-6800

DEPARTMENT OF CORRECTIONS
Roxy Hennings

Planning Coordinator
State House Station #111
Augusta, Maine 04330
289-2711

DEPARTMENT OF EDUCATIONAL AND CULTURAL SERVICES
Frank Antonucci, Consultant

office of Truancy, Dropout, & Alternative Educ.
State House Station #23

Augusta, Maine 04333

289-5113

(Original Member - Marguerite MacDonald)

DEPARTMENT OF HUMAN SERVICES

Jamie Morrill

Associate Deputy Commissioner

State House Station #11

Augusta, Maine 04333

289-2546

(Alternate Member - Helen Zidowecki)

DEPARTMENT OF LABOR

Sharon Timberlake

Deputy Director for Planning and Programs
State House #54

Augusta, Maine 04333

289-3431

(Original Member - Jon B Guay)

DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION
Nancy Warburton

Assistant to the Commissioner

Bureau of Mental Health

State House Station #40

Augusta, Maine 04333

289-4273



DIVISION OF COMMUNITY SERVICES
Margo Greep

Assistant to the Director
State House Station #73
Augusta, Maine 04333

289-3771

MAINE STATE HOUSING AUTHORITY

Jane Fowler

State House Station #89

Augusta, Maine 04333

626~-4600

(Original Member - Elizabeth H. Mitchell)

COMMUNITY ACTION REPRESENTATIVE
Tom Nelson

Executive Director

York County Community Action Corp.
11 Cottage Street, P.0.Box 72
Sanford, Maine 04037

324-5762

MUNICIPAL REPRESENTATIVE

Cheryl Lewis Wildes, Welfare Director
City of Bath :

Municipal Building

55 Front Street

Bath, Maine 04530

443-8335

(Original Member - Doris Hohman)

NON-PROFIT SHELTER REPRESENTATIVE
Joel Rekas, Executive Director
Maine Coalition for the Homeless
P.0O. Box 415

Augusta, Maine 04332-0415
626-3567

(Original Member - Donald Gean)

NON-PROFIT HOUSING REPRESENTATIVE
Charles Woodward

Executive Director

Maine Rural Community Action Ministries
RFD.#1, Box 2900

Leeds, Maine 04263

224-7505

REPRESENTATIVE of the LOW-INCOME POPULATION
Christina Lynn Cote

15 Oxford Street

Augusta, Maine 04330

626-5518



STATISTICS OF HOMELESS IN MAINE

Characteristics of Homeless Shelter Guests: 12/89-6/90

Emergency shelters served an estimated 4,713 different
persons between 12/1/89 and 6/30/90. These figures will be
conservative - the Oxford Street Shelter, located in the City
of Portland, did not provide detailed information until May
and June of 1990.

Median age of guests was 30 years. The youngest guest
was less than 1 year old. The oldest guest was 90 years of

age.
Number %

<18 818 19.7
18-29 1166 28.0
30-39 1014 24.4
40-49 619 14.9
50-59 322 7.7
60-69 161 3.9
70-79 46 1.1
80 + 11 0.3
Education: ,

Number % .
8th grade or less 970 21.5
9th 422 9.4
10th 526 11.6
11th 297 6.6
12th 1764 39.2
13 - 15 378 8.4
16 + 147 3.3

4504 100.0

1199 persons reported monthly income. The average income
for those reporting was $475 monthly.

Primary sources of income:

Source Number Reporting
AFDC 130
City 44
Food Stamps 11
Social Security 752
VA 67

Job 367



Average length of stay was 27 days.

1 night 1450
2 - 7 nights 1217
8 - 30 nights 938
> 30 nights _641

4246

34%
29%
22%

—15%
100.0%

A number of persons admitted themselves to homeless

shelters on more than one occasion.

Number of times admitted

2X
3 or 4x
5 + x

County of primary residence:

Number

AND 300
ARO 193
CUM 1151
FRA 40
HAN 117
KEN 287
KNO 58
LIN 42
OXF 94
PEN 1088
PIS 32
SAG 80
SOM 72
WAL 77
WAS 75
YOR 297
OUT OF STATE 388
TOTAL 4391

Number of persons

307
171
91
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MAINE DEPARTMENT OF LABOR

SERVICES

The Maine Department of Labor continues to provide services to
homeless individuals in Maine through several programs.

Maine Job Service

The Maine Job Service provides employment related services to
homeless individuals in the seventeen (17) local offices
situated throughout the State. Five (5) of the offices have
Employment Counselors on their staff to assist homeless
individuals in overcoming barriers to employment. All of the
offices are staffed with Employment and Training Specialists
who may assist the homeless person find suitable employment by
entering the individual into the statewide computerized Job
Service Job Matching System. By registering for employment at
any on Job Service, it is possible to access jobs throughout
the state and, in some instances, across the nation.

In addition, there are eleven (11) Disabled Veterans Outreach
Programs (DVOP) Specialists and ten and one-half (10%) Local
Veterans Employment Representatives (LVER) positions in the
. Job Services offices. The veterans staff provides outreach,
counseling and job placement services to veterans, including
those who are homeless. The Job Service has begun working with
homeless groups, service providers and shelters in some areas
such as Portland. However, coordination between Job Service
offices and homeless groups should be expanded.

The City of Portland's Homeless Employment Project is working
with the Portland Job Service Office. A representative of the
Homeless Employment Project recently spoke to the Job Service
Employer Committee.

The Rural Farm Labor Committee has expressed interest in
coordinating with Homeless groups and shelters to explore the
feasibility of employing homeless individuals in farm labor.
The group with representatives from the Department of Labor
and the Department of Agriculture is considering a
demonstration project at this time.

The Maine Job Training System

Maine's three (3) Private Industry Councils (Pics) implement
Maine's Job Training System, in partnership with the Maine
Department of Labor through a variety of State and federally
funded programs, which provide for the training and upgrading
of Maine workers. Recognizing that the needs of Maine's
workers and businesses are changing as they adapt to new
technologies and more competitive regional and worldwide
markets, the goal is to provide every Maine citizen who needs



it, with an opportunity for training or retraining so that he
or she will be better able to compete for the jobs in the
future.

JTPA Federal Initiatives

IIA

The cornerstone of the Job Training System, provides education
skills training and employment for economically disadvantaged
people. Participants must meet federal eligibility guidelines.
A recent U.S. DOL Guidance Letter states that a homeless
individual is automatically considered economically eligible
for JTPA programs unless proven otherwise.

Summer Youth Employment and Training Program (SYTEP IIB)

Places disadvantaged and at risk youth in public and private
sector employment and provides many with basic educational
training. This program coordinates with the Maine Job Service
to place thousands of Maine youth each summer in the
Governor's Summer Youth Jobs Program.

The Economic Dislocation and Worker Adjustment Assistance
Act (EDWAA) ‘

A comprehensive new dislocated worker training program that
replaced Title III of JTPA on July 1, 1989. This new program
requires increased local level planning and reinforces the
importance of rapid response to displacement via the Rapid
Employment and Training Initiatives (RETI) Team. It also
encourages close coordination with the Trade Adjustment
Assistance (TAA) program administered through the Job Service
Division.

JTPA Set Asides

Three JTPA special grants are set aside from IIA funds for use
at the Governor's discretion.

8% Funds

Set aside and targeted for education initiatives such as basic
skills remediation, occupational training and upgrading.

6% Funds
Set aside to create incentives for Service Providers and

generally used for unique program development and capacity
building activities and to offset training costs.



3% Funds
Targeted to programming for older workers.

New Initiatives

Additional Support for People in Retraining & Education
" (ASPIRE)

This program builds upon the Department of Human Service's
welfare and employment programs and the Department of Labor's
and Private Industry Council's training system. By
coordinating their services, this new initiative doubles the
training and employment opportunities for welfare recipients.
Basic education and training, combined with support services,
will enable dependent adults to move into the workforce.

Strategic Training for Accelerated Reemployment (STAR)

STAR provides training and retraining for unemployed or
displaced workers. By providing new skills to laid off
workers, the program helps alleviate the mismatch between
workers skills and the skills required in the workplace.

Maine Training Initiative (MTI)

The MTI provides funds for Occupational Training, On-the-Job
Training, and Customized Training. The program allows the
Jobs Training System to serve such groups as the working poor,
displaced homemakers, older workers and others who may not
qualify for federal JTPA programs. The program designs
reflect local needs and local labor market conditions.

Health Occupations Training Project (HOT)

Responding directly to industry need, this project is intended
to increase the supply of qualified workers in the health
professions by providing recruitment, training, financial
assistance and placement services to people entering the
field. The project also contains a loan pay back plan for
registered nurses, administered by the Department of Human

Services.
Governor's Contingency Fund

This provides funding for labor intensive new or expanding
businesses. This fund was increased in 1988 to provide more
resources to new and expanding businesses in Maine. As the
nature of jobs continues to change and business expand, this
fund will ensure that there is a supply of skilled workers.
This program is operated in conjunction with the Department of
Economic and Community Development.



Maine Occupational Information Coordinating Committee

The MOICC provides computerized career guidance information to
the Job Service, the Job Training System, Adult Education
programs, Vocational Technical Colleges and the State
University system. Homeless individuals enrolled in the above
programs benefit from updated career and educational guidance
information.



MAINE STATE HOUSING AUTHORITY

SERVICES

The Maine State Housing Authority administers the following
programs which provide funding for the homeless and at risk
populations.

HUD Emergency Grants Program

- ‘MSHA awards annual state allocation to shelters statewide for
rehabilitation of buildings, operating costs and supportive
services. Grants are made to local governments or non-profit
shelter providers. :

Shelter Operating Subsidy Program (808)

MSHA grants state appropriated funds to shelters statewide
based on beds and occupancy rates. Grants go directly to
shelters to provide and enhance services to homeless
populations.

Partnerships to Aid the Homeless (PATH)

A commitment made in 1986 of Section 8 rental assistance to
local housing authorities who network with community social
services to comprehensively assist and house homeless
families. Rental assistance is recycled to new homeless
families upon turnover.

Homeless Family Transitional anda Living Demonstration Pilot

A program instituted in 1989 to finance transitional housing
for families with children. The program also includes a case
management component for comprehensive assistance. Six
Community Action Agencies participating in the program have
produced 18 units of housing so far.

Matching Funds

MSHA has provided commitments for 50% development financing at
1% interest, 30 year terms, to applicants for HUD's
Transitional Housing and Permanent Handicapped Homeless
Programs since 1987.

Housing Preservation Grants (HPG)

MSHA provides grants to community-based non-profits for use in
replacing or rehabilitating severely sub-standard housing of
very low income or at risk persons. Grants and deferred loans
are offered for 40% of the project cost.



Boarding Care Facility Program

MSHA offers below market interest rate loans to non=-profit
sponsors of group supportive homes that are subsidized by

State contract. Permanent financing is offered for 100% of
development costs.



DEPARTMENT OF HUMAN SERVICES

SERVICES

The Department of Human Services categorizes services to the
homeless (or potentially homeless) within three phases along
- the continuum of need: preventative Programs, acute or crisis
services and remedial/rehabilitative programs. Traditionally,
the public often associates the "hands-on" crisis-oriented
services such as homeless shelters and soup kitchens as the
main areas of assistance required by the homeless. What
follows is a brief summary of DHS services. Additional
information is available upon request.

The Department of Human Services is making a coordinated
effort through many of its bureaus and offices to provide
services to the potentially homeless in order to reduce the
need for crisis services, and to provide remedial programs
which assist homeless persons in leaving short-tern shelters
and moving into home-type environments.

Prevention Services

These services maintain pPeople in a living environment which
at least meets minimal health and sdfety standards. Homeless
prevention programs are aimed at the portions of the
population that could be potentially homeless:

General Assistance

Emergency Assistance

Nutrition Services (Food Stamps and WIC)
AFDC

Health Services

Teen Pregnancy and Health Services
Substance Abuse

AIDS/HIV Infection

Elderly Services

Refugees and Migrant Services

Family Violence Victims and Children
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municipalities using general assistance funds administered by
the DHS Bureau of Income Maintenance (BIM). These funds
provide the means for local government agencies to keep the
potentially homeless in their homes. 1In FY 1990, more than
half of the $8.5 million in budgeted general assistance funds
will be spent on housing and utilities. General Assistance
funding is also the major source of financing for ecrisis and
acute services for the homeless by providing a large portion
of the operations costs of municipal shelters.



Acute or Crisis Services

These services assist an individual when an abrupt change in
circumstance threatens or causes loss of shelter and other
necessities of life. The change in circumstances is usually
short term but requires immediate assistance. These services
include:

Health Services

Teen Services

Substance Abuse

Elderly

Crime Victims Assistance Program
Migrant Services

Family Violence Victims
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Remedial or Rehabilitative Services

These services allow the individual to become as
cself-sufficient as possible and to reduce dependence on
private or government support. Services include:

ASPIRE

Teen Services

Substance Abuse

Elderly

Refugees and Migrants

Family Violence Victims and Children
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DHS shares remedial and rehabilitative responsibility for the
homeless with a number of other agencies including the Maine
State Housing Authority and the Department of Mental Health
and Mental Retardation, as well as with local municipal social
service departments and private non-profit groups.



DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION

SERVICES

The Maine Department of Mental Health and Mental Retardation
serves adults with mental illness, children and adolescents
with special needs and persons with mental retardation. The
following homelessness and at risk of homelessness program
summaries are limited to those population groups.

Non-Facility Based Programs Providing Treatment and 8ervices
Adults With Mental Illness
Holy Innocents

Operates a large case management program for adults with
serious mental illness in the Portland area.

York County Counseling Services

This Independent Living Program consists of three major
components: subsidized living in apartments for five persons
with severe and prolonged mental illness who are homeless;
intensive community living counseling and supports; and
services to assist clients Secure and maintain affordable
housing.

Shalom House 8upported Apartments

Provides supports to up to ten persons in scattered community
apartments in Portland, to eight persons in a rooming house
(Spring Street), and to thirteen persons in a congregate
living facility (Brackett Street). Each of these clients is
directly from the AMHI inpatient population.

Area IV Mental Health Services Coalition

Community workers assist adults to find decent affordable
housing and provide support in maintaining that housing.

Motivational services Inec. Homeless Program
A staff person links with the shelter in Augusta to provide
housing assistance and referral services to adults who are
homeless and mentally ill.

Children and Adolescents with S8pecial Needs
Portland Area Children's Mental Health Project

This multi-agency, collaborative project provides mental



health counseling, substance abuse counseling and case
management to homeless youth at several sites in Portland.

Children and Adolescent Homeless Outreach Programs

Four separate programs in Bangor (Atrium), Rockland (Home
Counselors), Sanford (York County Shelters), and Lewiston (New
Beginnings) provide coordination, linkages and referrals to
homeless or at risk youth.

BCSN/DMHMR Children's Outpatient Services

Although these outpatient programs do not target homelessness
specifically, they do serve a prevention function by keeping
families intact and include the following services: Homebased
family services, family support, respite services, child and

family mediation and day treatment.

Facility-Based Residential Programs

A variety of facility-based programs are funded/operated by
the Department for the vulnerable population groups it serves.
These supportive housing programs are designed to enable

individuals to maintain stable, decent and affordable housing
in the community.

Adults With Mental Illness

There are over twenty residential facilities throughout Maine
for adults with severe and prolonged mental illness. These
programs range from crisis intervention respite programs to
independent apartments with as-needed supportive services to
highly structured group homes with on-site staff and services.
There has been a substantial increase in residential programs
for adults with mental illness over the past two years,
however, the bulk of these residential programs are small and
have waiting lists.

The Transitional Housing Demonstration Program for.Adolescents
provides supervised group and semi-independent living, as well
as supportive services, for up to two years in the Bath
Cchildren's Home for 12-16 children, ages 16 and up at time of
admission, who are homeless or at risk of homelessness, within
a Portland-Lewiston-augusta triangle. 1In addition, the
children's mental health community system includes three
well-established residential treatment centers, a network of
teaching family homes based on the model at Boy's Tcwn, and
two or three experienced therapeutic foster home providers.

A $7,000,000 housing bond was approved by Maine voters in
November, 1989 for housing and capital improvement needs of
community-based nonprofit organizations serving persons with
mental illness. The bond is to be implemented jointly by the



Department of Mental Health and Mental Retardation and the
Maine State Housing Authority. Guidelines and philosophy for
the fund, which will create housing options for both youth and
adults, are being developed in collaboration with a mandated
advisory committee, which includes representatives of
consumers of mental health services, family members and
. providers of community services. ‘

For persons with mental retardation there are six residential
respite centers providing temporary housing, up to 21 days at
a time, for adults with mental retardation. Five are operated
by private non-profit agencies, one is State operated. In
addition there are supervised apartments with varying levels
of staff supervision (less than 24 hours per day) as well as
foster, boarding and waiver homes available statewide.
Intermediate Care Facilities provide care and active treatment
to persons with mental retardation who, due to the complexity
of their needs, cannot be served in foster boarding homes.

Community-Based Services

In addition, the Department provides for a variety of
community-based services to assist individuals in realizing
their potential and to lead stable and productive lives within
the community. Such services include the development of
programs for employment opportunities, case management
services and comprehensive crisis stabilization services.



DEPARTMENT OF CORRECTIONS
SERVICES

The Department of Corrections supervises nearly 7,000 adults
on probation in the community. Males are a majority, 88% of
the total. Little information is available on an aggregate
basis for this target population. Assumptions can be drawn
regarding their risk of homelessness in view of the number and
types of problems they present, which include:

Alcohol and substance abuse

Lack of education (high school dropouts)
Lack of employment skills

Mental health problems

Low Income

Lack of independent living skills
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The Department's correctional facilities which include the
State Prison, the Correction Center, two correctional
facilities and three pre-release centers house 1500 to 1600
adults.

The Department also supervises over 2,200 juveniles, about 220
of which are in the care of the Department's Youth Center. As
with the adult population, the majority, or 85% are male.
children come into the correctional system with a number of
personal and family problems including:

Substance abuse

Sexual and physical abuse victimization
Special education disabilities
Dysfunctional families

Truancy and dropping out of school
Emotional disorders
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The Department contracts with a number of different agencies
to provide services to inmates and probationers, both adults
and juveniles. The services are provided with the goal of
reducing criminal behavior. The same services could be used
to reduce the risk of homelessness for those already in the
community (probationers) and those who will be released from
correctional facilities.

Contracted Services to Inmates of Correctional Pacilities
substance Abuse Treatment and Counseling

These services are provided by Affiliated Chemical Dependency,
Kennebec Valley Regional Health and Washington County
Psychotherapy Association Agencies. Day One provides substance
abuse treatment services to residents of the Maine Youth
Center.



Substance abuse and other counseling services are provided to
probationers in the community by Crisis and Counseling
Services, York County Counseling, Aroostook Mental Health
Center, Downeast Community Hospital, Bath Memorial Hospital,
Northeast Substance Abuse Services, Inc., Chemical Alternative
Program, Waldo County Community Social Action, Freedom
Counseling and various private practitioners.

Homebased Family Services

These programs provide crisis intervention services by a team
of counselors geared to preventing placement of children
outside the families' homes. Services are provided by
Aroostook Mental Health Center, Bath-Brunswick Mental Health
Center, Day One, St. Michael's Center, Families United, Home
Counselors, Inc., Sweetser's Children's Home, Tri-County
Mental Health Services and Youth and Family Services.

Emergency Shelter Services

These services are provided for children by the following:
New Beginnings, Lewiston

Halcyon House, Skowhegan

YWCA Fair Harbor Shelter of Portland, Maine
Youth Alternatives of Southern Maine
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Long-Term Residential cCare
These services are provided by the following group homes:

Community Schools, Inc., Camden
Project Atrium, Inc., Bangor
Christopher Home, Caribou

Rumford Group Home, Rumford

Day One, Bar Mills

Wellspring, Inc./Project Rebound
Goodwill Home Associates, Fairfield
Weymouth Houses, Bristol and Jefferson
Merrymeeting Farm, Kezar Falls

Youth Alternatives, Portland .
Northern Maine General Hospital, Eagle Lake and
Winterville homes
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Semi-Independent Living 8kills

These services are provided in transitional residential
facilities at New Beginnings in Lewiston, Rumford Group Home
and Goodwill Hinckley Home School Farm.



MOTUS, Inc. of Augusta

This program assists inmates leaving correctional facilities
to find jobs and support services they need to retain these
jobs.

H.O.M.E.

This residential program located in Orland assists in the
development of independent living and employment skills along
with a variety of support services.



DIVISION OF COMMUNITY SERVICES
SERVICES

The Division of Community Services provides services aimed at
both the homeless and at risk populations through funding to
the eleven Community Action Agencies that are located
throughout Maine.

Emergency Community Services Homeless Grant Program

The Division receives federal McKinney funding to be used for
expansion of comprehensive services for homeless individuals
to help them make the transition out of poverty, provision of
assistance in obtaining social and maintenance services,
income support services and promotion of private sector and
other available assistance. Funds are often used for
administrative costs to provide staff who coordinate resources
for the homeless. In addition, up to 25% of the funds can be
used for direct services. In federal fiscal Year 1991, Maine
is receiving $222,238 under this program.

Temporary Housing Assistance Program (THAP)

The State has provided $250,000 in each of the past two years
for temporary assistance for people who need shelter or who
are at risk of becoming homeless. Assistance may include
security deposits, rent, back rent, or other expenses
necessary to prevent eviction or establish a person in a
rental.

Weatherization (Federal and state Funds)

This program provides energy conservation services to eligible
low~income households. Measures include insulation, storm
doors and windows, caulking, weatherstripping, and chimney
repairs. Services are delivered through Community Action
Agencies and two Technical Colleges.

Clients who apply for the Low-Income Home Energy Assistance
Program are referred to weatherization services. Priority is
given to those low-income households which include someone who
is elderly, disabled, or. under two Years of age.

Low-Income Home Energy Assistance Program (LIHEAP)

The primary purpose of LIHEAP is to provide a financial
benefit to low-income households to assist them in paying a
portion of their winter heating bills. Some of the LIHEAP
funds are set aside for the Energy Crisis Intervention Program
(ECIP) to assist with emergency energy needs, for
weatherization and for the Central Heating Improvement Program
(CHIP), to assist with the repair or replacement of heating



systems. Funds are sub-granted to Community Action Agencies
and participating towns.

For a household to be eligible, total household income must be
less than or equal to 125% of the Federal Poverty Guidelines.
However, if the household has individuals who are elderly,
handicapped, or under two years of age, income can be at or
below 150%. In determining eligibility, health insurance
payments are deducted from gross income for those who pay
their own health insurance.

The Emergency Food Assistance Program (TFAP) & Hunger
Prevention Program

Under TFAP, food commodities are provided by the U.S.
Department of Agriculture and distributed to eligible
low-income individuals by Community Action Agencies. Under the
Federal Hunger Prevention Act, the Division was designated in
FY 1989 to receive certain food commodities from the USDA and
distribute them to soup kitchens, shelters and food banks,
_with priority given to those serving homeless persons.

Generally, Two TFAP distributions are held each year, while
Hunger Prevention foods are available on a year-round basis.
Head Start A,

oo E

Head Start is a child development program for children between
the ages of three and six and their families. Family income
and available space are the criteria for services. Most
programs operate four or five hours a day, four days a week
for 32 weeks. Along with quality preschool education,
attention is paid to the health and social service needs of
the children and their families. Parental involvement is
strongly encouraged. Services are provided by ten Community
Action Agencies and three private, non-profit agencies.

In 1990-1991, 2,724 children are being served with a
combination of over $8.6 million in State and federal funding.



MAINE DEPARTMENT OF EDUCATION

EERVICES

The Department of Education has received federal funds under
the Stewart B. McKinney Homeless Assistance Act since 198s.
These funds have provided pPprograms for Homeless Adult
Education under the Bureau of Adult and Secondary Vocational
Education and for Assuring Access to Education for Homeless
Children and Youth under the Office of Truancy, Dropout and
Alternative Education.

Maine Homeless Adult Education Project

The Homeless Adult Education Project will continue and expand
current homeless education projects from 16 in the past year
to 27 sites in 1991. These projects will serve homeless
adults in Augusta, Bangor, Hancock County, Lewiston, Portland,
Somerset County and York County. Each project will be
supervised by the local adult basic education program
coordinated with shelters, agencies and programs that provide
services to the homeless. all instruction is provided at the
shelters, soup kitchens, transitional housing sites and other
locations. These projects focus on adult homeless who are
victims of spousal abuse, recovering alcoholic men and women,
single parents, chronically mentally ill and transitional,
destitute and unemployed. Instructional services are provided
to individuals who lack basic literacy skills or who have not
finished high school.

Children and Youth

Maine's State Plan for Assuring Access to Education for
Homeless Children and Youth has served as a guide for
implementing strategies and programs coordinated by the
Department. Workshops, forums and collaborative projects have
begun, primarily in the Greater Portland Area. Expansion of
activities to other regions of the State will be carried out
in the next year. McKinney funds have been restricted to
special short term projects and demonstration projects and
have not been available for direct services.

The Coordinator of Education for Homeless Children and Youth
provides technical assistance to the Department, the schools
and other agencies or Departments with regards to planning and
implementing educational services to homeless children and
youth.

Recent funds under the McKinney Act have allowed the
Department to develop and implement two Regional Demonstration
Projects (one rural and one urban). These collaborative
projects are expected to be underway in the Spring of 1991 and
continue for up to eighteen months. Each project will 1link



schools, agencies and other providers to focus on homeless
children and youth and those at risk of becoming homeless.

Oother Department Services for Homeless

Services of Department of Education consultants and staff are
available to schools, both public and private. Coordination of
efforts to serve homeless populations, adults and children,
some of who are enrolled in public education and many who are
not, is encouraged by the Department for providers at the
local levels. The adult homeless project director and the
children and youth coordinator have met fregquently about their
projects. As funds become available through McKinney Act
and/or other sources, grants will be available to schools
through the Department for direct services to children and
youth who are either homeless or at risk of becoming homeless.




DEPARTMENT OF ECONOMIC AND COMMUNITY DEVELOPMENT

SERVICES

has been designated as the agency through which the State
Contact Person for Homeless Issues, the Task Force on Homeless
and Housing Opportunities, the Comprehensive Homeless
Assistance Program, and the Permanent Housing for Homeless
Handicapped Persons brograms are centered. The Affordable

responsible for disseminating information on McKinney and
non-McKinney homeless brograms. In Maine, the State Contact
Person fulfills multiple functions, including staffing the
Task Force, coordinating CHAP and Annual Program
Reports, overseeing administration of DECD homeless Projects,
and presenting reports to local, state, and national agencies.
The Task Force on Homeless and Housing Opportunities was
established by the Legislature and given the responsibility of
dealing with the problem of homeléssness. DECD is the contact
agency in the State for homeless programs and has been
appointed as the lead agency in staffing the Task Force.

Comprehensive Homeless Assistance Program

Performance Report requirements are responsibilities of the
‘Task Force. Both are necessary for continued eligibility for
Mckinney Act funds. All McKinney Act Proposals have to be
consistent with an approved CHAP. The State Contact Person
coordinates submission of these to HUD.

Homeless Assistance Through Community Development Block Grants

The CDBG program includes eligible activities that can serve
homeless persons. Shelter acquisition, rehabilitation, ang
operations may be funded as eligible activities. HUD has
determined that construction of emergency shelter facilities
and transitional housing are public facilities ang eligible
for CDBG funding.

CDBG Small Cities funding on an annual basis. The program is
administered by the DECD Office of Community Development.



Local governments may pass through funds to not-for-profit
corporations for implementing activities directly assisting
homeless persons. Many local housing, public facilities, and
economic development activities included in local programs
indirectly impact homeless persons and those at risk of

homnelessness.
Permanent Housing for Handicapped Homeless Program

DECD is the designated state agency eligible to apply for
funds on behalf of a project sponsor. The project sponsor has
to be a private non-profit organization or a public housing
authority. States must certify that a 50 percent non-federal
match will be provided. MSHA has provided mortgages as match
for four projects funded in Maine. Acquisition,
rehabilitation, operation, and support services are fundable
activities.

Projects may be group homes or units in a multi-family
puilding designed solely for housing handicapped homeless
persons. Sponsors are required to provide community-based
housing and support services for a minimum of ten years. The
progran continues to adapt to changing needs and to adjust to
requirements. Applications are accepted annually.

Affordable Housing Alliance

staffed in February of 1990, the Maine Affordable Housing
Alliance joins with DECD and MSHA in meeting affordable
housing needs. The Alliance assists municipalities through
revolving loan funds to purchase land, provide infrastructure,
or improve deteriorating urban neighborhoods in support of
affordable housing development. The Alliance also assists
local groups to establish local housing alliances. These
groups establish the local housing strategies that guide
affordable housing efforts. As the Alliance fulfills its
mission, availability of housing affordable to families in
Maine will help prevent homelessness. Projects assisted with
Alliance funds may include shelters, transitional housing, or

permanent housing for homeless persons.




LISTING OF PLACES AVAILABLE FOR PERSONS WHO ARE HOMELESS
OR AT RISK OF BECOMING HOMELESS

The attached was developed from listings of shelters
provided by the Maine Coalition for the Homeless and the Maine
State Housing Authority. The intent is to identify places where
people who are homeless or at risk of becoming homeless may
receive shelter and services. Places are listed by county and
then by municipality, thereby organizing it geographically.

Inclusion on the list is_neither a recommendation of nor
an_endorsement by members of the Task Force, the agencies )
represented on the Task Force, and the State of Maine. Places
have been included regardless of licensure and, in some Cases,
regardless of completeness of information.

There is a need for consistent and continued updating of
listings such as this one. Additional information is necessary
also. Updating and expanded data on each place are essential
before the list can become a comprehensive representation of
facilities available for Maine people.



ANDROSCOGGIN COUNTY
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ABUSED WOMEN'S ADVOCACY PROJECT
P.O. BOX 713
AUBURN 04210 795-4020

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CILIENTS: VICTIMS OF DOMESTIC VIOLENCE: WOMEN AND THEIR CHIIDREN (BOYS UP TO
AGE13),MJSTEFUNCTIONALASSTAFTISNUICNSITE24}KHRS.

SERVICES: Kitchen facility with emergency food. Legal advocacy, support
groups, ezmrermentgmxpsardedxmtionalgzwps form wamen and children,
housing referral, referral for other services as needed, transportaticn,
clothing; child care is available during groups. Handicap accessible.

BOURS: ACCESSIBIE 24 HOURS; STAFF ON SITE M-TH.
: TWO WEEKS
BEDS: 15 PIUS CRIBS
FEE: NONE
CALL HOTLINE NUMBER 795-4020; FARMINGTON OUTREACH 778-6107
ANDROSOOGGIN

|

ST. FRANCIS HOUSE
88 THIRD STREET
AUBURN 04210 784-2011

CLASSIFICATION: TRANSITIONAL HOUSING-SUBSTANCE ABUSE

CLIENTS: MEN AGES 18 AND OLDER WITH A SUBSTANCE ABUSE PROBLEM, MUST HAVE
BEEN SOBER FOR 7 DAYS

SERVICES: Meals, medication monitoring, case management, individual and
group counseling, independent living skills, housing referral, job training
and location referral. Not handicap accessible.

BOURS: STAFFED 24 HOURS

STAY: AVERAGE 3 MONTHS, MAXIMIM 6 MONTHS

BEDS: 15

FEE: NOT REQUIRED, SLIDING FEE SCAIE

ACCESS: SELF REFERRAL, OUTSIDE REFERRAL, SCREENED ON WEDNESDAYS
COUNTY: ANDROSCOGGIN

ANDROSCOGGIN COUNTY



RURAL COMMUNITY ACTION PROGRAM
RFD #1, BOX 2900
LEEDS 04263 946-5096

SERVICES: Kitchen facility, some food available, outreach program through
RCAM. Housing, adolescent pregnancy program, parenting classes, and other
service referrals as needed. Not handicap accessible.

STAY:  8AM-4PM MON-FRI
: 10-5 IN EACH MOBILE HOME
FEE: NOT REQUIRED/$100 MONTH IF POSSIRLE
ACCESS: SELF REFERRAL OR OUTSIDE REFERRAL; CALL FOR AN APPOINTMENT
¢ ANDROSCOGGIN

ANCHOR HOME FOR CHIIDREN
209 LINCOIN STREET
LEWISTON 04240 783-6086

CLASSIFICATION: TRANSITIONAL HOUSING~ADOLESCENT
CLIENTS: GIRLS AND BOYS AGES 4-12

SERVICES: Hame setting with house parents, case management, counseling,
referral. 'Attend Christian school.

¢ IONG TERM, UNTIL 18
BEDS: 4, PLAN TO EXPAND
FEE: DEPENDS ON ABILITY TO FAY
ms:mmmmm,mm
¢ ANDROSQOGGIN

ANDROSCOGGIN COUNTY



FELLOWSHIP HOUSE
95 BIAKE STREET
LEWISTON 04240 784-2901

CLASSIFICATION: EMERGENCY SHELTER-SUBSTANCE ABUSE

mS:WANDPENOVERlBWITHASUBSIE\NCEAHJSEFRDm—NODENX
FOR HEROIN

SERVICES: Emergency shelter and detox, meals, medical care, case management,
individual and group counseling, substance abuse counseling, hosing
referral, clothing. -Open RA meeting every day, educational groups, -
aftercare. Handicap accessible. No detox for heroin abuse.

HOURS: STAFFED 24 HOURS

STAY: EMERGENCY 24 HOURS, DETOX 7-10 DAYS

BEDS: EMERGENCY 3; DETOX 12; 9M & 3FEMALE

FEE: NOT REQUIRED, MEDICAID, SLIDING FEE

ACCESS: WALK IN, SELF REFERRAL AND CUTSIDE REFERRAL
COUNTY: ANDROSCOGGIN

HOPE HAVEN GOSPEL MISSION
209 LINCOIN STREET
ILEWISTON 04240 783-6086

CLASSTFICATION: EMERGENCY SHELTER-FAMILY/ADULT

CLIENTS: FAMILIES, SINGLE WOMEN AND MEN, (EMANCIPATED YOUTH POSSIBLY BY
SPECIAL EXCEPTION)

SERVICES: Meals (residents do cooking), case management, counseling,
independent living skills, housing referral, job training: work rehab
consists of kitchen help, professiocnal maintenance, woodworking skills,
retail, clothing, household items and furniture available.

HOURS: STAFFED 24 HOURS; BUILDING OPEN 7AM-10PM
STAY: MEN, INDEFINITE, WCMEN & CHILDREN ONE- DAY
: 30: 24 MALE, 6 WOMEN, 2 CRIBS

FEE: NOT REQUIRED, SLIDING SCALE

WALK-IN, SELF REFERRAL, OUTSIDE REFERRAL
ANCROSCOGGIN

ANDROSCOGGIN COUNTY



NEW EEGINNINGS
491 MATN STREET
LEWISTON 04240 795-4070

CLASSIFICATION: EMERGENCY SHELTER-ADOLESCENT
CLIENTS: GIRLS AND BOY AGE 13-18

SERVICES: Meals, medication monitoring, structured program, case management,
individual and group counseling, family counseling, independent living
skills, housing referral, transportation, clothing, outside referral as
needed. Not hardicap accessible.

HBOURS: STAFFED 24 HOURS/DAY

8TAY: 21 DAYS; FAMILY CONFLICT RESPITE - 3 DAYS
BEDS: 12 6MALE 6~FEMALE

FEE: NONE

ACCESS: SELF REFERRAL OR OUTSIDE REFERRAL

COUNTY: ANDROSCOGGIN

ST. ANDRE'S GROUP HOME
188 SABATTUS STREET
IEWISTON 04240 783-8003

CLASSIFICATION: TRANSITIONAL HOUSING~ADOIESCENT
CLIENTS: EMOTIONALLY AND BEHAVIORAILY TROUBLED ADOLESCENT GIRLS, AGES 13~18

SERVICES: Residents cook meals. Medication monitoring, group and individual
counseling, clinical and psycho-social planning, family counseling,
independent living skills, recreational activities, transportation,
Clothing, aftercare plan. Resident required to attend school.

HOURS: 24

: EMERGENCYUP’ID3WIG.I.Q‘JGTER411/2YEARS
BEDS: EMERGENCY ONE IONG TERM SEVEN

ANDROSCOGGIN COUNTY



SUPPORTTVE APTS. AREA IV MENTAL HEALTH
100 PINE STREET
LEWISTON 04240 782-2273

CLASSIFICATION: PERMANENT HOUSING MENTAIL. HEALTH
CLIENTS: WANDMENOVER18WI'H'IPSYCHIA'IRICDISABIIII'IES

SERVICES: Assist to locate apartment, move in, coordinate other services,
short term case management. Encourage involvement of a primary care
provider.

HOURS: OFFICE 9-5 MON-FRI

STAY: INDETERMINATE

FEE: NEED TO PAY SECURITY DEPOSIT/RENT

ACCESS: SELF & OUTSIDE REFERRAL; PRIMARY CARE PROVIDER ASSIST
: ANDROSCOGGIN

HOPE HOUSE NEIWORK, INC.
RFD 2, BOX 1 MECHANIC FALILS 04256 345-3027

CLASSIFICATION: TRANSITIONAL HOUSING-PREGNANT/ PARENT

CLTIENTS: PREGNANTANDPARENTDQGSDQGLENDIHERSANDTHEIRG{[LDREN, NO AGE
RESTRICTIONS

SERVICES: Meals, case management, child birth classes, parenting classes,
support group for single mothers, free pregnancy tests, baby clothes,
transportation, referral to other services as needed. Not handicap
accessible.

HOURS: 24

STAY: AS LONG AS NEEDED

BEDS: 3 WOMEN WITH CHILDREN; OTHER AVAIL.
FEE: NOT REQUIRED, 30% OF INCOME

ACCESS: SELF REFERRAL, CALL FOR AN APPOINTMENT
¢ ANDROSCOGGIN

ANDROSCOGGIN COUNTY



FRANKLIN ACADEMY
OLD LISBON ROAD, RR 1 BOX 3124
SABATTUS 04280 375-8162

C-'LASSIFIG\!!’IQJ ¢ TRANSTITIONAL HOUSING-ADOLESCENT

CLIENTS: GIRLS AND BOYS, AGE 9-18, WHO ARE "NOT FUNCTIONING UP TO POTENTIAL
EI‘I!-IERAC%DB'ECRI.I_X(RSOCIAII_X"

SERVICES: General high school, remedial and alternative edtmt.mn,
agricultural training, support.we residential setting, other services in the
camunity.

STAY: AVERAGE 9 MONTHS-3 YEARS
EEDS: 53
FEE: MUST PAY TUITION
¢ SEIF REFERRAL AND OUTSIDE REFERRAL
COUNTY: ANDROSOOGGIN

ANDROSCOGGIN COUNTY



AROOSTOOK COUNTY

BATTERED WOMEN'S PROJECT
P.O. BOX 1358
CARTBOU 04736 498-6570

CIASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CARIBOU APARIMENTS
P.O. BOX 1018
CARTBOU 04736 498-6431

CIASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH
ct.IENTS:VUdENANDMENOVERlBDIAGNOSEDW/AMENIALIIINESS -

SERVICES: Clients cook for themselves. Case management, counselling,
substance abuse counseling, independent living skills, housing referral, job
training, transportation. Staffed 8 hours a day, 5 days a week, clients
must spend 20 hours/week working or in a program. Handicap accessible.

STAY: VARIES, AVERAGE ONE YEAR - 18 MONTHS
BEDS: 10

FEE: NOT REQUIRED, BASED ON INCOME
ACCESS: SELF AND CUTSIDE REFERRAL

COUNTY: AROOSTOOK

AROOSTOOK COUNTY



CHRISTOPHER HCME
18 PLEASANT STREET, FO BOX 748
CARTBOU 04736 493-3343

CLASSIFICATION: TRANSITIONAL HOUSING-ADOL ESCENT
CLIENTS: BOYS 12-18
SERVICES: Safe envirorment. Individual, family, and group

therapy;
preparation for family reunification or independent living; operates under
the Boys Town, Family Teaching Model.

¢ REFERRED: DEPT OF HUMAN SERVICES OR DEPT OF OCORRECTION
COUNTY: AROOSTOOK

FAMITY SUPPORT CENTER
CARIBOU 04736 498-6146
CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CLIENTS: DOMESTIC VIOLENCE VICTIMS: WCOMEN AND THEIR CHIIDREN (BOYS UNDER
14); SAFE HOUSING IS FOUND FOR MEN

SERVICES: Meals, referrals, support group, independent living skills,
housing referral, parenting Classes, transportation, clothing, children's
program.

HOURS: 24
H 30 DAYS
BEDS: 14 PIUS 3 CRIRS
FEE: NONE
¢ SELF OR OUTSIDE REFERRAL; HOTLINE 769-8251
COUNTY: AROOSTOOK

AROOSTOOK COUNTY



FAMILY SUPPORT CTR.TRANSITIONAL HOUSING
CARIBOU 04736 498-6570
CLASSTFICATION: TRANSITIONAL HOUSING-DOMESTIC VIOLENCE

CLIENTS: VICTIMS OF DOMESTIC VIOLENCE, WOMEN & THEIR CHILDREN (BOYS UNDER
14)

SERVICES: Meals, referrals, support group, independent living skills, self
esteem classes, housing referral, transportation, clothing, children's
program.

HBOURS: 24 HOURS

STAY: 18 MONTHS

BEDS: 6

FEE: 15% OF INCOME (ARCUND $40 MONTH)

SEIF AND OUTSIDE REFERRAL; HOTLINE 769-8251
AROOSTOOK

|

MADAWASKA GROUP HOME
PO BOX 1018
CARTBOU 04736 498-6431

CIASSTIFICATION: TRANSITIONAL HOUSING-MENTAL HEATTH
CLIENTS: WOMEN AND MEN OVER 18 DIAGNOSED WITH A MENTAL ILINESS

SERVICES: Meals, medication monitoring, case management, counseling,

substance abuse counseling, housing referral, job training, job location,
transportation. Handicap accessible.

HOURS: STAFFED 24 HOURS
STAY: AVERAGE 1 TO 1 1/2 YEARS

BEDS: 6
FEE: NOT REQUIRED; BASED ON INCCME
ACCESS: SELF AND OUTSIDE REFERRAL

COUNTY: AROCSTOOK

AROOSTOOK COUNTY



SKYHAVEN TRANSITIONAL LIVING RESIDENCE
PO BOX 1018
CARTBOU 04736 498-6431

CLASSIFICATION: TRANSITIONAL HOUSING MENTAL HEALTH
CLIENTS: WOMEN AND MEN OVER 18 DIAGNOSED WITH A MENTAL ILINESS

S8ERVICES: Meals, mediation monitoring, case management, counseling,
substance abuse counseling, housing referral, job training and location,
transportation. Handicap accessibie.

HOURS: STAFFED 24 HOURS

STAY: AVERAGE 1 TO 1 1/2 YEARS
BEDS: 12

FEE: NOT REQUIRED; BASED ON INCOME
ACCESS: SELF AND OUTSIDE REFERRAL
AROOSTOOK

COUNTY

JOSEPHINE GAGNON YOUTH HOME

P.O. BOX 188

EAGIE I1AKE 04739 444-5152
CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: ADOLESCENT BOYS, AGE 11-17

SERVICES:

ACCESS: BY REFERRAI, ONLY
COUNTY: AROOSTOOK

AROOSTOOK COUNTY



PHILLIP BLANCHETTE YOUTH HCME
P.O. BOX 188
EAGIE LAKE 04739 444-5480

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: GIRLS AND BOYS AGE 11-17

SERVICES: Meals, medication monitoring, case management, independent skills,
transportation. Referrals to other services as needed. Handicap
accessible.

STAY: 9-18 MONTHS

BEDS: 6

ACCESS: REFERRAL: DEPT. OF HUMAN SERVICES OR DEPT. OF CORRECTIONS
COUNTY: AROOCSTOOK

BATTERED WOMEN'S PRQJECT
P.O. BOX 986
HOULTON 04730 532-4004

CIASSIFICATION: EMERGENCY SHELTER DOMESTIC VIOLENCE

AROOSTOOK COUNTY



TEMPORARY SHELTER FOR THE HOMELESS
SKYWAY INDUSTRIAL PARK, P.O. BOX 1753
PRESQUE ISIE 04769 764-4125

CLASSIFICATION: EMERGENCY SHELTER-FAMILY, ADULT
CLIENTS: SINGLE WOMEN AND MEN, Y(IJ‘H-IOVERJ.SWI‘I!-HJI‘PARBH’S, FAMILIFES
BERVICES: Meals, referral for support services, independent living skillé,

housing referral, jab training, job location, transportation, clothing.
Handicap accessible.

STAY: INDEFINITE

BEDS: 21: 14 MAIE, 7 FEMALE

FEE: NONE

ACCESS: WAIK-IN SELF REFERRAL, OUTSIDE REFERRAL

COUNTY: AROOSTOOK

WINTERVILLE BOYS GROUP HOME

WINTERVILLE 444-4530
CLASSTFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: BOYS, AGES 11-17

SERVICES: Live-in house parents trained in effective parenting.
Psychological consultation, evaluation, individual, family, and
therapy. Education prescriptive program by SAD #27; recreational and
pre-vocational experiences. .

9-18 MONTHS

SIX

REFERRAL FROM DHS OR DEPT. OF CORRECTIONS
AROOSTOOK

STAY
BEDS
ACCESS
COUNTY

AROOSTOOK COUNTY



CUMBERLAND QOUNTY

|
l

TEDFORD HOUSE
10 PLEASANT STREET
BRUNSWICK 04011 725-4871

CIASSIFICATION: EMERGENCY SHEITER-FAMILY, ADULT
CLIENTS: SINGLE WMEN AND MEN OVER 18; FAMILIES

SERVICES: Breakfast and dinner provided (clients do cocking), medication
monitoring, case management, housing referral, job location, transportation,
clothing, help with furnishing new apartment. Not handicap accessible.

HOURS: 24 HOURS/DAY
STAY: 5 DAYS, LONGER WITH APPROVAL
BEDS: 15 ADULT; IFASED MOTEL FOR FAMILIES
FEE:  NONE
ACCESS: WAIK-IN
: CUMBERLAND

EDGEFIELID AND NAPLES SPURWINK SCHOOL
FO BOX 311 ' -
CASQO 04015 892-3686

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: BOYS, 13-18, EMOTIONALLY DISTUREBED

SERVICES: Residential treatment center. Therapeutic milieu, special
education program with individualized plans, individual, group, and/or
family therapy, psychiatric/psychological evaluations; recreation program.

: UNTIL 9 MONTHS PAST 18TH BIRTHDAY
BEDS: EDGEFIEID 10; NAPLES 4
FEE: PATD BY SCHOOL, STATE, OR [HS
: PET REFERRAL, MENTAL HEAILTH REFERRAL, AND [HS OR PARENTAL CONSENT
COUNTY: CUMBERIAND

CUMBERLAND COUNTY



OPFORTUNITY FARM FOR BOYS
P.O. BOX 65 ,
NEW GLOUCESTER 04260 926-4532

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: Boyssmnmmrm:mmmmwsmm, DIVORCE, OR
PERMANENT SEPARATION FROM ONE OF NATURAL PARENTS

SERVICES: Rsidentialprogramwithex;hasismaczdanicsarﬂsocial
adjustment, active recreation and sports program; minimal counseling.

STAY: THROUGH HIGH SCHOOL

BEDS: 37

FEE: SLIDING SCALE, PAYMENT NOT REQUIRED
ACCESS: SELF OR OUTSIDE REFERRAL

PORTTAND 04101 874-1000

S8ERVICES: Kitchen facility, referral to needed services, house support
group. No on site staff. Not Handicap accessible.

HOURS: 24
STAY: NO TIME LIMIT
FEE: $67/WEEK, GEN. ASSIST. VOUCHERS
¢ MUST COMPLETE APPLICATION AND SCREENING PROCEDURE
OCOUNTY: CUMBERLAND




ATEXANDER HOUSE
275 STATE STREET
PORTLAND 04101 773-1914

CLASSIFICATION: PERMANENT HOUSING MENTAL HEALTH
CLIENTS: WOMEN AND MEN OVER 18 WHO ARE PSYCHIATRICALLY DISABIED.
SERVICES: Meals, same referral to other services. Not handicap accessible.

HOURS: MANAGED 24 HOURS

STAY INDETERMINATE

BEDS 8

FEE: GENERAL ASSISTANCE AND S.S.INCOME
ACCESS: NEED A REFERRAL

COUNTY: CUMBERLAND

ARNIE HANSON CENTER
65 INDIA STREET
PORTIAND 04101 871-7452

CIASSIFICATION: EMERGENCY SHELTER-SUBSTANCE ABUSE

CLIENTS: WOMEN AND MEN WHOSE PRIMARY PROBLEM IS SUBSTANCE ABUSE. CLIENTS
MAY BE INTOXICATED.

SERVICES: SHELTER: Evening and morning meals, shower, laundry, medical care,
case management - referrals to other agencies, crisis intervention. DETOX:
Ten day program used medical mode AA group counseling, educational films.
Not handicap accessible.

HOURS: SHELTER: 6PM -6AM; DETOX: 24 HOURS

STAY: SHELTER: DETERMINED DATLY; DETOX 10 DAYS

FEE: SLIDING SCALE FOR CLIENTS W/INCOME

ACCESS: SEIF REFERRALS FROM 6PM, REFERRALS FROM SOCIAL SERV. PROVIDERS
COUNTY: CUMBERLAND

CUMBERLAND QOUNTY



BRENTWOOD HOME YOUTH ALTERNATIVES
53 BRENTWOOD STREET
PORTTAND 04103 874-1175

CLASSIFICATION: TRANSITIONAL HOUSING~ADOLESCENT
CLIENTS: BOYS, AGE 12-15

SERVICES: Meals, medication monitoring, case management, counseling. Must
atterd school.

STAY: 3 YEARS

BEDS: 7

FEE: REIMBURSED BY [HS OR BLOCK GRANTS
ACCESS: OUTSIDE REFERRAL

COUNTY: CUMBERLAND

BRIDGE PROGRAM
247 VALLIEY STREET
PORTLAND 04101 874-1055

CLASSTFICATION: FMERGENCY SHELTER-MENTAI, HEAITH

ams:mmmwmpsymcmsmmmmrmowsmr
SUPERVISION.

SERVICES: Evening meal prepared, residents prepare breakfast and dinner
individually. Crisis intervention through the Ingraham Volunteer Hotline;
unstructured independent living skills; case management and housing referral
done outside. Prepared to serve hearing impaired gquests. Not handicap

HOURS: OPEN 24 HOURS. STAFFED MON-FRI 8AM-9PM
THREE WEEKS MORE OR IESS

12

FEE: $104/WK FOR RM. & BOARD, GEN. ASSISTANCE
ACCESS: SELF REFERRAL OR FROM SOCTAL SERVICE AGENCY
¢ CUMBERLAND

CUMBERLAND COUNTY



CARLETON AND PRIDE HOUSES-GOODWILL
PO BOX 8600
PORTTAND 04101 774-6323

CLASSIFICATION: PERMANENT HOUSING MENTALLY RETARDED

CL]INTS:WREIARDEDWANDMB@OVERlBW-D@NPERFOMO{N
PERSONAL CARE AND RECEIVE SSI

SERVICES: Clients cook. Case management, independent living skills, housing
referral, referral to other services as needed. Vocational evaluation
services, work adjustment training, life skills program, job placement and
follow-up services, support employment. Clients must participate in a day
program.

HOURS: OFFICE 7AM-4PM M-F; HOUSE 24 HOURS

STAY:  UNLIMITED

BEDS: 15 (CARIETON); 18 (PRIDE)

FEE:  SSI REIMBURSEMENT/EARNINGS CONTRIBUTION
ACCESS: SELF AND OUTSIDE REFERRAL; SCREENING REQUIRED
COUNTY: CUMBERLAND

CARON ST HOME-GOODWILL OF MAINE
PO BOX 8600 :
PORTTAND 04101 774-6323

CIASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH

CLIENTS: WOMEN AND MEN OVER 18 WITH EMOTIONAL, PSYCHIATRIC DISABILITIES AND
BILATERAL HEARING LOSS

SERVICES: Clients cook. Case management, independent living skills, housing
referral, referral to other services as needed. Vocational evaluation
services, work adjustment training, life skills programs, job placement and
follow-up services, support employment.Clients must participate in a day
program.

BOURS: OFFICE 7AM-4PM M-F; HOUSE 24 HOURS
STAY: 2 YEARS
: 8
FEE: COST REIMBURSEMENT THROUGH SSI
SELF & OUTSIDE REFERRAL; SCREENING REQUIRED
CUMBERLAND

CUMBERLAND COUNTY



CASA, INC., NORTH STREET
26 NORTH STREET
PORTTAND 04101 773-4357

CLASSTFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: YOUNG WOMEN AND MEN, AGES 15-22, SEVERELY TO MODERATELY
DEVELOPMENTALLY DISABIED, NEED NURSING LEVEL CARE

' SERVICES: Home care, attend day programs, recreational activities. ILicensed
mursing staff 24 hours.

m;mmmmmm
THREE

NEED TO HAVE A BMR CASEWORKER

CUMBERLAND

STAY
BEDS
ACCESS
COUNTY

CITY OF PORTLIAND ADULT SHELTER
16 AIDER STREET
PORTTAND 04101 761-2072

CLASSTFICATION: EMERGENCY SHELTER-ADULT

CLIENTS: HOMELESS WOMEN AND MEN OVER 18; PHYSICALLY HANDICAPPED WILL EBE
PLACED IN A HANDICAP ACCESSIBLE MOTEL.

S8ERVICES: Case management, crisis intervention, no meals, most services
provided through general assistance.

¢ SELF REFERRAL, 5:30PM - 8PM
COUNTY: CUMBERLAND

CUMBERLAND COUNTY



CITY OF PORTLAND FAMILY CENTER
48 CEDAR STREET, 51 CHESTNUT STREET
PORTTAND 04101 775-6313

CLASSIFICATION: EMERGENCY SHELTER-FAMITY

CLIENTS: PARENTS MUST EE 18 CR OVER. PRICRITY GIVEN TO GENERAL ASSISTANCE
RECIPIENTS. PHYSICALLY HANDICAPPED PERSONS REFERRED TO ACCESSIBLE MOTELS.

SERVICES: Kitchen facility, case management, counseling, substance abuse
counseling, independent living skills, same family planning, housing
referral, referral on job training, food stamps, clothing and same
transportation available through General Assistance. Not handicap
accessible.

BOURS: NO STAFF ON SITE; OFFICE HOURS 8AM - 5PM
STAY: AVERAGE TWO WEEKS

FEE: NONE, GUESTS ADHERE TO GA GUIDELINES
ACCESS: WALK IN OR CALL; SELF REFERRAL. 775-6314; 775-6315
COUNTY: CUMEERIAND

CITY OF PORITAND TRANSITIONAL HOUSING
14 STONE STREET -
PORTTAND 04101 775-6313

CLASSIFICATION: TRANSITIONAL HOUSING-FAMILY

CLIENTS: FAMILIES IN NEED OF TRANSITIONAL HOUSING, PARENTS MUST BE 18 OR
OLDER NO ACTIVE USE OF DRUGS OR ALCCHOL.

SERVICES: Project Self Sufficiency Programs: self-management, counseling,
crisis intervention, independent living skills. Housing referral, family
planning, same parenting class, educational and vocational counseling
kitchen facility.

HOURS: 24 HOURS, NO STAFF ON SITE

STAY: VARIES

FEE: SLIDING SCALE FOR GUESTS WITH INCOME
ACCESS: WAIK IN OR CALL, PROJECT SELF SUFFICIENCY
COUNTY: CUMBERLAND




COMMUNITY HEAD INJURY PROGRAM-GOODW

PO BOX 8600

PORTTAND 04101 774-6323
CIASSIFICATION: TRANSITIONAL HOUSING-HEAD INJURY

CLIENTS: WOMEN AND MEN 16 AND OLDER WITH A HEAD INJURY

PORTTAND 04101 ‘ 774-5939

CUMEERLAND COUNTY



EVODIA HOUSE
79 ALLEN AVENUE
PORTLAND 04103 871-7458

CILASSIFICATION: TRANSITIONAL HOUSING-SUBSTANCE ABUSE

CIJENPS:WISANDOVERWTEASUE'IANCEABJSEPK)BLE&,MJSTFEVEBEEN
SOBER 7 DAYS, PRICR REHAB EXPERTENCE REQUIRED.

SERVICES: Meals, medication monitoring, case management, individual and
group counseling, substance abuse counseling, independent living skills,
treatment, education and relapse prevention groups, referral for other
services as needed. Must attend a 12 step program.

HOURS: STAFFED 24 HOURS, OFFICE MON-FRI 8-4

STAY 3 1/2 TO 6 MONTHS

BEDS 13

FEE: DEFPENDS ON INCOME

ACCESS: SELF REFERRAL, OUTSIDE REFERRAL, SCREENING REQUIRED
COUNTY: CUMEERIAND

FAIR HARBOR - YWCA
87 SPRING STREET
PORTTAND 04101 874-1130

CIASSIFICATION: EMERGENCY SHELTER-ADOLESCENT

CLIENTS: GIRIS AND BOYS AGES 7-17, WHO ARE IN CRISIS, MUST HAVE THE CONSENT
OF LEGAL GUARDIAN

SERVICES: Advocacy, medication between guest and her family, recreational
activities.

HOURS: 24 HOURS/DAY

STAY: UP TO 30 DAYS

BEDS: 8

FEE:  NONE

ACCESS: SELF REFERRAL, OUTSIDE REFERRAL
COUNTY: CUMBERLAND




FATR HARBOR RESIDENTTAL PROGRAM
555 CUMBERLAND AVENUE
PORTIAND 04074 874-1137

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

mm:cmsmmzmmmmmmAmmmmwnm
ACCEPTABIE ALTERNATIVE

SERVICES: Semi-independent living. Independent living skills, in-depth case
management, individual and group counseling, family work when possible,
group recreational activities.

STAY: UNTIL 18
FEE: WHEN ABLE
ACCESS: SELF OR OUTSIDE REFERRAL
COUNTY: CUMBERIAND

FAMILY CRISIS SHELTER
P.0. BOX 704 ’
PORTIAND 04104 874-HELP

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE
CLIENTS:
SERVICES:

BEDS: 13 & 3 CRIBS
COUNTY: CUMBERLAND




FRIENDSHIP HOUSE
232 BRACKETT STREET
PORTLAND 04101 772-8876

CLASSIFICATION: EMERGENCY SHELTER-ADULT
CLIENTS: HOMEIESS WOMEN AND MEN

SERVICES: Evening Meal, cammmity kitchen, clothes closet, AA meetings,
educational programs.

HOURS: 5 PM - 9 AM

STAY: UP TO ONE MONTH

FEE: NONE

ACCESS: REFERRAL FROM SOCIAL SERVICE PROVIDER NEEDED
COUNTY: CUMBERLAND

GRACE HOME
134-136 GRANT STREET
PORTTAND 04101 774-5122

CLASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEAITH
CLTENTS: WOMEN AND MEN OVER 18 WITH A MENTAL DISABILITY

SERVICES: Apartments with kitchen facilities. Case management through Holy
Innocents, housing referral, jcb locatien, transportation, clothing. Not
handicap accessible.

24 (4 IN EACH OF 6 APTS.)

FEE:  $325/MONTH, NO FREE BEDS

ACCESS: SELF REFERRAL, OUTSIDE REFERRAL, CALL FOR AN INTERVIEW
: CUMBERLAND

CUMBERLAND COUNTY



GROUP HOMES SPURWINK SCHOOL
98 RACKLEFF ST., 194 MASS. AVE., 42 JACKSON STREET
PORTIAND 04101 871-1200

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: BOYS, AGES 7-20, EMOTIONALLY DISTURBED/BFHAVIORALLY DISORDERED

SERVICES: Residential treatment center. Therapeutic milieu, special
education program with individualize plans, individual, group, and/or family
therapy; recreation program, ‘psychiatric/psychological evaluations.

STAY: DEPENDS ON INDIVIDUAL TREATMENT PLAN
BED8: RACKIEFF 5, MASS 4, JACKSON 2

FEE: CONTRACT WITH BMHR

ACCESS: REFERRAL THROUGH PET PROCESS
COUNTY: CUMEERLAND

HASKELL STREET BOARDING HOME-GOODWI
P.0. BOX 8600
PORTTAND 04101 774-6323

CLASSTFICATION: TRANSITIONAL HOUSING~MENTAI, HEAITH
CLIENTS: WOMEN AND MEN OVER 18 WITH A DISABILITY

SERVICES: Must participate in a day program. Clients cook. Case management,
independent living skills, housing referral, referral to other services as
needed, vocaticnal evaluation services, work adjustment training, life
skills program, job placement and follow-up services, support employment.

HOURS: OFFICE 7AM-4PM MON-FRI; (HOUSE 24 HOURS)
STAY: 6-18 MONTHS
: 10
¢ SELF REFERRAL, OUTSIDE REFERRAL, MUST GO THROUGH SCREENING
COUNTY: CUMEERIAND

CUMBERLAND COUNTY



JORDAN HOUSE
11 MEIIEN STREET
PORTTAND 04101 773-1914

CLASSIFICATION: EMERGENCY SHELTER-ADULT
CLIENTS: HOMELESS WOMEN AND MEN

SERVICES: Three meals per day, weekly workshops.
HOURS: 24 HOURS

STAY: NO TIME LIMIT

FEE: FUNDING THROUGH GENERAL ASSISTANCE

+ REFERRAL FROM SOCIAL SERVICE PROVIDER NEEDED
COUNTY: CUMBERLAND

MCAULEY RESIDENCE
194 SPRING STREET
PORTTIAND 04101 773-5289

CIASSIFICATION: TRANSITIONAL HOUSING-PREGNANT/PAREN

CLIENTS: PREGNANT AND PARENTING SINGLE MOTHERS AND THEIR CHILIREN, NO AGE
RESTRICTIONS

SERVICES: Meals, case management, child birth classes, parenting classes,
support group for single mothers, free pregnancy tests, baby clothes,
transportation, referral to other services as needed. Not handicap
accessible.

HOURS: 8:30-4:30 SOME EVENINGS NOT STAFFED AT NIGHT
STAY: UP TO 18 MONTHS
: 3 APTS FOR UP TO 9 PEOPLE
FEE: 20% OF MONTHLY INCME
WALK IN, SELF AND OUTSIDE REFERRAL, SCREENING PROCESS
CUMBERLAND

CUMBERLAND COUNTY



MCKAY HOUSE
102 WESTERN AVENUE
PORTTAND 04101 773-1914

CLASSIFICATION: EMERGENCY SHELTER-MENTAL HEALTH
CLIENTS: SINGLE, PSYCHIATRICALIY DISABIED, HOMELESS ADULTS

SERVICES: Ancillary support fram local social service agencies, three meals
per day, weekly workshop, literacy program. :

HOURS: 24 HOUR HOUSE MANAGEMENT

FEE: MUST BE ELIGIBLE FOR GENERAL ASSIST

ACCESS REFERRAL NEEDED FROM A SOCIAL SERVICE AGENCY
CUMBERI AND

PORTTAND 04101 761-2072

CUMBERLAND COUNTY



ROADS GROUP HOME YOUTH ALTERNATIVES
288 EASTERN PROMENADE
PORTLAND 04101 874-1188

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: BOYS AGES 15-17

SERVICES: Meals, medication monitoring, case management, counseling,
independent living skills, housing referral at time of graduation; must
attend school and work part-time. Not handicap accessible.

STAY: UP TO AGE 18
: 10

FEE: REIMBURSED DHS OR BLOCK GRANTS
OUTSIDE REFERRAL; ALSO 874-1175
CUMBERLAND

!

SALVATION ARMY LIGHTHOU:

65 EIM STREET :

PORTIAND 04101 774-6304
CLASSIFICATION: EMERGENCY SHELTER-ADOLESCENT

CLIENTS: HOMELESS BOYS AND GIRLS, AGES 10-17

SERVICES: Showers, evening snacks and weekend breakfast, emergency clothing,
access to social service providers.

HOURS: 9pm-7:30 am
STAY: VARIES

BEDS 16
FEE: NONE
ACCESS: SELF REFERRAL

COUNTY: CUMBERLAND




SERENITY HOUSE
30 MELIEN STREET
" PORTIAND 04101 774-2722

CLASSIFICATION: TRANSITIONAL HOUSING-SUBSTANCE ABUSE

CLIENI‘B:MENIBANDOHER(LNDERIBW/PAMLGNSM) W/A SUBSTANCE ABUSE
FR)BIE&,HJSTHAVEMMIEIDXANDAMBHIMIWW

SERVICES: Meals, medication monitoring, medical care, case management,
individual and group counseling, must attend AA or NA twice a week,
independent living skills.

HOURS: STAFFED 24 HOURS, OFFICE 8-4 MON-FRT
STAY: 3-6 MONTHS
: 31
FEE:  BASED ON ABILITY TO PAY
ACCESS8: SELF REFERRAL, OUTSIDE REFERRAL, SCREENING TUESDAY 12:45 BY
- APPOINTMENT
COUNTY: CUMBERLAND

SHALOM APARTMENTS
180 AUBURN STREET
PORTLAND 04101 874-1090

CLASSIFICATION: PERMANENT HOUSING MENTAL HEAITH
CLIENTS: WOMEN AND MEN OVER 18, DIAGNOSED MENTALLY ILL

SERVICES: Apartments with kitchen facilities, case management, independent
living skills, referral to other services.

HOURS: OFFICE 9-5 MON-FRI

UNLIMITED

11 INDIVIDUAL UNITS

FEE: 30% OF INOOME

ACCESS: SELF AND OUTSIDE REFERRAL, SCREENING PROCESS
¢ CUMBERLAND

CUMBERLAND COUNTY



SHAIOM HOUSE
90 HIGH STREET _
PORTTAND 04101 874-1080

CLASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH
CLIENTS: WCOMEN AND MEN OVER 18, DIAGNOSED MENTAILLY IIL

SERVICES: Meals, case management, independent living skills, housing
referral, referral to cther services as needed.

BOURS: OFFICE 9-5 MON-FRI, HOUSE STAFFED 24 HRS
STAY: 1 YEAR
: 15
FEE: 30% OF INOCME
: NEED REFERRAL, SCREENING PROCESS
COUNTY: CUMBERIAND

SPRING STREET (SHALOM HOUSE, INC.)

124 SPRING STREET

PORTLAND 04101 874-1080
CIASSTFICATION: PERMANENT HOUSING MENTAL HEALTH

CLIENTS: WOMEN AND MEN OVER 18 WITH A CHRONIC MENTAL ILINESS

SERVICES: Case management, independent living skills.

FEE: $260/MONTH, GENERAL ASSIS. ACCEPTED
SELF AND CUTSIDE REFERRAL, INTERVIEW REQUIRED
CUMBERLAND

CUMBERLAND COUNTY



YMCA RESIDENCE PROGRAM
10 FOREST AVENUE, PO BOX 1078
PORTLAND 04104 874-1111

CIASSIFICATION: TRANSITIGNAL HOUSING-ADULT MAIES
CLIENTS: MEN OVER 18

S8ERVICES: Voluntary use of referral service for job placement, alcchol and
drug rehabilitation, meals, housing. Social activities. Access to YMCA
facilities. Not handicap accessible.

HOURS: STAFF AVAILABIE 24 HOURS
STAY: UP TO ONE YEAR

FEE:  $60/WK 18/DAY PIUS 15/DEPOSIT
ACCESS: WAIK IN

COUNTY: CUMEERIAND

YWCA WQMEN'S RESIDENCE
87 SPRING STREET
PORTIAND 04101 874-1130

CLASSTFICATION: TRANSITIONAL HOUSING~ADULT WOMEN
CLIENTS: WCOMEN AGE 18 AND OVER

SERVICES:

STAY: UP TO 2 YEARS

BEDS : 64

FEE SINGLE $55/WEEK; DOUBLE $45/WEEK

ACCESS: SELF OR OUTSIDE REFERRAL
COUNTY: CUMBERIAND

s

CUMBERLAND COUNTY



YWCA WOMEN'S SHELTER
87 SPRING STREET
PORTTAND 04101 874-1130

CILASSIFICATION: EMERGENCY SHEITER-ADULT WCMEN
CLIENTS: ADULT WOMEN AND TEEN MOTHERS WITH A CHILD UP TO ONE YEAR OLD

SERVICES Travelers aid roam (access through Salvation Army and Ingraham
Volunteers), emergency food bank, emergency clothing, cammnity kitchens,
pool privileges.

HOURS: 24 HOURS

UP TO THREE WEEKS; POTENTTAL 3 MONTH EXTENSION

10

FEE: 1 FREE BED PER NIGHT/OTHERS $11.00

ACCESS: REFERRALS FROM SALVATION ARMY OR INGRAHAM VOLUNTEERS
¢ CUMBERLAND

CASA, INC., SCARBOROUGH
PO BOX 58
SCARBOROUGH ‘ 04074 883-6333

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: WOMEN AND MEN, AGES 15-22, SEVERELY TO MODERATELY DEVEIOPMENTALLY
DISARIED, NEED NURSING LEVEL CARE

SERVICES: Home care, attend day programs, licensed mursing staff 24 hours,
recreational activities.

STAY: UNTIL ANOTHER PLACEMENT IS APPROPRIATE
BEDS: 8

ACCESS: NEED TO HAVE A BMR CASEWORKER

COUNTY: CUMEBERLAND

CUMBERLAND COUNTY



YOUTH AITERNATIVES
677 WESTBROOK STREET
SO. PORTIAND 04106 874-1184

CILASSIFICATION: EMERGENCY SHELTER-ADOLESCENT
CLIENTS: BOYS, AGES 7-17, WHO ARE IN A CRISIS
SERVICES: Outreach family counseling, family follow-up for six months after

discharge; educational services. Must have consent of legal guardian for
participation.

STAY: UP TO THREE WEEKS

BEDS: 9

FEE: NONE
mssm,mmm&mmmnvmmms,socrmsmwm

CROSSROADS FOR WOMEN

144 MATN STREET

SO. WINDHAM 04082 892-2192
CLASSIFICATION: TRANSITIONAL HOUSING~-SUBSTANCE ABUSE

CLIENTS: WOMEN AGES 14 AND UP WITH A SUBSTANCE ABUSE PROBLEM

SERVICES: Meals, medical care, individual and group counseling, educational
program of lectures and assigrments, housing referral, aftercare plan. Not

CUMBERLAND COUNTY



FRANKLIN COUNTY

HOUSING PROGRAM, TRI COUNTY M.H.S.
2 MIDDLE STREET
FARMINGTON 04938 778-3556

CLASSTFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH

CLIENTS: WCOMEN AND MEN OVER 18 WITH MENTAL OR EMOTIONAL DISABIIITIES, READY
TO LIVE INDEPENDENTLY.

SERVICES: Clients must have been with a primary therapist for at least
months. Assist to find housing and financial aid, independent living
skills, follow up until established in new residence.

ACCESS: REFERRAL. FROM PRIMARY THERAPIST
COUNTY: FRANKLIN

FRANKLIN COUNTY



HANCOCK COUNTY

BAR HARBOR 04609 288-5008

SERVICES: Kitchen facility; referral to cammmity agencies. Child care on a
sliding fee scale; access to exercise programs for a fee. Strict rules: no
men, no alcochol and no drugs. Not hardicap accessible.

HOURS: 24 HOURS

STAY DEPENDS ON ABILITY TO PAY

BEDS 3

FEE: NONE FOR A SHORT TIME, SLIDING FEE

ACCESS: WALK IN, SUMMER ANYTIME, WINTER 9:30 - 4:30

COUNTY: HANCOCK

MANDATA FARM

P.O. BOX 44

EAST ORLAND 04431 469-3018

CLASSIFICATION: EMERGENCY SHELTER-TRANSITIONAL HOUSING
CLIENTS: WOMEN, MEN, CHIIDREN, FAMILIES
SERVICES: Therapeutic commmity detting, counseling, substance abuse

ooursel:mg, independent living skills, housing referral, parenting classes,
job training, transportatlon, cloth.mg HME Co-op soc1al worker does same

HANCOCK COUNTY



ST. FRANCIS INN

ROUTE 1

EAST ORLAND 04431 469-7658
CLASSIFICATION: EMERGENCY SHELTER-TRANSITIONAIL HOUSING

CLIENTS: SINGLE WCOMEN AND MEN OVER 18, FAMILIES

SERVICES: Kitchen facility, referral to food assistance; housing referral,
transportation; HOME Inc. provides outreach work. Child care available at
HOME Inc. Handicap accessible.

HOURS: OPEN 24 HOURS

STAY: NOT MORE THAN ONE YEAR

EEDS: 12

FEE: NONE

ACCESS: WAIK IN OR CAILL, REFERRAL ACCEPITED

COUNTY: HANCOCK

HOMESTEAD PRQJECT
P.O. BOX 663
ELISWORTH 04605 667-7073

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: GIRIS AND BOYS, AGES 13-17, BEHAVIORALLY HANDICAPPED, RESIDENTS OF
MAINE, VERMONT, OR NEW HAMPSHIRE

SERVICES: Special education. Group work focusing on oppositional, identity
and conduct disorders; specialized group and individual counseling as
needed, individual treatment plans; positive reinforcement of appropriate
behavior. Camping, hiking, canoceing.

STAY: BASED ON INDIVIDUAL TREATMENT PLAN

BEDS: 38

FEE:  PAID BY DHS |

ACCESS: [HS OR SPEC. ED DIRECTOR; ALSO CALL 667-2021

COUNTY: HANCOCK

HANCOCK COUNTY



DOROTHY HANCE HOME
P.O. BOX 10
CRLAND 04472 469-2886

CLASSIFICATION: EMERGENCY SHELTER-TRANSITIONAL HOUSING
CLIENTS: WCOMEN AND MEN OVER 40, MAY BE VICTIMS OF DOMESTIC VIOLENCE

SERVICES: Food provided at first, then responsible for own food. Crisis
intervention, same independent living skills, housing referral, family
planning, job location, transportation, clothing, referral to other services
as needed. Access to all HHME Inc. services, including day care. Handicap
accessible.

HOURS: 24

¢ NO LIMIT, SHORT AND LONG TERM POSSIBLE
BEDS: NORMALLY 7-14, UP TO 32 POSSIBLE :
FEE: DONATTION ACCCRDING TO INOOME
ACCESS: MUST BE REFERRED BY SOMEONE

HANCOCK COUNTY



KENNEBEC COUNTY

BREAD OF LIFE MINISTRY

157 HOSPITAL STREET

AUGUSTA 04330 622~2946
CLASSIFICATION: EMERGENCY SHEITER-FAMILY, ADULT

CLIENTS: SINGLE WOMEN AND MEN, FAMILIES

SERVICES: No meals. Case management, counseling, housing referral, referral
for other services. Not handicap accessible.

HOURS: 6PM - 9AM SEVEN DAY/WEEK

STAY: 7 DAYS

BEDS: 10 (2 DBL); 2 WOMEN, 6 MEN, 2 CRIBS
ACCESS: MUST HAVE AN OUTSIDE REFERRAL
COUNTY: KENNEEBEC

EIM ST HOUSE-MOTIVATIONAL SERVICES
114 STATE STREET
AUGUSTA 04330 626-3465

CLASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEATTH
CLIENTS: WOMEN AND MEN OVER 18 WITH PSYCHIATRIC DISABILITY

SERVICES: Independent living skills, case management, crisis intervention,
same group activities. 24 hour support.

BOURS: 24 HOUR SUPPORT

STAY: IONG TERM BUT NOT PERMANENT

: 11

FEE: 20% OF INCCME PIUS FOOD & PHONE
COUNTY: KENNEEEC

KENNEEEC COUNTY



FAMILY VIOLENCE PRQJECT
P.O. BOX 304 ‘
AUGUSTA 04330 623-8637

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CLIENTS: VICTIMS OF DOMESTIC VIOLENCE: WOMEN AND THEIR CHITIDREN (BOYS UNDER
14 YEARS OLD)

SERVICES: Kitchen facilities (provide own food), crisis intervention,
support groups, housing referral, children's program, clothing, free child
care on side. Not handicap accessible. CRISIS LINE 623-3569.

HOURS: 24 HRS. STAFFED MON-FRI 8:30AM - SPM

STAY 4 WEEKS

BEDS 10 BEDS, 4 CRIBS

FEE: NONE

ACCESS: SELF, OUTSIDE REFERRAL; WAIK IN OR CALL HOTLINE 1-800-452-1930
COUNTY: KENNEBEC

HEARTHSIDE
RFD #4, BOX 609
AUGUSTA 04330 547-3065

CLASSIFICATION: TRANSITIONAL HOUSING-SUBSTANCE ABUSE

W:MMPMLSMGMMWWANDMCVERZS,
HAVE TO HAVE BEEN THROUGH DETOX

SERVICES: Meals prepared by clients. Mediation monitoring, substance abuse
counseling, independent living skills, housing and employment referral,
transportation, recreational activities.

HOURS: 24
¢ 9 MONTHS - 1 YEAR
BEDS8: 6 MALE AND 6 FEMALE
FEE: SLIDING FEE SCALE
SELF AND OUTSIDE REFERRAL, CALL FOR AN APPOINTMENT
KENNEBEC

KENNEBEC COUNTY



MIDDLE STREET HOUSE-MOTIVATIONAL SE
114 STATE STREET
AUGUSTA 04330 626-3465

CIASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH

CLII!NI‘S:WMENANDMENOVERIBWTIHAPSYGEA‘IRICDISABIIITY

SERVICES: Independent living skills, case management, 24 hour support,
crisis intervention, same group activities.

HOURS: 24 HOUR SUPPORT

STAY: 1 TO 1 1/2 YEARS

: 10

FEE:  30% OF INCOME

SEIF REFERRAL POSSIBLE; PREVIOUS SERVICE PROVIDER INPUT NEEDED
KENNEBEC

COUNTY

SUNRISE HOUSE-MOTIVATIONAL SERVICES
114 STATE STREET
AUGUSTA 04330 626-3465

CIASSTFICATION: PERMANENT HOUSING MENTAL HEALTH

CLIENTS: WOMEN AND MEN OVER 18, HEARING IMPATRED AND PSYCHIATRICALLY
DISABLED

SERVICES: Independent living skills, case management, 24 hour support,
crisis intervention, some group activities.

¢  UNLIMITED
BEDS: 5
FEE: MINIMAL CLIENT PARTICIPATION
COUNTY: KENNEEEC

KENNEBEC COUNTY



VETERAN'S AIM. CIR. TREATMENT PROG.
TOGUS 04330 623-8411
CLASSIFICATION: TRANSITIONAL HOUSING~SUBSTANCE ABUSE

m:mm,mmmwwmw,mmmm
18 \

SERVICES: Meals, medication monitoring, case management, individual, group
and family counseling, independent living skills and jab training available
in hospital, educational program. Handicap accessible.

HOURS: 24 OFFICE 7:30-4 MON-FRI

STAY: 21 DAYS
: 22

WATERVILIE 04901 873-2136
CLASSIFICATION: PERMANENT HOUSING MENTAL, HEALTH
CLIENI‘Sz MESSWANDMENOVERISWIIHPERSISI‘ENTMENB\LHINESS

SERVICES: Housing cammittee coordinates support services, independent living
skills, all other services referred. ,

HOURS: OFFICE 8-4:30 M-F, EMERGENCY SERV.24 HRS
BEDS: 7 APARTMENTS
FEE: 30% OF INOOME

¢ SELF AND OUTSIDE REFERRAL, SCREENING
COUNTY: KENNEEEC

KENNEEEC COUNTY



KVCAP, TRANSITIONAL LIVING DEMONSTR
P.O. BOX 278 .
WATERVILLE 04901 873-2122

CLASSIFICATION: TRANSITIONAL HOUSING-FAMILY
CLIENTS: FAMILIES WITH AT LEAST ONE CHIID UNDER 16

SERVICES: Case management, counseling, independent living skills, housing
referral, referral to other services as needed, follow-up counseling.

HOURS: WEEKLY VISITS BY CASE WORKER
6 MONTHS-2 1/2 YEARS
2 APTS W/2 BORMS.,2 APTS W/ 3 BORMS
FEE:  $0 -$150/MONTH
: SELF OR OUTSIDE REFERRAL; CALL FOR AN APPT/SCREENING
COUNTY: KENNEBEC

KVCAP-TRANS. LIVING FOR TEENS
P.0. BOX 278 .
WATERVILLE 04901 596-0361

CILASSIFICATION: TRANSITIONAL HOUSING-PREGNANT/PAREN
CLIENTS: TEENAGE PARENTS

SERVICES: Adolescent pregnancy counseling, in depth case management,
counseling, independent living skills, housing referral.

6 MONTHS - 2 1/2 YEARS
4 UNITS
FEE:  $0-$150/MONTH
: SELF AND OUTSIDE REFERRAL, SCREENING PROCESS
COUNTY: KENNEEEC

KENNEBEC COUNTY



WATERVILIE 04901 ‘ 872-7661
CIASSIFICATION: PERMANENT HOUSING MENTAL HEALTH

CLIENTS: WOMEN AND MEN OVER 18 WITH A HISTORY OF MENTAIL TLINESS

SERVICES: Unsupervised apartments, staff available for crisis intervention.
BEDS: 2 APTS. WITH 2 BEDROOMS EACH

FEE:  $175/MONTH

ACCESS: SEIF AND OUTSITE REFERRAL
: KENNEBEC

KENNEBEC COUNTY



QOMMUNTTY SCHOOL
P.O. BOX 555
CAMDEN 04843 236-3000

CLASSTFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: FEMAIE/MALE ADOLESCENTS AGES 16-20 WHO ARE HIGH SCHOOL DROP OUTS

SERVICES: One on ane teadier/co.mselér relationship, case management,
counseling. Students cook, work and attend school, group rap with MSW
facilitator. Camping trips, aftercare programs, graduates with high school
diplama.

STAY: 6 MONTHS

BEDS: 8

ACCESS: SELF OR OUTSIDE REFERRAL, INTERVIEW PROCESS
COUNTY: KNOX

MID-COAST HUMAN RESCURCES COUNCIL
P.O. BOX 808, 43 PARK STREET
ROCKLAND » 04841 596-0361 -

CIASSIFICATION: TRANSITIONAL HOUSING-FAMILY

CLIENTS: LW—ING]%EFAMILIESW/ATIEASTONEPARENTOVERIBAND}KMEI.ESSOR
AT IMMEDIATE RISK OF BECOMING SO; MUST AGREE TO WORK WITH CASE MANAGER.

SERVICES: Bi-weekly meetings with case manager, case management, independent
living skills, housing referral.

HOURS: 8-4:30 MON-FRI; NO ON SITE SUPERVISION
STAY: UP TO 2 1/2 YEARS
: 2 APTS. WITH 2 BECROOMS EACH
FEE:  $150/MONTH
:+ SEIF AND OUTSIDE REFERRAL, SCREENING PROCESS
COUNTY: KNOX

KENNEBEC COUNTY




NEW HOPE FOR WOMEN
P.O. BOX 642, 459 MAIN STREET
ROCKILAND 04841 594-2128

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CLIENTS: VICTIMS OF DOMESTIC VIOLENCE, WOMEN (OVER 18 OR EMANCTPATED) AND
THETR CHILDREN

HOURS: 24 HOURS, OFFICE MONDAY THROUGH FRIDAY
STAY: 1 TO 2 NIGHTS
: 6 TO 10 SAFE HOUSES AT ANY TIME
FEE: NONE
CALL 24 HOUR NUMBER 594-2129
KNOX

MID-COAST HOSPITALITY HOUSE
P.O. BOX 155
ROCKFORT 04856 594-~1422

CLASSIFICATION: EMERGENCY SHEILTER-FAMILY, ADULT

CLIENTS: WOMEN AND MEN OVER 18, FAMILIES

SERVICES: Dinner and breakfast, referrals, transportation.
HOURS: STAFFED 24 HOURS; CLIENTS STAY SPM -92AM

M: ?(:)DRI TERM, DEPENDS ON INDIVIDUAL

FEE: NOT REQUIRED; SLIDING SCALE
ACCESS: MUST HAVE A REFERRAL COUNTY: KNOX

KENNEBEC COUNTY



LINCOIN COUNTY

WEYMOUTH HEINRICK HOUSE
ROUTE 130
BERTSTOL 04539 563-1444

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: BOYS AGES 12-17 WITH A HISTORY OF PROBLEMS WITH PARENTS, SCHOOLS,
1EGAL AUTHORITIES, COR PEERS

SERVICES: Group homes segregated by sex, run by live in professional
teaching couple. Motivational system, counseling, camumity based
therapeutic services and education available.

COUNTY: LINCOLN

WEYMOUTH CURTIS HOUSE
MOUNTAIN RQAD
JEFFERSON 04348 563-1444

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: GIRIS AGES 12-17 WITH A HISTORY OF PROBLEMS WITH PARENTS, SCHOOLS,
IEGAL AUTHORITIES, OR PEERS

SERVICES: Group hame segregated by sex, run by professional live-in teaching
couple. Motivation system, counseling, camunity based therapeutic services
and education available.

COUNTY: LINCOIN

LINCOLN COUNTY



OXFORD COUNTY

__—_—-—-———____——————____—“‘_

CHISHOIM FAMILY SHEITER
100 YORK STREET
RUMFORD 04257 364-4551

cr.assmmm: EMERGENCY SHELTER-FAMILY, ADULT
CLIENTS: SINGLE WOMEN AND MEN OVER 18, FAMILIES

SERVICES: Kitchen facility with food provided, case management, housing
referral, transportation, clothing, referral to services as needed. Not
handicap accessible.

HOURS: ACCESSIBIE 24 HOURS/DAY (STAFFED-DAY)
: 3 DAYS

BEDS: 6 AT AL TIMES; 20-25 COTS

FEE: NONE

RUMFORD GROUP HOME
346 PINE STREET
RUMFORD 04276 364-3551

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: BOYS 13-18

SERVICES: Family reunification and family counseling, meals, medication
monitoring, case management, counseling, independent living skills, housing
referral, family, job training, recreational activities. Have to be in same
educational program.

STAY: UNLIMITED

EEDS8: 10

FEE: $56.75/DAY PATD BY RESPONSIELE PARTY
ACCESS: MUST HAVE A REFERRAL, SOURCE

QOUNTY: OXFORD

OXFORD COUNTY



RUMFORD GROUP HOME, INC.
346 PINE STREET
RUMFORD 04276 364-3551

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: BOYS 16-20, SEMI-INDEPENDENT LIVING PROGRAM FOR HOMELESS YOUTH

SERVICES: Structured program. Medication monitoring, case management,
counseling, independent living skills, housing referral, family planning,
job training, recreational activities. Must be in an educational program.

: 2 YEARS

BEDS: 4

FEE: $45/DAY :
AOCESS: MUST HAVE A REFERRAL
¢+ OXFORD

COMMUNTITY CONCEPTS TRANSITIONAL LIVING
P.O. BOX 278, MARKET SQUARE
SOUTH PARIS 04281 : 743-7716

CLASSIFICATION: TRANSITIONAL HOUSING-FAMILY, ADULT

CLIENTS: SINGLE ADUITS, FAMILIES; PRIORITY TO FAMILIES; HOMELESS OR AT RISK
OF HOMELESSNESS; LOW INOQME

SERVICES: In depth case management, counseling, independent living.skills,
housing referral, job training, transportation, referral to other services
as needed. ,

HOURS: OFFICE: 8-4:30 MON-FRI
STAY: 6 MONTHS TO 2 YEARS
: 4 APTS WITH 2 BEDROOMS EACH
FEE: 30% OF INOCME
¢+ SELF AND OUTSIDE REFERRAL, CALL FOR AN APPOINTMENT
COUNTY: OXFORD

OXFORD COUNTY



PENOBSCOT COUNTY

%

BANGOR HEALTH AND WELFARE
103 TEXAS AVENUE
BANGCR 04401 941-0257

CLASSIFICATION: EMERGENCY SHELTER-FAMILY

CLIENTS: SINGLE WOMEN AND MEN OVER 18, FAMILIES

SERVICES: Two shelters: one for men, one for women, children go with their
parent(s). Meals, case management, transportation, clothing. Not handicap
accessible.

HOURS: WOMENS SHELTER: 24; MENS SHELTER:SPM~8AM

STAY: 30 DAYS

BEDS: WOMEN: 10; MEN: 4

FEE: NONE

ACCESS: WALK-IN, SELF AND OUTSIDE REFERRAL
COUNTY: PENOBSCQOT

BANGOR RESCUE MISSION
126 THIRD STREET
BANGOR 04401 942-4161

CLASSIFICATION: EMERGENCY SHEITER-ADULT
C[IENIB:DENWERIB;NEEDIDBEABLEIDVDRK,HJSPM’IWDGWKHSERVICES.

S8ERVICES: Meals, counseling, substance abuse counseling, jcb locatian,
transportation, clothing educational assistance. :

STAY: INDEFINITE

BEDS: 4

FEE: NONE; $5 IF THEY HAVE INCOME

ACCESS: WALK IN, SELF REFERRAL, OUTSIDE REFERRAL.
COUNTY: PENOBSCOT

PENOBSCOT COUNTY



GREATER BANGOR AREA SHELTER
26 CEDAR STREET
BANGOR 04401 947-0092

CLASSIFICATION: EMERGENCY SHELTER-FAMITY, ADUIT
CLIENTS: SINGLE WOMEN AND MEN, FAMILIES

SERVICES: Evening meal, medical care, case management, counseling,
independent living skills, housing referral, clothing. Not handicap
accessible.

BOURS: SUMMER 7PM TO 72M; WINTER 5:30PM TO 8AM
STAY: 5 NIGHTS PER MONTH

BEDS: 15, ASSIGNED AS NEEDED

FEE: NONE

ACCESS: WAIK~IN, SELF REFERRAL

s PENOBSCOT

HOPE HOUSE, INC.

179 INDIANA AVENUE

BANGOR _ 04401 941-2879
CLASSIFICATION: EMERGENCY SHELTER-SUBSTANCE ABUSE

CLIENTS: WOMEN AND MEN OVER 18 WITH A SUBSTANCE ABUSE PROBLEM

SERVICES: Emergency shelter, detox, extended treatment; meals, medical care,
counseling, substance abuse counseling, management, life skills, 12 step
program, transportation, clothing.

HOURS: STAFFED 24 HOURS

STAY: EMERGENCY-24 HRS.; DETOX 3-10 DAYS; EXTEND UP TO 45 DAY
BEDS: 44; EMERGENCY 25, DETOX 19

FEE: NONE

ACCESS: WAIK IN, SELF AND OUTSIDE REFERRALS

COUNTY: PENOBSCQOT

PENOBSCOT COUNTY



OPPORTUNITY HOUSING
359 PERRY ROAD
BANGOR 04401 947-2730

CLASSTIFICATION: EMERGENCY SHELTER-ADOLESCENT, ADULT
CLIENTS: BOYS AGES 14-17; WOMEN AND MEN OVER AGE 18
S8ERVICES: Meals. Referral to support services possible.

HOURS: 7A.M.~6P.M. FOR REFERRALS
30 DAYS MAXTMUM
ONE FOR ADOLESCENT; TWO FOR ADULTS
FEE: $30 PER NIGHT
¢ WAIK-IN, SELF REFERRAL, OUTSICE REFERRAL
COUNTY: PENOBSCOT

ORONO GROUP HOME
43 ILLINOIS AVENUE
BANGOR 04401 947-0366

CLASSTFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH
CLIENTS: MENI‘ALI'EAL'I}IDIAQ‘DSIS, WCMEN AND MEN OVER 18
S8ERVICES: Kitchen facilities. Case management, counseling available,

housing referral, referral to other services as needed. Handicapped
accessible.

HOURS: 24
STAY: NO LIMIT
BEDS: 8

FEE: 30% OF INOME
ACCESS: SELF AND OUTSIDE REFERRAL
COUNTY: PENOBSCOT

PENOBSOOT COUNTY



PENOBSCOT JOB CORPS CENTER
P.O. BOX 1136
BANGOR 04401 842-1700

CIASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT, AD

CLIENTS: WOMEN AND MEN, AGES 16-24, RESIDENTS OF U.S., IN NEED OF VOCATIONAL
TRATNING, OUT OF SCHOOL OR UNABLE TO BENEFIT FRCM PUBLIC SCHOOLS

SERVICES: Self-paced academics, "Hands an Training" in various vocations,
basic health and medical services, pre-employment training classes, job
placement counseling, off center work experience, clothing allowance.

STAY: UP TO 24 MONTHS

FEE: FREE ROCM AND BOARD + EARN $40/MONTH
ACCESS: SELF REFERRAL; 1-800-842-1700 JOB CORPS
COUNTY: PENOBSCOT

PRQJECT ATRIUM

265 HAMMOND STREET

BANGOR 04401 , 941-2825
CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: GIRLS AND BOYS, AGES 14-18

SERVICES: Group and individual counseling; referral to other services as
needed. Attend an education program.

STAY: AVERAGE 8-12 MONTHS
COUNTY: PENOBSCOT

PENOBSCOT COUNTY



PROJECT REBOUND—WELLSPRING, INC.
98 CUMEERLAND STREET
BANGOR 04401 941-1600

CLASSIFICATION: TRANSITIONAL I-HJSING-SU&TAN(E ABUSE
CLIENTS: SUBSTANCE ABUSERS, GIRLS AND BOYS AGES 14-19

SERVICES: Meals, medication monitoring, case management, counseling,
substance abuse counseling, independent living skills, some housing
referral, outside referral for other services. Handicap accessible.

HOURS: 24
STAY: 6-12 MONTHS

BEDS: 12

ACCESS: SELF REFERRAL, OUTSIDE REFERRAL
COUNTY: PENOBSCQOT

SPRUCE RUN ASSOCIATION
P.O. BOX 653
BANGOR 04401 947-0496

CLASSIFICATION: EMERGENCY SHELTER-DOMESTTC VIOLENCE
CLIENTS: VICTIMS OF DOMESTIC VIOLENCE: WOMEN AND THEIR CHILIDREN.

SERVICES: Counseling, support group, crisis intervention, children's
program, outreach and referral.

HOURS: 24
STAY: 30 DAYS AVERAGE
BEDS: 5 FAMILIES AT ONCE COMFORTABLY
FEE: $1 PER DAY PER FAMILY

¢ SELF REFERRAL, OUTSIDE REFERRAL
COUNTY: PENOBSCOOT

PENOBSCOT COUNTY



ST. ANIRE GROUP HOME
87 OHIO STREET
BANGOR 04401 945-5021

CIASSIFICATION: TRANSITIONAL HOUSING-PREGNANT/PAREN
CLIENTS: YOUNG WOMEN WITH INFANTS, ONLY ONE CHILD PER MOTHER

SERVICES: Residents cook meals. Medication monitoring, case management,
independent living skills, family planning, parenting classes including

ing skills, self-esteem, assertiveness, healthy relationships,
discipline. Housing referral, clothing.

BOURS: 24
STAY: 3 MONTHS-2 YEARS
BEDS: 4 PIUS 4 CRIBS
FEE: NOT REQUIRED, SLIDING FEE SCAIE
: SELF AND OUTSIDE REFERRAL, INTERVIEW NECESSARY
COUNTY: PENOBSCOT

TRANSITIONAL LIVING APARIMENTS
43 ILLINOIS AVENUE
BANGOR 04401 947-0366

CIASSIFICATION: TRANSITIONAL HOUSING-MENTAL HEALTH
CLIENTS: WOMEN AND MEN OVER 18 DIAGNOSED WITH A MENTAL ILINESS

SERVICES: Case management, counseling, substance abuse counseling,
independent living skills, housing referral.

HOURS: SUPERVISED 4 HRS/DAY 5 DAYS/WEEK,ON CALL
STAY: NOT SET BUT ENCOURAGED TO "MOVE ON"

BEDS: 6

FEE:  $125/MONTH

ACCESS: SELF AND OUTSIDE REFERRAL, SCREENING
COUNTY: PENOBSCOT

PENOBSCOT COUNTY



WELLSPRING, INC.
319 STATE STREET
BANGOR 04401 941-1600

CLASSIFICATION: TRANSITIONAL HOUSING~SUBSTANCE ABUSE

CLIENTS: RMENANDMENOVERlBWI‘IHSUE‘mNCEAEISEm; SEPARATE
HALFWAY HOUSES

S8ERVICES: Meals, medication monitoring, case management, counseling,
substance abuse counseling, independent living skilis, referral to other
services as needed.

HOURS: 24
: 6 MONTHS
BEDS: WOMEN 13, MEN 13
FEE: 25% OF INCOME WHEN EMPLOYED
¢ SELF AND OUTSIDE REFERRAL, INTERVIEW
COUNTY: PENORSOOT

KID'S KORNER
RFD #2, BOX 82
BREWER 04412 843-6141

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT DD

CLIENTS: GIRLS AND BOYS, AGES 5-18, WITH DEVELOPMENTAL DISABILITTES/MENTAI,
RETARDATION

SERVICES: RESPITE: self care, A.D.L., personal independence, play and
leisure skills. IONG TERM: program coordination of ongoing medical
psycho-social, educational and administrative services.

STAY: IONG TERMY TO AGE 18: RESPITE 18-21 DAYS MAX 60/YR
: 3 IN RESPITE; 3 IN LONG TERM

FEE: IN REGION $32/NIGHT; OUT $39/NIGHT

ACCESS: SELF AND OUTSIDE REFERRALS; APPLICATION PROCESS

¢ PENOBSQOT

PENOBSCOT COUNTY



BIRTHCREST FARM -R.T.A.
RFD #2, BOX 76
LEVANT 04456 884-7346

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT MH

CLIENTS: BOYS, AGES 11-15, FOR WHOM NO LESS RESTRICTIVE AITERNATIVE IS
AVATL~ ABLE, MODERATE TO SEVERE INTERPERSONAL AND INTRA-PSYCHIC DIFFICULTIES

SERVICES: Behavioral interventions, treatment/teaching plan,
multi-disciplinary supportive services, education, family integration
strategy. Case review team, commmity integration.

STAY: UNTIL 18

BEDS: 4

FEE: PAID BY L[HS
ACCESS: REFERRAL FROM [HS
COUNTY: PENOBSCOT

PENOBSCOT OOUNTY



PISCATAQUIS COUNTY

,

WCOMENCARE/ABGIS ASSOCIATION
P.O. BOX 192, MAIN STREET ABOVE KORSKY'S
DOVER-FOXCROFT 04426 564-8165

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CLIENTS: VICTIMS OF DOMESTIC VIOLENCES: WOMEN AND THETR CHIIDREN (NO BOYS
OVER 16 YEARS OLD)

SERVICES: Clients are placed in safe homes. Wamen's support group, case
management, individual and group counseling, court advocacy, housing
referral, children's program.

HOURS: SHELTER 24 HOURS; OFFICE M-F 8AM TO 4 IM

STAY: 72 HOURS

BEDS8: SAFE HOMES

FEE: NONE

ACCESS: WALK IN OR CAIL; AFTER HOURS NUMBER 564-8401

G)UNTY; PISCATAQUIS

PISCATAQUIS COUNTY



SAGADRHOC COUNTY

#—F

RIVERSIDE ST. SPURWINK SCHOOL
RR BOX 1131, RIVERSIDE STREET
BRUNSWICK 04011 729-6692

CIASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: BOYS, AGE 5-12; EMOTIONALLY DISTURBED/BEHAVIORALLY DISORDERED

SERVICES: Residential treatment center. Therapeutic milieu, special
education program with individualized plan, individual, group and/or family
therapy, psychiatric/psychological evaluations, recreation programs.

STAY: UP TO AGE 12
: 16 IN PROCESS OF BEING OCOMPLETED
FEE: USUALLY PAID BY SCHOOL DISTRICT
: SELF OR OUTSIDE REFERRAL, SCREENING
COUNTY: SAGADAHOC

GROUP HOME-MILITARY & NAVAL CHILDREN

103 SOUTH STREET

BATH 04530 289-3555
CIASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT

CLIENTS: GIRLS AND BOYS AGES 10-16

SERVICES: Public school education, in-house counseling, domitory living,
camon meals, recreational activities. 24-hour supervision.

HOURS: 24 HOUR SUPERVISION
STAY: ONE YEAR OR LESS

BEDS 8
FEE: SLIDING SCALE
ACCESS: SELF AND OUTSIDE REFERRAL

COUNTY: SAGADOHOC

SAGADRHOC COUNTY



TRANSTTIONAL I&II CHILIREN & NAVAL CHIIDREN
103 SOUTH ST
BATH : 04530 289-3555

CLASSTFICATION: TRANSITIONAL HOUSTING-ADOLESCENTS

CLIENTS: G]RISAND&YSAGESIG-I?REASCNAELY@PABIEOFWIIVING
WITHIN 2 YEARS (PHASE I); AGES 17-18 (PHASE II)

SERVICES: PHASE I: Public School education or GED activities; ion-house
counseling and training, contracted therapies as needed, Pre~vocational work
experiences, health education, a vocational & leisure time activities,
dormitory living, common meals, 24 hour supervision. PHASE IT: Camunity job
Placement and support, campletion of educaticnal program, continued
counseling, therapy, training, in-house apartment living with independent
cooking, housekeeping, budgeting requirements, 24 hour supervision.

HOURS: 24 HOUR SUPERVISION
8TAY: 2 YEARS

BEDS8: 8

FEE: SLIDING SCAIE

SELF AND OUTSIDE REFERRAL
SAGADOHOC

i

TRANSTTIONAL III MIL & NAVAL CHIIIREN
1093 SCUTH STREET
BATH 04530 289-3555

CLASSIFICATION: TRANSITIONAL HOUSING

CLIENTS: WOMEN AND MEN AGE 18 AND OVER

SERVICES: Independent living anywhere in the midcoast, Bath-Brunswick or
Rennebec Valley area, with aftercare worker support for linking with
camunity service agencies.

BEDS: 8
QOUNTY: SAGADOHOC

SAGADAHOC COUNTY



SOMERSET COUNTY

:

GOODWILL HINCKLEY
P.O. BOX 129
HINCKLEY 04944 453-7335

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT
CLIENTS: GIRLS AND BOYS, AGES 12-GRADUATION, IN NEED OF A HOME

SERVICES: Residential home with a wife/husband team. Residents attend
Averill School in special education, cooperative education or accelerated
learning program. Residents work in same aspect of the facility:
recreational opportunities.

8 MONTHS TO 1 1/2 YEARS
90

FEE: SCHOLARSHIPS AVAILABLE
SELF AND OUTSIDE REFERRALS
SOMERSET

HOSPITALITY HOUSE
ROUTE 201, P.O. BOX 62
HINCKLEY 04944 453-6846

CLASSIFICATION: EMERGENCY SHELTER-FAMILY
CLIENTS: WOMEN AND MEN, FAMILIES, MINORS IF CLEARED BY THE STATE

SERVICES: Meals, medication monitoring, case management, independent living
skills, housing referral, transportation, clothing, referral to cother
services as needed, TDD machine for the-hearing impaired.

HOURS: 24

STAY:  UNLIMITED

BEDS: UNKNOWN AT THIS TIME

FEE: NONE

ACCESS: WALK IN, SELF REFERRAL, OUTSIDE REFERRAL
COUNTY: SQMERSET

SOMERSET COUNTY



PITTSFIEID TRANSITIONAL HOUSE
PITTSFIEID 04967

CLASSIFICATION: TRANSITIONAL HOUSING

HALCYON HOUSE
P.0. BOX 502
SKOWHEGAN 04976 474-8574

CLASSIFICATION: EMERGENCY SHELTER-ADOLESCENT

CLIENTS: GIRLS AND BOYS, AGE 10-17, MUST HAVE CONSENT OF GUARDIAN; NO ONE ON
PSYCHOTROPIC MEDICATION

SERVICES: Three meals/day, individual and group comnseling, crisis
intervention, independent living skills, transportation, clothing, teacher
on staff for schooling. The referring agency or guardian must provide
information and referral. Not handicap accessible.

HOURS: OPEN 24 HOURS
21 DAYS MAXIMIM
10
FEE: DETERMINED CASE BY CASE
¢ WALK-IN, SELF REFERRAL, OUTSIDE REFERRAL
COUNTY: SOMERSET :

SOMERSET COUNTY



SKOWHEGAN TRANSITIONAL HOUSE
SKOWHEGAN 04976
CLASSIFICATION: TRANSITIONAL HOUSING-PREGNANT/PAREN

CLIENTS: PREGNANT TEENS AND TEEN MOTHERS; HOMELESS OR AT RISK OF
HOMELESSNESS

SERVICES:

BEDS: 4 APARTMENTS
COUNTY: SCMERSET

SOMERSET COUNTY



WASHINGTON COUNTY

“

PENQUIS COMMUNITY ACTION PROGRAM
P.O. BOX 1162
BANGOR 04401 941-2830

CIASSIFICATION: TRANSITIONAL HOUSING-FAMILY
CLIENTS: LOW INCOME, HOMETESS FAMILIES WILLING TO PARTICIPATE IN SERVICES

HOURS: OFFICE 8:15-4:30 MON-FRI
¢ UPTO 2 1/2 YEARS
BEDS: 1 APT. W/3 BEDROOMS, 1 APT. WITH 2
FEE: $150/MONTH
¢ SELF AND OUTSIDE REFERRAL, WAITING LIST, SCREENING PROCESS
COUNTY: WASHINGTON

WCMANKIND SATELLITE OFFICE
MATN STREET, UNITED METHODIST CHURCH .
CAIATS 04619 454-2311

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE
CLIENTS: VICTIMS OF DOMESTIC VIOLENCE

SERVICES: Shelter in Machias; support group, court advocacy, cammnity work
through Calais Office.

HOURS: MON.- THURS. 9-3; CALL FOR APPOINTMENT
ACCESS: CRISIS NUMBER 1-800-432-7303
COUNTY: WASHINGTON

WASHINGTON COUNTY



WOMANKIND, INC.
P.O. BOX 493
MACHIAS 04654 255-4785

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE
CLIENTS: VICTIMS OF DOMESTIC VIOLENCE: WOMEN AND THEIR CHIIDREN

SERVICES: Crisis line staffed with volunteers for counseling and referrals.
Kitchen facility with same food available. Doctor available to came to
shelter. Case management, counseling crisis intervention, support groups for
women in shelter and in cammmity, court advocacy, children's program,
transportation, clothing, referral for other services as needed. Not
handicap accessible.

HOURS: 24 HOURS, STAFFED DURING THE DAY ONLY
STAY: 4 WEEKS, NEGOTIABLE

: 6 PLUS CRIBS
FEE: NONE
WAIK IN OR CALL; CRISIS ILINE 1-800-432-7303
WASHINGTON

WASHINGTON COUNTY



YORK COUNTY

a_
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YORK COUNTY SHELTER EXTENDED CARE
SMITH APTS, P.O. BOX 20
ALFRED 04002 324-1137

CLASSIFICATION: TRANSITIONAL HOUSING-ADULT

CLIENTS: WOMEN AND MEN OVER 18

SERVICES: Meals, medication monitoring, medical care, case management,
counseling, substance abuse counseling, independent living skills, housing
referral, job training in Notre Dame Bakery, jab location, transportation,
clothing. Handicap accessible.

HOURS: 24
STAY: 6-18 MONTHS; BMR RESPITE CLIENTS 1-5 DAYS
BEDS: 10

FEE: NO REQUIRED BASED ON ABILITY TO PAY
TRANSFER FROM YORK OO. EMERGENCY SHELTER
YORK

YORK COUNTY SHELTERS, INC.
P.O. BOX 20, OLD JAIL ON ROUTE 11
AIFRED 04002 324-6591

CLASSIFICATION: EMERGENCY SHELTER-ADULT
CLIENTS: SINGIE WOMEN AND MEN OVER 18

SERVICES: Meals, medication monitoring, case management, individual and
group counseling, independent living skills, housing referral, job training
in Notre Dame bakery, clothing. ’

HOURS: STAFFED 24 HOURS

2 WEEKS EMERGENCY SHEITER, 45 DAYS EXTENDED STAY
30: 24 MAIE, 6 FEMALIE

FEE: NONE REQUIRED; SLIDING SCALE/CLIENT

ACCESS: WAIK IN, SELF REFERRAL, OUTSIDE REFERRAL
COUNTY: YORK

YORK COUNTY



DAY ONE JAMES C. HARROD CENTER
P.O. BOX 41
BAR MILLS 04004 929-5166

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT SUB

CLIENTS: YOUNG WOMEN AND MEN AGES 16-24 WITH A SUBSTANCE ABUSE PROBLEM, NEED
TO BE SOBER :

SERVICES: Meals, medical care, case management, individual and group
counseling, substance abuse counseling, independent living skills, housing
referral, accredited. High school on site, job training, jab location,
transportation, clothing. '

HOURS: 24

STAY: 9 MONTHS TO ONE YEAR

BEDS: 11

FEE: NOT REQUIRED, SLIDING SCALE

ACCESS: SELF AND OUTSIDE REFERRAL, INTERVIEW PROCESS
COUNTY: YORK

ST. ANCRE HOME, INC.
283 EIM STREET
BIDDEFORD 04005 282-3351

CLASSIFICATION: TRANSITIONAL HOUSING-PREGNANT/PAREN
CLIENTS: PREGNANT WOMEN, NO AGE RESTRICTIONS

SERVICES: Meals, individual and group counseling, parent education training,
child care skills, child development, health and nutrition, commumnication

skills, stress management, self-esteem, adoption services, case management.
Involvement in an education program leading to a high school diplama or GED.

HOURS: 24
STAY: UP TO 6 MONTHS—MUST EE AT IEAST 3 MONTHS PREGNANT
BEDS: 8

FEE: NOT REQUIRED, SLIDING SCALE

SELF AND OUTSIDE REFERRAL, SCREENING PROCESS

YORK

YORK COUNTY



MITESTONE FOUNDATION, INC.
88 UNION AVENUE
OLD QRCHARD BCH 04064 934-5231

CLASSIFICATION: TRANSITIONAL HOUSING-SUBSTANCE ABUSE

CLIENTS: IATE TO FINAL STAGE ALCOHOLICS, MEN ONLY, MUST BE SOBER AND ABIE TO
CARE FOR THEMSELVES.

SERVICES: Three meals/day prepared by clients. Medication monitoring,
consulting physician. Case management, crisis intervention, substance abuse
counseling, informal independent living skills, recreational activities,
referrals for counseling, job location, transportation. Hame work with
families of clients, aftercare needs. Clients do volunteer work outside
agency. No detox program an site. Would accammodate client with handicap.

HBOURS: 24
STAY: AVERAGE 8 MONTHS - ONE YEAR
BEDS: 20

FEE: PAYMENT NOT REQUIRED,SLIDING SCALE
ACCESS: MUST BE SCREENED TO DETERMINE STAGE OF ALOCOHOLISM. CALI, APPOINTMENT
COUNTY: YORK

SWEETSER'S RESIDENTTAL TREATMENT
50 MOODY STREET
SAQD 04072 284-5981

CILASSIFICATION: TRANSITIONAL HOUSING~-ADOLESCENT

CLIENTS: GIRLS AND BOYS, AGES 6-18

SERVICES: Imterdisciplinary team provides 24 hours therapeutic experience;
individual, group, family therapy, physical and mental health services,
special education programing, recreational activities, life-skills training.
BEDS: 67 IN FIVE QOTTAGES

ACCESS: INTAKE SERVICES 284-5981 EXT. 255; 883-2749, 772-7479
COUNTY: YORK '

YORK COUNTY



SWEETSER'S THERAPEUTIC GROUP HCME
50 MOODY STREET
Sa00 04072 284-5981

CLASSIFICATION: TRANSITIONAL HOUSING-ADOLESCENT MH

CLIENTS: GIRLS AND BOYS, AGES 13-17, WDAREINCH\JFLICI‘WI’H'I’HEIR!'D&EAND
COMMUNITY ENVIRONMENTS

SERVICES: Full-time academic or vocational program, structured group living,
independent living skills, individual counseling.

BEDS: 6
ACCESS: AIMINISTRATIVE ASSISTANT, INTAKE SERVICES, CALL 284-5981, EXT 255
COUNTY: YORK

CARING UNLIMITED
P.O. BOX 590
SANFCORD ) 04073 282-2182

CLASSIFICATION: EMERGENCY SHELTER-DOMESTIC VIOLENCE

CLIENTS: VICTIMS OF DOMESTIC VIOLENCE: WOMEN OVER 18 OR EMANCIPATED WOMEN
AND THETR CHILDREN

SERVICES: Kitchen facility with food, laundry. Case management, counseling,
crisis intervention, housing and job referral through newspaper.
Transportation, clothing, in-house support groups as needed, support groups
for wamen and children ocutside shelter, court advocacy. Handicap
accessible.

BOURS: 24 HRS., STAFF ON SITE SAM - 5PM

STAY: 2-4 WEEKS

BEDS: 11 PIUS 4 CRIBS

FEE: NONE, ASK FOR $5 DONATION PER WEEK
ACCESS: CALL HOTLINE, 324-1802 CR 282-2182
QOUNTY: YORK

YORK COUNTY



W.I.T.H.I.N. (YORK COUNTY SHELTERS)
23 RIVERSIDE
SANFORD 04073 324-3600

CLASSIFICATION: TRANSITIONAL HOUSING~PREGNANT/PAREN
CLIENTS: mmmm, NO AGE RESTRICTIONS

SERVICES: Meals, medication monitoring, case management, counseling,
substance abuse counseling, independent living skills, education, job
training, group skills, socialization skills, house management, house
referral.

HOURS: 24

: 18 MONTHS

BEDS 9 PIUS 5 CRIBS, EXPANSION TO 11

FEE: SLIDING SCALE

ACCESS: SELF AND OUTSIDE REFERRAL, INTERVIEW
¢ YORK

YORK COUNTY COMMUNITY ACTION CORP.
P.O. BOX 72
SANFORD 04073 324-5762

CLASSTFICATION: TRANSITIONAL HOUSING~FAMILY

CLIENTS: LOW INCOME HOMELESS FAMILIES; PARENTS OVER 18 AND CHILDREN UNDER
16, WILLING TO PARTICIPATE IN PROGRAM

SERVICES: Case management, housing referral, budgeting skills, referral to
other services as needed. ’

HOURS: OFFICE 8-5 MON-FRI
STAY: UP TO 2 1/2 YEARS
S: 3 SMALL 2 BEDROGM UNITS
FEE:  $150 MONTH
¢ SELF AND OUTSIDE REFERRAL
COUNTY: YORK

YORK COUNTY



STUDIES ON HOMELESSNESS

Independent and Federal Studies:

Families on the Move
Breaking the Cycle of Homelessness
The Edna McConnell Clark Foundation - 1990

Programs to Help the Hungry & Homeless
What Corporations Can Do to Help End Homelessness
The National Alliance to End Homelessness - 1990

Education for Homeless Adults: The First Year
U.S. Department of Education - 1990

Reaching Out Across America
Mentally Ill Veterans Programs
U.S. Department of Veterans Affairs - 1989

Homelessness in the States
" council of State Governments - 1989

Community Care for Homeless Families
The Better Homes Foundation
Interagency Council on the Homeless - 1990

Homelessness - Changes in the Interagency Council
on the Homeless

Homelessness - Too Early to Tell What Kinds of
Prevention Assistance Works Best

Homelessness - Access to McKinney Act Programs

Homelessness - McKinney Act Reports Could Improve
Federal Assistance Efforts

U.S. General Accounting Office - 1990

Dropout Prevention for Homeless & Foster Care Youth

Metropolitan Center for Educational Research - N.Y.U

*funded by - U.S. Dept. of Health & Human Services
U.S. Dept. of Labor - 1989

Financing Services for Homeless Mentally Ill Persons
National Resource Center on Homelessness and Mental
*funded by

National Institute of Mental Health - 1989

Creative Sources of Funding for Programs

for Homeless Families

Georgetown University

*funded by - National Institute of Mental Health &
U.S. Dept. of Health & Human Services = 1990



State of Maine:

Educational Access for Homeless School Age Children
University of Southern Maine
State of Maine Department of Education - 1990

Selected Children’s Group Home Review - 1990
Children’s Emergency Shelter Program Review - 1989
Interdepartmental Council - Subcommittee on
Residential, Group & Community Care

Homeless Not Helpless in Maine
Legal Right Directory
Pine Tree Legal - 1989

Poverty Today
Blue Ribbon Commission on Energy Policy - 1990

Homeless Shelter Survey
City of Portland, Maine ~ 1989

Executive Summary: Mental Health and Other
Characteristics of Homeless Adolescents:

A Descriptive Analyzes of Multi-Agency Case Records.
University of Southern Maine: Department of

Mental Health & Mental Retardation - 1991



MENTALLY ILL CHILDREN

DUPL ICATION/OVERLAP

There is a fundamental lack of a coordinated approach to the provision of services to mentally i11 children. Each
state agency seeks legislative or federal funding for children whom they serve and who are either mentally 111 or

emotionally disturbed. There is no coordinated, comprehensive plan for the provision of services to mentally 111

or emotionally disturbed children. ‘

EMERGING ISSUES

More children today are seriously emotionally disturbed or mentally i11 and many more of them are so at a much
younger age. Many of the existing agencies do not have the resources to appropriately be able to treat these
children. The question of payment of services for emotionally disturbed children is fragmented and
uncoordinated. Because of the lack of a coordinated approach to the delivery of service to emotionally disturbed
and mentally 111 children, more and more children are being institutionalized.

NUMBER 1 CHANGE

There needs to be one agency that is responsible for the planning, development and implement of a full range of
mental health services for all of Maine's children who need them.



WORK DONE BY

DIVISONS IN THE BURKAU OF HEALTH

TOPIC SUB-CATEGORY CRITERIA SERVICE CLIENTS STATE COSTS TOTALS
SERVED FEDERAL FY'8G
Others Health & Env. Maine citizen, Testing water, env. | 1.2 million 2,800,000 30,000 T
needing health| Testing Lab. Healthcare provi- | samples, and medicall (2,100,000 2,830,000
care ' ers, water utilit- samples- dedicated
(Bureau of ies, state agenc. 700,000
Health) State)
Dental Health | Maine Residents Fluorides, sealants | 200,000 262,326 207,360 620,797
Health Ed. Screen
Health Promo. Maine Resident Educational inter- 1,2 million | 62,000 397,000 459,000
& Education ventions (Diabetes)
includ individual,
community based
health promotion
public ed. and
media
Div. of Public| Maine Resident & | Preventive Nursing | 1.2 million| 1,715,773 |1.2 million 2,915,773
Health Nursing| Refugees resett— Approx.
ling in Maine 12,000 diredt
: visits to
6,000 clients
420 clinics
. 329 refugees
Health Environmental Inspections & 1.2 million | 1,271,780 346,780 2,067,534
Engineering health & Hazards regulations
Quality assurance
Maternal and Maine families infant, child 1.2 million | 3,776,000 24,000,000 27,776,000
Child Health Especially care, premnatal care
women & children | family planning, WIC
Teen/Young Adult
programs, School-
based programs
Div. Disease Maine resident Acute & Chronic 1.2 million | 1,000,000 2,000,000 3,000,000
Control Disease Survei- approximateapproximate | approximate

llance

Primary prevention
Ed. and Preventive
Intervention




TOPIC

SUB—-CATEGCRY

Others
needing
health care

Bur. of Health
—public health

SERVICE

CLIENTS

Maine Resident

STATE COSTS TOTAL
SERVED FEDERAL
Prevention of 1.2 Million| 7,716,065 | 20,080,867 FY'90
Disease and dis— 2,205,295 30,002,227

ability

(dedica.)




For:  Subcommittee on Health, Social Services and Economic Security -
Special Commission on Governmental Restructuring

Date: August 23, 1991
Bureau of Health - Public Health/Prevention
Issue: Duplication of Services - problems posed for clients.

1. As we serve the entire population of the State, there is some
duplication with other state agencies and the private sector,
However, as our professional responsibilities are highly unique, the
duplication rarely presents problems for consumers. The problems are
more internal for government agencies/employees or private providers.
However, 1in addition to classic public health functions, the Bureau of
Health takes responsibility for certain function also performed in the
private sector because these functions are. expensive, difficult, or
central coordination 1is needed for adequate disease control
(Laboratory tests, the Tuberculosis program and Public Health Nursing
are all examples of this), Occasionally, when we in prevention get
involved in complicated care of the already 111, clients are served by
several state agencies. This was described in our involvement with
the chronically 111. Another example of the same clients being served
by several state agencies would be food service inspections and
alcohol Tlicensure, or plumbing codes and environmental concerns. But,
since health issues are generally the most complicated technically, it
seems unlikely that those health functions could be safely performed
by other agencies.

[ssue: Emerging Issues for Year 2000 - Structural Changes needed.

2. Sick care is overemphasized and not enough resources are allocated to
prevention. From a policy point of view, physical and mental health
should be combined, and liaison employees should be established in
other departments to facilitate work on common areas of concern, for
which health professionals have Teadership responsibility (examples:
Departments of Education, Environment, Agriculture, Corrections,
Public Safety).

Issue: Number one thing I would change.

3. Resource allocation should be shifted toward prevention and primary
care.



MENTAL HEALTH

Identify duplication and/or overlap of services for this group of
consumers. What problems do they present to the client?

DHS provides protective services, including public
guardianship/conservatorship, to adults with mental illness. DHS
acts as public guardian for 110 adults who are patients at AMHI
and BMHI. Approximately 20% community clients have a mental
health diagnosis. The problem for this population and for the
elderly, 1is lack of appropriate mental health services, not
duplication. There is a potential for duplication as BMH case
management- for persons with mental illness becomes more available.

What do you see as the emerging issues/nees of your clients by the
year 20007 And what structural changes are needed to meet those
needs?

*More housing with services options, both for elderly and other
adults.

*More creative approaches to design and delivery of mental health
services.

*More mental health professionals trained to work with special
populations.

What is the number one thing you would change?
Consolidate programs for adults in a single department whose

mission is to foster maximum feasible independence for all adults,
regardless of disabling condition or functional impairment.



CLIENTS FY g0 FY 90
TOPIC SUBCATEGORY CRITERIA SERVICE SERVED STATE FEDERAL TOTAL
Mentally Protective Incapacitated & Evaluation of n/ax n/a n/a
I11 Services dependent adult incapacitation,
: mental health
services based on
assessment
Guardianship/ Incapacitated & Evaluation of

Conservatorship

Home Based Care

Nutrition
Meals on
Wheels
Community Meal
Sites

Social Services

*BEAS does not track clients by disability.
have a mental health diagnosis other than dementia.

services.

dependent adult

60+ vyrs.
Functional
impairment

60+ yrs.
Functional
‘impairment
60+ yrs.

60+ vrs.

incapacitation,
mental health
services based on
assessment

Home health,
PCA, case mgmt.,
day care, mental
health

Meals, sociali-
zation & public
education

Outreach, info. &
assistance, legal,
transportation,
housing, benefits
applications.

We estimate that 20% of our protective/guardianship clients
The proportion is significantly lower for aging
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John R. McKernan, Jr. Robert W. Glover, Ph.D.
Governor Comunissioner

DEPARTMENT OF
MENTAL HEALTH AND MENTAL RETARDATION

August 23, 1991

TO: Rosalyne S. Bernstein and Roland Caron, Co-Chairs, Special Committee
on Governmental Restructing Subcommittee on Health, Social Services
and Economic Security

FROM: Robert W. Glover, Ph.D., Commissioner

RE: Answer to Three Questions - Mental Health

1. Duplication and overlap of services is not the issue for persons with
mental illness.

The lack of a responsive, and coherent mental health service system is an
issue, including both the severe paucity of available services, and the
inadequate capacity to support the consumer and his/her family in getting
to the services they need.

Issues of coordination with public and private groups outside of the
traditional mental health community warrant action as well. This includes
general hospitals, law enforcement agencies and general assistance
programs regarding housing and nutrition.

The consumer consequently faces a battlefield, rather than a pasture of
support.

2. The need for many persons with mental illness by the year 2000 is to have
the support they need to live productive lives in their own home
communities,

Structural changes required to meet this emerging need include:

- Development of a broader array of services including treatment,
in-patient care, housing, vocational opportunities and social and
recreational opportunities.

- Develope and deliver services at the local level through Regional Boards.

- Examine and maximize third party reimbursement for new community service
opportunities.

- Implementation of the AMHI Consent Decree.

State House Station 40, Augusta, Maine 04333 — Offices Located on 4th Floor, State Office Building
(207) 289-4223
(207) 289-2000 TDD for Hearing Impaired
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3. The required structional changes for the mental health service system, as
listed above, will only be accomplished if they are initiated in the
context of a pervasive effort to reorient mental health professionals,
providers and the general population to a consumer-driven focus.

Consumer choice is a non-negotionable, if persons with mental illness are
to benefit from services and live lives which are meaningful and rewarding.

Consumer choice will require everyone who provides supports to persons
with mental illness, to rethink how they do what they do, but more
fundamentally it will also require them to understand the values they
bring to their jobs.

Regarding the general public and its attitudes toward mental illnesses,
far reaching anti-stigma efforts must accompany changes in provider

perspectives, if persons with mental illness are to continue to become
part of the general public and not social isolates in state hospitals.

RWG/g
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Governor . Convnissioner
MENTAL HEALTH AND MENTAL RETARDATION
Bureau of Mental Retarcation Rogclg’.\' Deshaics
wrector
August 23, 1991
TO: Rdsalyne S. Bernstein and Roland Caron, GCo-Chairs, Special Committee
on Governmental Restructing Subcommittee on Health, Social Services
and Economic Security
FROM: Roger Deshaies, Director, Bureau of Mental Retardation Eléb"
RE: Request for Information

The Bureau of Mental Retardation provides through six regional offices
the following services to persons with mental retardation and autism:

Casemanagement

Resource Development

Contracting for support services (agencies/individuals)
Quality Assurance

Individualized Planning . Training
Representative Payee Services

Guardianship Services

Effective within the next several months additional services will be
provided resulting from the consolidation of services previously housed within
the Department of Human Services: Bureau of Medical Services. This transfer
eliminates much of the duplication . These services follow:

Policies, rules, regulations related to medicaid services for
persons with mental retardation specifically the Intermediate
Care Facility for Persons with mental retardation (ICF/MR)
program, and the Cost Reimbursement Program for boarding care
services for persons with mental retardation.

Financial management of all Medicaid services for persons with
mental retardation.

State House Station 40, Augusta, Maine 04333 - Offices Locazed on 4th Floor, State Office Building
(247,289-4222
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The Bureau of Msntal Retardation provides services for 3892 persons
residing in a variety of community alternatives. Additionally 262 persons
reside at Pineland Center, 12 persons reside at the Aroostook Residential
Center, 12 reside at Freeport Towne Square and 16 children reside at the
Elizabeth Levenison Cencer. All are state-operated ICF/MR facilities.

Specific to the guestions, the following assessment 1is provided.

Eligibility criteria and statutory-mandates can result in duplication of
certain components of multiple human service agencies. For exzmple, an
adolescent with mental retardation under the guardianship of the Department of
Human Services could hzve a caseworker from the Bureau of Mental Retardation,
a caseworker from DHS and, potentially, a "counselor from the 3ureau of
Rehabilitation.- Additionally, depending on the adolescents living
arrangement, agency personnel and school personnel can also be irwvolved in.
attempts to provide and coordinate services. '

It is important o note that the duplication is in component roles not
necessarily in the totel responsibilities of each staff.

Other areas of overlap include:

ABUSE/NEGLECT AiLEGATIONS

Investigations are conducted by the 0ffice of -Advocacy (DMHMR), and
Maine Advocacy Services (federally funded). These are similar functions but
different mandates and different responsibilities.

TRAINING

Provided by beth the Bureau and by provider agencies.

INDIVIDUAL PIANNING

Provided by beth the Bureau and by provider agencies.

RESOURCE DEVEIOPMENT

Interviewing potential providers 1is done by both DHS and BMR.
Development activities are also done by both non-profit agencies and by BMR.
As with Advocacy, there are many similarities but also differences in mandate.

As mentioned, <the transfer of the 'Medicaid responsibilicies will
significantly eliminate or at least minimize duplication.

2. The service system for persons with disabilities (both public and
private) often fosters dependent rather than independent through overly
protective practicies that underestimate the abilities and capabilities of
persons with disabilities. The most significant issue revolving around the
need for significant revisions in this system is in enabling persons with
developmental disabilities to become truly intergrated members of our
society. Supported 1living and supported employment are examples of the
emerging models that nezed to replace the sheltered settings currently in place.

3. The implemencation of a system of individualized funding rather than
the capacity funding.
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STATE OF MAINE
DEPARTMENT OF HUMAN SERVICES
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August 20, 1991

To: Special Commission on Governmental Restructuring
Subcommittee on Health, Social Services and
Economic Security

From: Elaine Fuller, Director
Bureau of Medical Services

Subject: Others Needing Health Care:
Answers to Questions

1. One of the major probhlems concerning governmental structures
for funding and organization for the delivery of health care is
sorting out what services should be part of the long term care
system versus the acute care system. In fact, they cannot be
separated because there is constant movement of clients between
the two systems. The Medicaid program and the other health
insurance programs operated by DHS/BMS in fact serve all these
populations. There are also other agencies serving these groups,
and one area where there may be overlap is in paying claims, with
other Departments having some system in place. It is unlikely
these other systems are as efficient as the Medicaid Management
Information System, which processes over five million claims a
year through a highly automated system. To the extent that
payment to providers impacts negatively on provider participation
in programs, this presents a problem to c¢lients.

2. The biggest challenge and emerging issue for the vear 2000
will continue to be the problem of access to health care for the
uninsured and the underinsured. Major structural change is
needed to develop a public/private partnership that will reduce .
overall costs in our health care system and provide universal
access to basic health care services. Changes are needed in the
private insurance industry, Ain the public funding of health care,
in the delivery systems, in the control of the health care
system, the funding of these services and in the incentives for
consumers to share in the responsibility for a cost-efficient
system. Although it is argued that the states can provide the
models for change, it is unlikely major reform will occur without
support and funding from the Federal level. of government.

3. The Departments of State government must be working together,
not at cross-purposes, if these changes are to occur. The
agencies serving the same constituencies and funding health care
need to be working closer together, sharing the same goals and



constraints. Although many of these functions could be
structured in one Department, the scope of funding of health care
in fact spreads out to many departments, including corrections,
education, insurance, as well as Human Services and MH/MR. I
would create one agency as the primary agency for the planning,
funding and oversight of health care services throughout the
state, and require that other Departments relate to that one
agency 1in some formal way.
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Page 1
Topic [ Sub—Category | Criteria | Service | Clients | Costs )
‘ ' [ | | | Served | State |  Federal | Total
Others Needing Health | Medicaid Services | Financially [ Inpatient & = | | l | ,
I | eligible, cate- |Qutpatient Hosp. | 96,007 33762231 59,730,000 - 1127,260,626
[ | gorical or mediPhysician [ 96,643 I 8,88 91 | 15,641,516 [ 24,470,457
| | cally needy  |Prarimcy [ 117,864 13,688,317 1 2U;197,329 | 37,855,646
I | | Psych. Hosp. | 557 3,151,871 5583000 1 8,735,794
| l |Rereb. Services | 55 B 68,543 | 121,431 | 189,974
I l ‘ ! I I l |
| | Services must be ' |Dental | 42,511 I 2,037,061 3,608,923 | 5,6U5,999
| | medically neces- Medical equip. & | | | I
| | =Y | Supplies | 8,683 | 406,280 1 2,491,32 | 3,807,672
[ [ | Ambulance [ 4,381 | 401,552 711,38 [ 1,112,950
| | |Transportation | 12,141 I 2,215,531 3,978,233 | 6,223,769
| 1 |Podiatry [ 2,371 | 81,707 | -.._ 144,755 ! 226,462
[ . {Optical | 6,581 1 54,663 1 1 96,847 | 151,504
| | |Chircpractic | 2,884 [ 110,952 | " 916;566 | 307.518
| B Hore Health | 4,578 | 270,034 L786,974 | 7,189,008
[ l peatal Bealth s 1 |
l | ]C]Jl’]lCS | 8,28)4 [ 2,227,676 | 3,946,592 | 6,17”,268
| | (Raral Health Cnts| 8,681 L 5B %01 1,513,284
| i Auxdiology I 511 [ 5,207 ] 9,213 [ 14,414
] l Psychological | 5,1%5 [ | | 2,097,080
l | ]Other 113,839 | 14,141,2051y 25,052,821 I 39, 194,026
l [ . I 77,000 | 9,170,399 ) 12,607,939 |2B,718,3B.
{ Claims Processing :Spaﬁiio foms & #haxfsmxgohxmﬁi M+ claims i ; f
: ldﬁaz%nunﬁd FbFHBiKBLQEan}pRXEgﬁﬁ | 1,5%%713[ 3,051,061 | 4.561,773
services for :
: ; }diEPfHSEUﬁ%MS{ } { :'
| Medicaid Administraticnl Residentizl Care | | s | 29,510 | 500,029
| | {icensing & Cert. | e | B 118230003
I | SRS ] | 121,833 | 183,966 305,799
L - 218,323 425,263 613,586
ALl Other BS %* 2,392,130 9,318,784 15,237,807

* BEstimated wnaduplicated recipients including page 2
** Total includes $1430,965. for Special Reverve
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For Subcommittee on Health, Social Services and Economic Security
- Special Commission on Governmenta] Restructuring

"Chronically IT1" - Answers to three Questions,
AIDS/HIV - Medical Eye Care - Special Services for Children
Diabetes

Issue: Duplication of services - problems posed to clients

1. A1l of these programs have in common that special medical

Valiay

care

services are being made available to qualifying clients, because
arguments can be made that professional providers (physicians, nurses,
other medical personnel) or usual payors (medicaid, medicare, Maine
Health Care Program, other insurance) are not adequately meeting the
needs. This means that clients must establish qualifying credentials
for a variety of programs, and need assistance to identify everything
for which they qualify. The DHS specifically provides case management
n AIDS and Special Services for Children. With all of these
programs, the Bureau of Health has gotten involved because adequate
medical expertise was not available in other government agencies for
certain aspects of the complex care these persons receive. 1In the

case of AIDS care, Bureau of Health professionals have provided

case

management consultation, and manage entirely the prevention piece.
The other programs are administratively Tocated in the Bureay of
Health. On-going medical care of the chronically 111 has not been a
traditional public health service. This would be considered tertiary
prevention, or maximum health maintenance where disease or disability
has already occurred. Yet, the, expertise afforded by health
professionals 1is clearly needed. Overlap occurs with services
provided by the Bureau of Medical Services (a primary payor), Bureau

of Child and Family Services (case management),  Bureau

- of

Rehabilitation, 0ffice of Health Planning, Research and Development
(surveillance and Certificate of Need issues), There is also overlap
with Departments of Education, Corrections, and Mental Health and

Mental Retardation, for these programs.

Issue: Emerging needs of these clients by Year 2000 - Structural Changes

to Government needed.

2. As the population is aging, and simultaneously there has been emphasis

on care of the {11 as opposed to disease prevention, we will see
population (chronically 11 or disabTed) grow at a fast rate,

this
More -

and more clients will need more and more .services, Structurally, it
would be better to have a Department of Health separate from social

services.

Issue: The number one thing I would change.

3. The number one thing I would care is to shift emphasis and resources
toward prevention and primary care. We should estabTish health goals

based on health maintenance and allocate ‘resources 1in accordance
those goals.

with



TOPIC SUB—-CATEGORY CRITERIA SERVICE CLIENTS STATE COSTS | TOTAL
‘ SERVED FEDERAL
Chronically | Diabetes At risk for Patient Ed. People with | $62,000 $202,000 FY'89
111 ' Diabetes Screening for eye Diabetes $262,000
or complications | disease 66,000
prenatal ed. for
diabetic women to
prevent birth
defects
Special servi- | Maine residents Diagnostic & Treat— | 1,913 860,430 536,020 1,296,450
; ces for under 18 yrs ment services by a
i children Household income | medical subspecia-
‘ (less than 185% list, Physical,
national poverty) | occupational and/or
Medical eligibi- speech language
lity: children therapy, hospital
with a congential | services, prescri-
or acquired bed medications,
chronic disease Orthotics and
or condition prosthetic services
Care coordination
All services are | Specialized multi-
pre—authorized disciplinary clinics
Medical Eye Maine resident Preauthorization: 2,267* 360,584 360,584

Care
*]7% under age
of 5

‘suffering from
significant dis—
order which if un-
treated, may pro—
gress to blind-
ness or be suffer
ing from signifi-
cant vision impaixn
ment after correc-
tion

financially eligi-
ble

Diagnostic and
treatment services
Corrective glasses
Transportation to
a needed service
Medication




Topic I Sub-Category - | Criteria | Service Clients State Costs Total
; ‘ l ! Served Federal
l I
Chronically I11 |AIDS Case Manage- IHIV infected IService needs 600 136,602 136,602
Long Term Care Iment lindividuals and lassessment, case
! Itheir families. {planning, coordi-
! | Ination of an
! | ladvocacy for
! | Imulti-discipli-
! I inary services.
1 1 1
1 1 1
iDrug ReimbursementilLow income HIV {Payment for FDA 110 25,355 37,342 62,697
iProgram linfected indi- lapproved pre-
! ividuals with no lIscription medi-
| Ithird party lcations.
! Ipayor. i
! ! , i
iPediatric AIDS {HIV infected IRespite care 32 25,000 25,000
iProgram ichildren and {Transportation
I {their families. lEquipment
i | Support and
i | Advocacy
I i
Homebased Care {Low income HIV iHomemaker/Home New program 163,216 163,216
linfected indi- | Health Aide
lviduals. | Services

l
|
l
|
|
|
1
l
|
I
|
l
l
!
|

I
i
!
l
|
|
i
)
i
|
!
!
!
|
!

iPersonal Care
{In-home Mental

! Health

ICase Management
1

1
!
i
|
I
i
I
!
!
l
I
i
!
!
I
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Topic I Sub-Category ! Criteria i Service i Clients State Costs Total
i ! | | Served Federal
H ! i i
Physically B1ind Services iLegally blind ISkills train. | 112 54,885 54,885
Disabled | or visually I including !
| impaired adultsi mobiity, self |
| i care, economic |
| | self-sufficiencyl
| ! i
Homemaker {Physically iGrocery shopping | 235 25,880 140,020 165,900
i handicapped {Home maintenance |
| adults living 1| training, chore |
| in the commun. | service, 1imited!
! | personal care.
! iFood preparation
1 1
i |
Transportation {Physically iScheduled routes 108 813 12,724 13,537

i
I
i
i
i
|
!
!
|
|
!
!
!
i
!
i
!
!
|
i
|
!
E
l
!
!
!
!
!
i
i
i
|
I
!
!
|
I
|
{

| handicapped

1
i

and demand
response transport|

!
|
r
!
|
l
!
l
!
!
|
|
!
I
!
I
|
1
!
I
|
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Rob=t W. Glover, Ph.D.

John R. McKernan, Jr. DEPARTMENT OF

Governor Corunissioner
MENTAL HEALTH AND MENTAL RETARDATION
August 22, 1991
To All Interested Parties:
Attached is the latest draft of the Department’s proposal to stablish

tn (v

regional boards to plan, coordinate, and oversee mental health service
. \\\

This proposal will be ciscussed at the September S5th meeting of the Visiomns

Group which will be held at the All Souls Church on King Street in Augusta.

Please share this document with others as you wish.

1 look forward to discussing ideas you have on regionalization in preparation
for the Department’s responding to a December 1lst deadline Zfrom the
Legislature’s Human Resources Committee for draft legislation to sstablish
regional boards.

Should you have questions prior to the September S5th meeting, please Zzel free

to contact my office.
Sindég Y,

j
4 4

Robert W. Glover, Ph.D.
Commissioner

19840

Suate House Station 40, Augusta, Maine 04333 - Offices Located on dth Fioor, Swate Office Building
(207) 2394223
(267) 289-2000 TDD fos Hearmng lmpered
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A PROPOSAL FOR THE DEVELOPMENT OF REGIONAL BOARDS TO ENHANCE
COMMUNITY-BASED MENTAL HEALTH SERVICE PROGRAMS IN MAINE

The purpose of this document 1is to share background . information on the
proposed development of regional governing boards to plan, coorcdinate, and
oversee community-based mental health services throughout Maine.

This proposal has evolved over the last several years starting in 1988 with a
priority from the scatewide planning process calling for coordination - of
services and efforts among agencies, organizations, and systems. Ncw that the
Systems Assessment Commission has issued its report, the development of
regional boards is a specific strategy being considered by the Department of
Mental Health (abbreviated as the "Department" in the following tages). In
addition, the Department has been requested to submit draft legislation to the
Human Resources Committee of the state legislature.

This overview may serve as a common resource tO help inform statewide
discussion of the issues involved for everyonme. In turn, that discussion will
inform and guide <the Department’s understanding and planning for the
implementation of the regional board structure. Input into the process of
developing regional boards has been encouraged from all secters of the
community -- from those who receive mental health services, their families and
friends, from the professional staff and boards of directors o¢f contract
agencies funded by the Department, other state agencies, and local government,
as well as concerned citizens and the public at large.

COMMUNITY-BASED SERVICES AND COMMUNITY MENTAL HEALTH CENTERS:

The current community-based service system in Maine is loosely organized into
three general categories:

1. Two state-operated psychiatric inmstitutes that provide imnpatient and
other services when appropriate community resources are not available;

2. FEight community mental health centers that provide a range of services
to a wide variety of clients; and

3. Other provider agencies which provide specialized services in such
areas as crisis/emergency services, community support/intensive case
management, vocational programs, residential services, social clubs,
deaf/geriatric specialized services, inpatient services, and human
resource development/public information.

These elements support the foundations of the mental health systesm, which by
state law are planned and managed by the Department of Mental Hezlth through
direct supervision of state-operated facilities and through formzl contracts
with local provider agencies.
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Community mental health centers (CMHCs) are funded under contract in
accordance wita Department of Mental Health priorities and procedures for the
services invoived as well as for financial accountabilitTy. Although the
centers have z long history of developing services in Maine, having earned a
reputation for providing professional, compassionate, quelity services to
persons in need of mental health assistance, the boards of these non-profit
corporations =zre officially responsible only for the corporate entity they
direct. In fzct, funding for Department sponsored mental health services
represents in some cases only 17% of the center’s budget.

DEPARTMENT OF MENTAL HEALTH:

The role of the Department, and specifically its Bureau of Mental Health, is
to plan and monitor community-based service development, aad to insure that
legislative and Department priorities are realized through service contracts
with the CMHCs and other local providers.

The Department has the statutory responsibility for overseeing the state
institutes and maximizing opportunities and strategies to coordinate
activities becween the institutes and community-based progracs.

In the past, the needs of the psychiatric institutes hzve dominated the
Department's zgenda. With a burgeoning inpatient population, many requiring
skilled care on a constant basis, costs and staff issuss have presented
formidable problems.

Given this financially restrictive and difficult situation, che Department has
tried to develop and apply community services on a consistanc basis within the
total fiscal resources available each year. However, the demands of
centralized, coordinated planning accepted by the state have produced mixed
results, the Department has been unable to distribute available funds in an’
entirely uniform manner across various regions in the state or consistently
reflect individual regional strengths in resource development.

REGIONAL BOARD CONCEPT AND OBJECTIVES:

In recent times, the enactment of the federal comorshensive planning
legislation (Public Law 99-660) has required the state to develop
comprehensive mental health service plans as a prerequisite for securing
certain federal funds. As a result, the Department of Mental Health has
engaged in statewide planning for Maine, with widespread input from concerned
citizens and families residing in various regions throughout the state. This
nevertheless resulted in a centralized budget and program initiatives. The
Department racognized that more input information -- based on local
perceptions, needs, and resources -- would be beneficial both to the
Department and, ultimately, to the people of Maine.

The emergence oI the regional concept and strategy was drzmatically noted in
the work of the Systems Assessment Commission, which examined the mental
health service systems in 12 states. The Commission concluded its work with
the recommencation that Maine consider the use of regional boards as a means
to expedite important objectives:



- To provide a positive influence on the development of a visior for the
mental health system;

- To respond to a variety of mental health needs;
. To stimulate the growth of services;
- To clarify the role and tasks of the Department;

. To encourage consumer input in the planning, delivery, and monitoring
of services; and

. To increase the level of community input in the overall development of
the service system.

ACTIVITIES AND ISSUES. 1988 - 1991:

Several events, activities, and initiatives have combined to suggesx the need
for a regional board structure. These include:

. The recent Consent Decree requiring that needs be met in locel/regional
settings,;

- Departmental initiatives to receive feedback on Department policy from
a variety of constituencies (through the Yisions Group, Portland
Planning Group, and Northern Tier Planning Group) ;

- A new Commissioner of Mental Health;

- The Systems Assessment Commission’s activities and report;

. The state’s current fiscal crisis requiring more focused app.ication of
1limited tax dollars;

. The dramatic increase in the number of contracts between the Department
and local provider agencies (300% in 3 years);

- Increased demands for accountability;

. Overall trends and policies in Maine state government toward more
regional and local control and less state government;

- Deliberations of the legislature's Human Resources Committee; and
- Legislative task force activities examining reorganization of state

agencies.

CONSENT DECREE:

Signed in mid-1990, the Gonsent Decree addresses the need for a comprehensive
mental health sexrvices system.



Of utmost concern is the necessity to develop and provide orograms for
individuals who have a serious mental i{llness and who requirs access to
inpatient, outpatient, and supportive services and structurzs to meet
individualized needs.

The Consent Decree requirements for Individualized Support Plzns prescribe
shared planning for these services by communities and the Dezartment. In
addition, the Consent Decree mandates the establishment of standards for
community-based mental health programs, and for services that may span several
categories of human service and education programs. Finally, the Consent
Decree calls for mnormal community based settings to be used whenever
possible. This necessitates a jevel of local understanding only zccessible by
regionally based decision making.

NEW DIRECTIONS:

The Visions Group, which began to meet in September 1990, was established by
the Department as a vehicle for various representatives of familz and consumer
groups, provider agencies, the Department, and commission/commitzze members to
discuss new initiatives and Department strategies, and > engage in
collaboration and planning with the Department and among group members. The
establishment of the Visions Group followed successful local piznning efforts
among similar representatives in the Portland area..

Since the inception of the Visions Group, members have joined together in-
formulating principles and values for governing the mental health service
system. The Visions Group has explored several -optioms, including regional
boards, to address mental health service system needs.

The Commissioner of Mental Health, Dr. Robert Glover, is builcing comnsensus
for advancing community-based strategies. His perspective includes experience
in several states and at the national level through research, consulting, and
committee activities for the National Institute of Mental Hzalth and the
National Association of State Mental Health Program Directors. Since his
arrival, the Department has also utilized nationally recognized consultants to
help gather and develop ideas for improvements in the mental nealth service
system throughout Maine.

SYSTEMS ASSESSMENT COMMISSION REPORT:

One of the Systems Assessment Commission’s tasks, assigned by the legislature,
was to "formulate specific proposals for alternative systems of zare." Imn its
report, the Commission stressed the need for making progress in zuch areas as:

- Allowing for regional diversity;

- Enabling ongoing flexibility, so that the mental health system can be
adaptable to both individual and community needs;

; and

~4

- Accounting for, and responding to, variations in demograph;

- Stimulating improvements in the treatment of mental illness.



The report of the Systsms Assessment Commission discusses the practical
mechanics of implementing regional strategies. Topics include: the mnature of
planning regional and community services; structure for regional planning and
program direction; and three options for regional programs as the means to
realize values identifiec by the Commission, and to encourage mnewvw dirsccions
for the mental health service system.

FINANCTIAL CONTRACTION, CONTRACT EXPANSTON:

The current financial status of Maine state government -- and its efifect omn
the potential for securing additional financial resources for the mental
health system -- may serve as 4 further stimulus to explore options for

planning and providing sental health services in a climate of diminishing
funds.

Maine's financial crisis imposes a harsh challenge to provide services

throughout the state while taking into consideration such issues as: service
efficiency and effectiveness; equitable distribution of resources &CrOsS
various regions; enlighcened investment of funds according to icentified

community needs; and the question of who should make - such decisions in each
community. '

As financial resources zre currently shrinking, the past several YyezIs have
also witnessed the extension of numerous individual contracts between the
Department and provider zgencies. For the current fiscal year, the Department
has more than 100 contracts -- each of which must be developed, implemented,
and monitored from a central bureaucracy, without the advantages enioyed by
most government bureaus In having a formal regional presence.

While expanding available services, the growth of contracting has imposed an
increasingly heavier admninistrative burden on the Bureau of Mental Health.
The overload has demanded recognition of the need for a more menageable
structure and process IO identify potential service providers and naintain
relationships with these organizations. '

Adding to the administrative responsibility for developing and maintaining
these contractual relationships, consumers of mental health services and their

families have claimed a major role in assessing local mental health service
needs and selecting providers to meet those needs.

MORE,_ ACCOUNTABILITY AND LOCAL CONTROL.:

Maine citizens rightiully expect government agencies to have Dbuilt-in
mechanisms for insuring the Dbest services possible through a struccture to

monitor and evaluate 2xisting programs. Especially concexrned wizh these
issues in recent years n1ave been the consumers of mental health services and
their families. Presertly, consumers are offered a mixed opporctunicy for

participating in the »planning and evaluation process of community-based
services.



Meanwhile, there is also a growing trend toward regionalization in other

Facets of Maine state government. There has been a proliferation of local and
regional committees, boards, commissions, and advisory groups for many
programs managed by other zgzencies of state government and the Govermnor's
Office. Some of these strictures are traditional, such as local school
boards, planning commissions, and administrative- districts. Others, such as
private 1industry councils, for instance, are less visible and only now
emerging into public view and local influence. The legislature 1is currently

examining these structures and will recommend future regionalization ‘for
specific agencies of state government.

VALUES AND PRINCIPLES:

In September of last Yyear, the Department established a set of wvalues and
principles that would serve as a guide to the development of mental hezlth
services throughout the communities of Maine.

This set of guiding princioles, reviewed and unénimously endorsed by the
Visions Group, specifically related to client-based and family-based values.
A summary of these values zad principles is attached as an addendum to this
report.

Other system values are reflectéd in the following sources:
- The Department's 99-660 state planning document;
- Reports from tﬁe Systzms Assessment Commission;
. Deliberations of the Xaine Commission on Mental Health;
- The Consent Decree; and

. Statements by boards of directors and staff of provider agencies, and
by consumer organizations, family groups, and citizens at large.

The processes that were used to deliver these values clearly demonstrate the
willingness of these constituencies to engage in dialogue, wunder the
assumption that positive action will result. The match between inherent
values and a management system that can maximize such values is crucial.

Changes in the management of the total service system through regional boards
is consistent with the values and principles agreed to by these constituencies.

To 1insure these values, current and emerging management systems must be:
sensitive to local needs; responsive to consumers and families at the local
level: capable of planning, implementing, monitoring, and evaluating local
services; and located near the site of service delivery.




WHY REGTONALIZATION:

A number of reasons for regionalization have been offered by various observers
favoring the development of citizen-controlled mental health services boards
in defined regions throughout the stats. The reasons for developing regional’
governing boards to plan, coordinate, and oversee community-based mental
health services include:

- To engage in outcome orientsd planning based upon establishing
achievable goals and measurable zime-limited objectives;

- To respond to the state’s diverse demographic characteristics;

. To serve as a quasi-governmenta: organization at a manageable, regional
level (since Maine is not governed through county structures reflecting
local preferences, such as in other states);

- To improve the coordination of mental health service system development
for Maine's 493 separate towns and additional smaller residential areas;

. To differentiate between urban and rural needs (with 85% of Maine'’s
population living within 15 miles of the Interstate);

. To foster the development of a minimum level of service that could be
planned and available to meet the unique needs of diverse regions;

. To enhance consumer and family involvement in decisions that affect
their lives with regard to service type, client group served, the
provider organization, financial  support, staffing, and other
characteristics of the provider agency;

- To expand a community’s capacity to secure funds beyond those provided
by the Department through the initiation of pilot programs, local
fundraising, and other vehicles;

- To encourage the expansion of consumer-operated services that can be

implemented in response to jndividual consumers whose mneeds are better
understood at the local level; ’

- To reduce the number and type of rules, regulations, and other controls
exercised by the state; and

. To develop policies and programs that may be consistent with local
circumstances.

POTENTTIAT. OUTCOMES:

As projected by various individuals in Maine who have examined the potential
for such a system ~-- and based on experience in other states --
regionalization 1is expected to have several outcomes that will alter the
current nature of the mental health system. Some expected outcomes are:

- Empowerment of the consumers and families in an ongoing role to plan,
direct, and evaluate the services that they determine should be
available;

- Integration of the community mental health provider system at the local
level through an organization having no inherent conflict of interest,
since regional boards would not provide direct services;



. Cost-effective stewardship of puslic funds by eliminating waste and
duplication now being perpetuzted through a Department-directed
labyrinth of contracts with separzte agencies;

- Building on the unique characteristics and strengths of each region by
board involvement with local schools,housing authorities, correctional
facilities, supported employment services, special populations, other
human service and health provicer agencies, and other persons and
organizations that should be invoived in the mental health care system;
and '

- Immediate access to local decisicn-makers who are directly responsible

for oversight of the community meztal health care system.

The latter outcome would also substantially lessen the current necessity of
contacting Augusta in order to resolve provider and service organization
issues.

ROLE OF THE DEPARTMENT OF MENTAL HEATTH:

Broadly conceived, under a regional s7¥stem the Department of Mental Health
would assume responsibility for four basic functions, serving to assure
oversight of public funds while placing decision-making responsibility closer
to Maine citizens at the community level.

These basic functions of the Department of Mental Health would be:

1. To provide leadership and a vision of the future.

2. To develop and make available = comprehensive information base and to
provide leadership and support in mental health planning.

3. To develop state Tresources and an equitable allocation plan,
including financial, techniczl, human, institutional, and other
resources.

4. To develop and implement an comprehensive quality assurance program

to set rules and minimum stanczrds of performance including:

quality of service standards

program guidelines anc regulations
financial and accounting standards
requirements for monitoring compliance
standards for a minimum data set
criteria for assessing program outcome

Moo O




ROLE OF REGTONAI, BOARDS:

The roles and functions of the regional boards may include:
1. To assess local needs;

2. To develop a strategic plan having measurable goals for services
meet identified consumers’ needs;

3. To develop finéncial and other resourcss;

4, To implement the service plan through contracts;

5. To provide evaluation and quality assurance;

6. To protect consumer and family rights;

7. To provide technical assistance and consultation;

8. To distribute financial resources;

9. To manage short-range and long-range planning for the region;

10. To implement the Consent Decree and other mandates.

N

GUIDELINES FOR DETERMINING REGIONS:

to

:  Natural boundaries that are sensitive to systems that people utilize for

their daily activities including services, shopping, commerce, and social

supports.

2 Differences among lifestyles and access Iissues related to urban, rural,

and suburban settings.

3. To the extent possible, mental health regions should be contiguous with
other regions for the Department of Human Services, education, public
safety, labor, Department of Transportation (which has 9 regional

transportation entities) and other state-operated and state funded

services.

o~

sites where people need and seek services.

require involuntary hospitalization.

[6)Y

Utilizing population scales appropriate to providing a full array

4. Conducive to placing staff, fiscal resources, and human resources near

5. Regions should each have their own capacities to deal with persons who may

of

mental health services, within appropriace travel time, and in relation to

the mode of service delivery (e.g. mobile -ural outreach, etc.).
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TYPE OF LEGAL ENTITY:

"he regional board would each be an independent 501 (¢) (3) corporation.
zoles and functions would be established through state legislation that would
:dentify the authority of the regional board to delegate responsibilities,
“und provider agencies, engage in contractual rslationships with agencies and
:ndividuals, and have formal relationships wizh other types of entities and
srganizations (including consumer and family groups).

sponsibilities and the nature of formal relationships between the Department
Human Services, Department of Mental Health znd Mental Retardation, and the
ureau of Mental Health would also be detailed in state legislation.

-

2
2
T

SOMPOSITION OF THE REGIONAL BOARD:

Tt is proposed that each board have a maximum of 15 members. At least 60%
‘nine members) must be representatives of consumers’ and families’ interests.
Jf these nine, four members must be primary consumers.

"Primary Consumers” are persons who have been, or are currently, recipients of
sublically operated or funded mental health services.

o members of a regional board shall be a state government employee or an
smployee of an agency that receives funds from a regional board. All members
of the regional board shall abstain from any zctivities that would create any
real or apparent conflict of interest.

N

NOMINATION AND APPOINTMENT:

A1l appointments shall be for three years with staggered terms. A board
nember may serve a maximum of two consecutive terms. The county commissioners
(or some other vehicle) in a region will on a proportional basis, collectively
appoint eight members to the regional board. At least & of these members
shall represent consumers and families. No more than four of the
commissioners’ appointees shall be "members at large". This is only one
spproach. Other approaches may be based on a system of local elections or

other nominating processes.
The Commissioner of Mental Health shall appoint seven members to each regional

soard. The Commissioner may appoint any proportion of members to represent
consumers, families, and members at large.

OPERATIONAL COSTS:

The Department of Mental Health will financially support the costs for each
regional board during the initial and future vears of their operation. These
expenses would include staff, facility costs, equipment, supplies, direct
operating expenses, and other support expenses O be determined. The
Department may use 1its discretion in securing these funds from a variety of
sources.
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BOARD RELATIONSHIP TO THE DEPARTMENT:

1.

The Department will hold each board accountable for assuming the
responsibility for implementation of all services in the region that are
supported with funds from the Department.

The Board shall develop a strategic plan with attainable goals and a
service plan based on regional needs and a plan to allocate fiscal and
other resources based on strategies to meet these needs. The Department
of Mental Health and Mental Retardation may review, comment, and approve
cthe regional plan.

Tach regional board shall be accountable for implementation of any
provisions of the current or future consent decree that relate to
community-based services.

The regional boards and the Department shall develop criteria that
describes the process and content of the regional planning activities.
Such criteria shall include specification of <he relationship between the
regional board (and its funded agencies) and the state hospital that
serves the region.

The Department may place any board in receivership for health, safety,
criminal, and other activities that are in violation of state statute and
regulation.

LIABILITY:

Each board shall have tort claims liability as detzrmined by state statute.

RELATIONSHIP OF BOARD TO OTHER COMMUNITY ENTITIES:

The relationship between the board and provicder agencies shall be limited
to the terms of the contract and/or memoranda of agreement which shall be
independently negotiated with each provider. ’

Nothing shall limit the board to contracting with any existing provider
agencies or for providing funds to or developing other mech§nisms for
providing fiscal resources to, or on the behalf of, any individual
requiring mental health services.

In developing relationships with other community entities, the regional
board will consider its own role and the role of such entities in:

development of the regional plan for services;

identification of priority clientele to De served;

participation in needs assessment activities;

development of outcome criteria for assessing the effectiveness of
services to individuals and groups,

e. determining the means by which the regional board and other community
based entities will pursue the outcomes identified in the regional plan.

Ao o
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TMPACT OF REGIONALIZATION ON LEADERSHIP:

Tt is anticipated that the current efforts of the Governor's Office z2nd state
legislature to examine the structure and function of state governmenst agencies
will have a significant impact on the management of public services, and the
extent to which these services can meet identified needs at the community
level. The current legislative task forces examining agencies will recommend
new regions that can be used by the majority of state agencies. The
Department of Mental Health will await the recommendations from these task
forces before recommending any specific regional configuration.

Both advocates and critics of regionalization have raised issues reg:zrding the
extent to which regions represent a duplication of effort znd/or an
unnecessary structural layer between the Department and community-based
provider agencies. Other issues that focus on regional effectiveness should
also be discussed and independent group of persons to establish &z procedure
for documenting these 1issues and developing a strategy to evziuate the
offectiveness of regionalization on management, services, clientele, and other
criteria to be developed.

One specific area of impact will be on the role of the Departmezct and the
Bureau of Mental Healch under a regional system. The leadership ra>le of the
Department under the regional system shall include the provisior of: (a)
technical assistance; (b) training; (c) fiscal resources; (d) probizm solving
and dispute resolution; (e) fiscal and program audits; (f) public education;
(g) institutional backing for involuntary and other inpatient hospitalization
‘at state facilities if required; (h) standards for a minimum date setT; and (1)
identification of issues that cross all regions which require decisions,
development of policies, resource development, and other supports.

It is the goal of the Department to develop regional resources znd refocus
leadership of the mental health system to local choice and oppor-unities at
the regional/community level to develop conditions under which tersons who
have a mental illness experience opportunities to make choices in pursuit of a
personal future; have respect and dignity; fully participate in aspects of
community living; and have opportunities to develop and exercise cometencies.

It is anticipated that regions will maximize local power and lezdership for
service systems change.

RELATION TO MAINE COMMISSICN AND THE PLANNING COUNCIL:

There will be no contractual or adminiscrative relationship between any board
and the Commission or Council.

Regions will submit their plans to be wused as part of the 2.L. 99-660
statewide plan.
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PLAN FOR PHASING-IN OF REGIONAL AUTHROITIES:

Year I (FY 92):

- Establish Boards and Initial Functions

.

1. Develop mission and by-laws consistent with enabling statue

2. Assess locai needs (local system assessment planning teams)

3. Develop plan of services for short and long-term (coordinated
with the stzte Mental Health Planning Council)

4. Coordinate individual Support Planning and development with area
providers

5. Review anc¢ advise Department regarding contracts with area
providers

6. Identify local resources (financial, in-kind)

- Staffing:
1. Up to 2 FIZ professional staff and 1 clerical. For initial year

staff may be from existing Department positions.

- Department Functions (First Year Only):

1. Provide technical assistance and consultation to boerds and
staff (Currént Department policies, Consent Decree compliance,
mandated services and priority populations, etc.)

Distribute financial resources (contracting)

Evaluation and quality assurance of services

Develop and implement Individual Support Plans (ISP)

Protect consumer and family rights

WP wWN

Year IT (FY 93):

- Expand Regional authority, (add following functions to those identified

in YR I).

1. Development of individual based MIS capacity

2. Coordinate ISP training, monitor implementation with area
providers _

3. Assume 7role in protection of consumer rights (grievances,
coordinate with Office of Consumer Affairs)

b, - Participate in quality assurance activities with Department staff

5. Sign-off authority on Department contracts, according to

identified needs in the area
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Staffing:

1. All staff (3 FTEs) employed directly by Board

Department functions (second year only):

Technical assistance and consultation to Boards

Contracting (with Board sign-offs)

Some evaluation and quality assurance activities

ISP implementation

Ultimate level for protection of consumer and family rights

W SwWw N

Year IIT (FY 94):

2405B

Full Authority Implementation (adding following to those identified in

YR I and II):

Implement plan of services to meet identified needs

Direct evaluation and quality assurance

Distribution of financial resources

Technical assistance to provider agencies

Consent Decree implementation

Development of regional budgets based on MIS data for DMH&MR
consideration

oW BN

Exploration of Medicaid reimbursement for administrative functions to
complement funding for regional staff. Staffing increased according to
workload and available resources.
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DMHMR Values and Guiding Principles

Client-Based

Individuals and their fzmilies will be given the highest consideration in the development of services
and Department policy.

Department services should be consumer-driven, meaning that: clients should be empowered
through making their own decisions about their lives and the care that they receive; providers
should be trained anc sensitive to issues of client autonomy and empowerment; services should

be "client-friendly,” that is, easily understandable, accessible, and useable by clients themselves:
and peer support networks should be available wherever need and desired by clients.

Those affected by mental illness or mental retardation and those who are part of natural support
systems for them shculd participate in care planning and delivery, wherever and as much as
possible and appropriate.

People receiving Decanmental services are at all times entitled to respect for their individuality and
to recognition that their personalities. abilities, needs, and aspirations are not determinable on the
basis of a psychiatric label. '

People receiving Degartmental services have the same rights as do ali other citizens of Maine,
including the right to iive in the community of their choice without constraints upon their
independence, except those constraints to which all citizens are subject.

People should receive Departmental services without regard to race, religion, national origin, sex,
physical disability, or other charactreristics, and services should be sensitive and responsive 0
cultural differences and special needs.

People should live, learn, and work in their communities.

Special efforts shouid be made to enhance access to care and overcome existing barriers to
services, especially for groups such as chiidren and homeless strest people.

All advisory, planning, anc governance bodies associated with Department programs should
include consumer and natural support system members.

Family-Based

Individuals and their families will be given the highest consideration in the development of services
and Department policy.  [duplicates statement under Client-Based category above]

Those affected by mental ilness or mental retardation and those who are part of natural suppor
systems for them shiould participate in care planning and delivery, wherever and as much as
possible and appropriate. [duplicates statement under Client-Based category above]

Policies and services for families which inciude individuals with mental retardation, emotional
problems, or mentél illness should focus on family unity and family empowerment. These poiicies
must encourage diract involvement in selecting and arranging services, and maintaining

community ties.
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Assistance, inc'uding respite arrangements, should be available to those provicing support for
those affected 2y mental retardation, emotional problems, or mental illiness.
All advisory, piznning, and governance bodies asscciated with Department prcgrams should

include consumer and natural support system members. [duplicates statemert under Client-
Based categcv above]

Services-Basad

Services provided for by the Department should foster dignity and self-worth. These services must
assist each incividual to achieve maximum independence. '

Departmentai services should address a broad spectrum of needs, from promotion of health, to
support for thase in difficulty, to intervention, diagnosis, treatment, rehabilitaticn, care and suppcrt
for those affected by mental illness. emotional problems, and mental retardaticn.

Services provded by the Department should be individualized, guided by an irdividualized service
plan, and in zzcordance with the unigue needs and potentials of each person.

The Departmznt should provide for services within the least restrictive, mosi ncrmative
environment -nat is clinically appropriate, with emphasis on home, school, primary health care,
worksite, anc other natural settings. :

Quality shouig be built into the system of services and monitored regularly. Care givien at all
points in the mental health system should represent state-of-the-art practice.

Protection of ife and health should be paramount in the provision of services. In crisis situations,
the mental heaith system should protect client safety and provide suppert white respecting client
autonomy.

Diagncsis, evzluation, treatment, rehabilitation, care and support shouid be grovided as near as
possible to the place the client regards as home base.

There shouic 2e continuing public education on mental iilness, emotional preclems, and mental
retardation t~at is aimed at fostering supportive community attitudes and eliminating stigma so that
those affected will have greater opportunities to achieve interdependence znc their potential as
productive members of society. :

Diagnosis, irzatment, and support for the unique needs of those aifectec by muitiple diagnoses
(for example: substance abuse, head injuries, the aftermath of psycholcgical rauma, with mentzal

iliness. emotonal problems, or mental retardation) should be provided within :he context of the
service sysiem, but not necessarily in institutions.

Early identification and intervention should be prcmoted by the sysiem of cars in order to enhance
the likelihood of positive outcomes.

Services shculd be provided in a fiscally responsible manner, emphasizing sficient and affective
care for thosz in need.

Services shculd be based, when feasible. on research findings and reccgnizec models of succass.
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Services and supports snould be administered and provided in a manner which avoids
unnecessary bureaucracy and indirect costs, and maximizes direct services.

Services and supports should be provided and organized in a way which is responsive ic
communities served, ard, therefore, may represent differing models.

The delivery of services should be provided by individuals who are qualified by training end/or
experience, as determined by appropriate credentialing authorities.

System-Based

At all levels of policy ard provision of care, there should be a focus on continuous imprcvement in
the system of services.

The system of services should be integrated, that is, there should be coordination betwesn
providers of different levels of community and inpatient services. Coordination should £z
promoted through effective resolution of issues of control and responsibility between services
providers.

There should be a clear assignment of responsiblity and accountablity for oversight anc service
deliver in the service sysiem.

The system’s structure should be flexible in responding to problems of service delivery.

The system of services should allow clients to move easily from one part of the system 0 another,
according to their nesgs, without undue barriers.

People served oy the Cepartment should be ensured continuity of care and consistent. aurturing
environment.

Resourceas in the sysiem should be balanced so as to provide for the entire range of client needs,
without undue emphasis on inpatient care at the expense of community services.

The system of services should be understood and accepted by average Maine citizens.

Those having needs snould be able to obtain services across professional lines in an integrated
system that fosters centinuity of care and overcomes gaps in services and barriers to care and
support. Collegiality and team approaches should be the dominant characteristics of service
delivery.

Case management siould de a strong decision-making element in coordinating services and
service providers.
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Sources: The preceding draft DNHMR values and principles were adapted from a number of
different sources, including the following documents:

A Plan for Pecole. Long Range Planning Task Force to Meet the Long Range
Needs and Interests of Maine Citizens with Mental Retardation or Autism
(supported by ths Maine Bureau of Mental Retardation) December, 1988.

Maine Comprenensive Mental Health Services Plan, Maine Mental Health Planning
Council and Maire Department of Mental Health and Mental Retardation,
September, 1885

Bureau of Chiidrzn with Special Needs Biennial Plan 1989-199Q, January 168¢S.

Commission Preiminary Report, State of Maine Systems Assessment
Commission, Seztember 10, 1890.

Settlement agrezment to consent decree in class action suit, AMHI clients v.
Maine Depariment of Mental Health and Mental Retardation and Maine
Department of —uman Services, August 1, 1820.

"Community Mental Health Service Agency Values and Guiding Principles. Craft
#3," Maine Courcil of Community Mental Health Services, 10/28/€0.

Draft Final Repcrt: Summary Findings and Recommendations, State of Maine
Systems Assessment Commission, November 14, 1990.
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ABUSED/NEGLECTED ADULTS

DUPLICATION/OVERLAP

There is no duplication and/or no oveh]ap for these two groups of consumers.

EMERGING ISSUES

Family Crisis:
¥  Expanded public awareness of problem.
¥  Expanded education especially media education and prevention efforts (community based).
*  Expanded shelter services particularly halfway house/transition housing with education, job, support

components..

Rape Crisis:

National and state issues: date rape.

Expanded education and prevention efforts.

Limited safe home network.
System education: hospitals, law enforcement and judiciary - also media.

KoK KX

NUMBER 1 CHANGE
Family Crisis and Rape Crisis:

¥  Would have a much more aggressive broader based, community-supported education and prevention effort.
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Abused and [Family Crisis IWomen who have iEmergency | 1,620 | 1,123,630 | 126,510 | 1,250,140
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I I | I ! ! |
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| {Potential victims!| hotline | I i !
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! ! sexual assault iAdvocacy with i I ! |
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| I [Transportation | ! ! i
I ! | I i o !
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! | protection or | monitoring, i | ! I
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! | of DHS food shopping, | I ! !
| i preparation, i i ! !
| I chore service. | I | !
| ! ! I ! i
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! | I I
! i i !
i i | |
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August 23, 1991

TO: Rosalyne S. Bernstein and Roland Caron, Co-Chairs, Special Committee
on Governmental Restructing Subcommittee on Health, Social Services
and Economic Security

FROM: Robert W. Glover, Ph.D., Commissioner

RE: Answer to Three Questions - Geriatric Services

1. There is no duplication or overlap as there are minimal services available
for the elderly mentally ill person.

Home health agencies do provide some mental health services but the
recipients are physically ill homebased with primary need for health
services.

2. As the population ages the needs for mental health services increases. In
addition to the chronically mentally ill population, many people develop
both short and long term mental illness in their 60's - 70's and 80's.
Increased need for specialized mental health services.

3. TFocus resources away from institutional services toward community programs.
Insure that the entire population of Maine'’s elderly has equal access to

whatever services are available. Fill in the existing gaps in services.

RWG/g
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Identify dupliéation and/or overlap of services for this group of
consuners. What problems do they present to the client?

Older people in Maine are eligible for many state and federally funded
services. Eligibility is based on age, income, functional impairment or
save cambimation of the three. Most services are provided directly by DHS
or through IflS contract agencies.

Principal areas of duplication are: . 1. Determining eligibility for

beref its; and 2. Providing inm-hame, supportive services. Services are
categorically funded and eligibility criteria differ just enough fram
program to program that the older consumer may bave to tell her "story"
several times in order to obtain all the necessary benefits. Sameone
needing services to remain at hame may talk first with a hospital social
worker ; next with a hame health agency; then the Area Agency on Aging, a
hamemaker agency, or both; and finally, HS for Medicaid and Food Stamp
eligibility. There are no fewer than seven state/federal funding sources
for inm-hame services. Many older people simply won't put up with the
rrocess. In a 1989 survey, 25% of Maine's elders said they wouldn't accept
services even if they were eligible; for those 75+ the fiqure was 33%.

What do you see as the energing issues/needs of your clients by the year
2000? And what structural changes are needed to meet those needs?

According to the 1990 census, 18% of Maine's population is 60+ years old.
It will increase to 21% by 2010. Already there are five rural counties
where the elderly are more than 20% of the population. Maine's elderly are
not affluent —- one in five have incomes below poverty and one in three are
considered "near poor." The poverty rate for older waren is twice that for
men. :

In the year 2000 older people will need what they need today —— affordable
housing, health care, and transportation. If Maine continues to rely on
the property tax to fund education, marny elderly will no longer be able to
maintain hares in rural areas. If they stay, it may be because they are
successful in limiting spending on schools, which then may drive younger
families away.

More divorce, fewer children and more employed caregivers are likely to
mean changes in the family support that is the backbone of owr current long
term care system. We will rely more on paid caregivers who must be trained
and canpensated as professionals. The distinction between health and
social services will blur, so it will be important to design an integrated
del ivery system that maximizes consumer choice. -

Maine's infrastructure is designed for a younger, able-bodied population.
Both public and private sector will have to adapt jobs, products and
services to an aging population. -

What is the number one thing you would change?

Reduce the reliance on institutions, both hospitals and nursing hame, as
settings for delivering health care and supportive services to older

people.

BEAS 8/21/91



CLIENTS FY 90 FY 990
TOPIC SUBCATEGORY CRITERIA SERVICE SERVED STATE FEDERAL TOTAL
Elders Nutrition 60+ yrs 5,414 $2,476,287 $2,476,287
Meals on Functional Meals, social-
Wheels Impairment ization & public
Community Meal education
Sites 60+ yrs. 12,192
Home Rased 60+ yrs. Home health, 1,552 § 3,620,147 3,620,147
Care Functional Imp. PCA, case mgnmt.
18+ vyrs. day care, mental 140
Functional Imp. health
Congregate 60+ yrs. PCA, case mgmt. 175 439,916 439,916
Housing Functional Imp. meals, home
Services Tenant of subsi- Thealth transpor-
dized housing tation
Social 60+ yrs. Outreach, info. & 29,577 381,337 1,223,334 1,604,671
Services 1 assistance, legal,
transportation,
housing benefits
applications,
Employment 60+ yrs. Job training, 87 363,847 363,847
Low income subsidized employ-
ment, placement
Foster 60+ yrs. Volunteer 72 23,667 195,009 218,676
Grandparent Low income placement with
special needs
children
Ombudsman Consumer of advocacy, ‘ 638 68,682 57,315 125,997
home health or complaint :
institutional investigation
care
TTAT O /7970 /4
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Introduction

The Bureau of Elder and Adult Services plans, develops
and coordinates services for people living in Maine who are
sixty years of age and older.

In 1989, the number of people age 60 and older in Maine
was estimated to be 219,000. By the year 2010 it will be
273.000. This represents a twenty-five percent increase in
twenty years. Mainers are living longer than ever before. In
1987, a man 60 years old was likely to live to age 78; at 60 a
woman was likely to live to age 82. Our communities, our
families and public service agencies will be profoundly
affected by the growth in this population.

For many, a longer life means more years beyond
retirement, which they enjoy in good health, with adequate
income and with leisure time to enjoy interests they have not
been able to pursue during their working years. For others,
it can mean years of poverty, poor health and limited
mobility. Almost 10,000 Mainers 60 years of age or older
live in institutions such as nursing and boarding homes. To
assess the needs of the remaining 209,000 elderly people
living in the community, the Bureau commissioned a
statewide telephone interview survey of a random sample of
this group. This report describes that diverse population in
terms of income levels, age, gender, marital status,
household size and living arrangements.

Page 1



Services are provided to older Mainers through five
regional Area Agencies on Aging (AAAs). Where significant
variations in the characteristics of the older population exist
among regions, the data is reported by region. For purposes
of this report, counties included in each region and the AAA
which serves those counties are identified in Table 1.

Table 1: Counties Included in Each Region
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iIncome

The Bureau of the Census estimates that nationwide in
1987, 11.8% of people 60 and older lived in households with
incomes below poverty. Among the 209,000 non-
institutionalized older Mainers, 22% or 46,000 are poor
(living at or below poverty). An additional 13% or 28,000
older Mainers, are "near poor" (living between poverty and
125% of poverty).

TABLE 2:ﬁFeder% g’é)verty Levels for
100% of

Hous %10?4 Poverty
2

T 060

PB%? 18,900

The percentage of poor older people, 22%, is markedly
higher than the 13% poor in Maine's total population. The

percentage of poor in the older population increases with
age. (Table 3)

TABLE 3: Income Levels

60-69 70-79 80+
] To 21% ? 7o
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Poverty among people 60 and older also varies
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significantly by region. In the Northern region, the proportion
of older Mainers with household incomes at or below poverty
is higher than any other region of the state. Thirty-seven

percent of the elderly in this region have incomes at or below
poverty.

&Iousehold Income by Region] Chart 1
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Poverty levels also vary considerably by gender. Of the
46,000 elderly poor 31,000 are women and 15,000 are men.
Forty-four percent of women 60 and older in Maine are living
at or below 125% of poverty. (Chart 2)

Many characteristics of the poor and near poor
distinguish them from the rest of the older population. Poor
elderly are less likely to drive a car. They are more likely to
live in apartments. They are more likely to be widowed.
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They are more likely to be women.
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Age and Gender of Population

One-fourth of Maine's older population is between the
ages of 60 and 64, and another one-fourth is between the
ages of 65 and 69. (Chart 3) The average age of women 60
and older is 72. The average age of men 60 and older is 70.
Average age does not vary by region.

[ Age Distribution of Mainers 60 & Oldes B
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The ratio of women to men in the population age 60 and
older increases with age. In the age group 60 to 64, 52%
are women. Among those 85 and older, 77% are women.
(Chart 4)

There is considerable migration of younger retired
persons into Maine. Between 1970 and 1990, approximately
32,000 persons 65 and older moved into Maine. Over the
same period over 100,000 people age 45 - 64 moved to
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Maine who were either retired when they moved or retired
shortly after moving. As this population ages, Maine will
gain a large group of people 60 and older that includes a
relatively higher proportion of men and has incomes above
125% of poverty as well as experience and skills which will
support an independent lifestyle. |

{

Proportion of Men and Women by Age ]

8o+
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Marital Status

Nearly two-thirds, 64%, of all Mainers 60 and older are
married. Over a quarter of them, 26%, are widowed. The
remaining 9.5% are either divorced or separated or have
never been married. Marital status changes significantly,
however, as people age. (Chart 5) One reason for this is the
marriage rate among men and women who have been
widowed. Nationally 28 out of every 1,000 widowed men
remarried in 1985, only 6 out of every 1,000 widowed
women remarried that year. Of every 1,000 divorced men,
122 remarried in 1985. Only 82 out of every 1,000 divorced
women remarried that year. The trend among both men and
women since 1970 has been consistently toward fewer
remarriages among both divorced and widowed people.

[Morh‘ol Status By Gender and Age] Chart 5'
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Household Size and Living Arrangements

Household size varies significantly with age and gender.
Among all older Mainers, 61% live with one other person
(usually a spouse), 25% live alone, and the remaining 14%
live in households of three or more people. (Chart 6)

| Size of Household ] [Chart 6 |

Men 70-79
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The data corroborate the large number of women who
lose a spouse after age 70 and are likely to live alone. (Chart
7) Since a spouse is the most frequent caregiver, people
living alone are more likely to require services and are at
greater risk of institutionalization.
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[ Living Arrangement j l Chart .?l

Mainers Age Poor HMen

60 & Older 60 & Older 60 & Dlder

Ty

[ NOT Alone [JLiving Alone ]

Men age 60 and older are far more likely to live with a
spouse than women. Women age 60 and older are more
likely than men to live alone.

L With Whom Do Older Mainers Ljve? ]

’ Chart 8 i
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Other Relative
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Friend
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Older women are also more likely than older men to live
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with one or more of their own children, a friend, a parent or
inlaw, or other relative. (Chart 8)

There is a regional variation in the proportion of elderly
who live with their parents or inlaws and in the proportion of
elderly who live with their children. The lowest proportion of
elderly who live with their parents or inlaws occurs in
Northern Maine. (Chart 9)

[ Live With Parents/Inlaws or Thair Children by Regian ]

(Percentages Are of Those Who Live With Someone)

Chart 9
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Type of Residence

Almost three-quarters of those 60 and older live in single
family houses. (Table 4)

TABLE 4: Type of Residence by Gender/Age

endle vobile

Gender/Age Home omesApartmentsDuplexes
Men 0 0% 0% 7% 3%
Women 83 9% 190 5 el
Women 0 - /3% 3% 12% 2%
chwen /0-79 /1% 19% 7% 3%
omen 80 + 56% 34% 3% 7%

Among men and women, income is a factor in whether
they live in a single family home. Among older Mainers with
household incomes at or below poverty, both men and
women are less likely to live in single family homes and
more likely to live in apartments than those with higher
incomes.

[Type of Living Structure by Region]

Single Family Homes Chart 10
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Transportation

The ability to travel within one's community, particularly
for shopping and medical appointments, is a critical factor in
maintaining personal independence. An automobile is a
necessity in Maine and can be crucial to people living in
isolated rural areas. Among all Mainers 60 and older, 80%
drive. The proportion who drive varies significantly by
gender and age, and, for women, by income. Ninety-two
percent of men and 69% of women 60 and older drive a car.

r Proportion of Older Mainers Who Drive ]lChart 11I

Mainers Age Poor Poor
60 & Older Men Yomen

DO DRIVE 0 po NOT DRIVE

The proportion of men who drive decreases from 96%
(age 60 to 69) to 88% (age 80 and older). The proportion of
women who drive decreases from 80% (60 to 69) to 34% (80
and older). Among the near poor, 25% do not drive. Among
the poor, 37% do not drive. Transportation is a much
greater problem for poor older women than for any other
segment of our population. Among poor women 50% do not
drive while, among poor men 11% do not drive. (Chart 11)
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Education

Among those 60 and older, 12,950 or 6% did not finish
eighth grade, and an additional 54,550 people 60 and older
did not finish high school. Roughly one-third received a high
school diploma. One-sixth completed some post high school
education, and another one-sixth graduated from college.

A study conducted by the Commission on Maine's
Future in 1989 shows the level of education achieved by
Mainers age 60 and older is lower than for the general
population 18 and older. (Chart 12)

&evel of Educo’riorq

[Chart 12'

66 66
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1 High School Ed Post High Ed College
or Less School Degree

Among Mainers age 60 and older, level of education
does not vary significantly with age. It does, however, vary
significantly with gender. While older women are slightly
more likely to have completed a high school diploma, they
are much less likely to have completed a college degree.
Twenty-two percent of older men and 14 percent of older
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women completed college degrees.

[Income and Educa’rion]

I Chart 13 I
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Income level varies significantly with level of education.
Among poor older people in Maine, 58% have less than a
high school education and only 4% graduated from college.
Among near poor elderly, 38% failed to graduate from high
school and only 5% completed a college degree. Of the
remaining elderly, 80% graduated from high school and 27%
graduated from college. (Chart 13)

Perhaps the most striking variation in level of education
occurs regionally. Northern Maine has the highest
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proportion of elderly who have not completed high school,
49%, and the lowest proportion who have completed college,
9%. Forty-one percent of the older population in Western
Maine have not completed high school and only 13% have a
college degree.

Central Maine has the lowest proportion of older Mainers
who have not completed high school, 27%, and the highest
proportion of college graduates, 23%. (Chart 14)

[Levelof Edgcoﬂon by Regknq IChaﬂ;14I

=== Less Than High School

— College Degree ._

Northern Eastern Central Western Southern
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Old, Poor and Living Alone

Living alone is not, in and of itself, an indicator of need.
Some older people can afford to live alone and do so by
choice. Older people with lower incomes who live alone are,
however, more likely to need services. There are at least
20,000 Mainers who are 70 years of age or older, have
incomes at or below 125% of poverty ($7,475 per year for a
household of one in 1989) and who live alone. This group of
older people differs significantly from the rest of Maine's
population age 60 and older in several ways.

[Propor’rion of Women and Men]

|Chart 15'

[%0 & Older, Income at or Below 125/ Poverty, Living ﬁlone]
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Eighty-seven percent (87%) of this population are
women, compared to 47% women in the remaining elderly
population. Of these women, 95% are widowed while 18%
of the remaining elderly are widowed.
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[ Marital Status ) [Chart 18]

[ 70 & Older, Income at or Below 125y Poverty, Living ﬁlonegg]
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Among the population over 70, poor or near poor and
living alone, only 1% are married and 72% are widowed.
Among all other people 60 and older, 72% are married and
18% are widowed.

This group is much less likely to drive an automobile and
five times as likely to use public or senior citizens'
transportation as other older Mainers.

[Drive An Au’romobilej I Chart 17'
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Nearly half, 45%, of this population live in apartments
while only 9% of the rest of the elderly population live in
apartments. Forty percent (40%) live in single family homes,
while 78% of the rest of the elderly population live in single
family homes.

Fewer than half of this group graduated from high school
and only 4% graduated from college. Among the remainder
of the population age 60 and older, 71% received a high
school diploma and 20% have a college degree.

[Level of Education Chart 1ﬂ

(70 & Older, Income at or Below 1257 Poverty, Living Alone

(11 Others 60 and Oldey]

0 10% 207 304 40~ 50 60~ 70 80« 90« 100~

Less Than (O High School B Post High College
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Close to a third of this population have difficulty with
daily tasks. They are more likely to have difficulty with
housecleaning and grocery shopping than the remainder of
the elderly population. Their need for assistance with other
types of daily tasks does not vary significantly from the
remainder of the population age 60 and older. However, half
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of all older people who have difficulty with daily tasks receive
help from a spouse. Since few in this group live with a
spouse, this source of help is not available. Their needs will
continue to command the attention of our communities and
public service agencies.

[ Difficulty With Daily Tasks |

o8~ I Chart 19 i
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Introduction

The Bureau of Elder and Adult Services plans, develops
and coordinates services for people living in Maine who are
sixty years of age and older.

In 1989, the number of people age 60 and older in Maine
was estimated to be 219,000. By the year 2010 it will be
273.000. This represents a twenty-five percent increase in
twenty years. Mainers are living longer than ever before. In
1987, a man 60 years old was likely to live to age 78; at 60 a
woman was likely to live to age 82. Our communities, our
families and public service agencies will be profoundly
affected by the growth in this population.

For many, a longer life means more years beyond
retirement, which they enjoy in good health, with adequate
income and with leisure time to enjoy interests they have not
been able to pursue during their working years. For others,
it can mean years of poverty, poor health and limited
mobility. Almost 10,000 Mainers 60 years of age or older
live in institutions such as nursing and boarding homes. To
assess the needs of the remaining 209,000 elderly people
living in the community, the Bureau commissioned a
statewide telephone interview survey of a random sample of
this group. This report describes that diverse population in
terms of income levels, age, gender, marital status,
household size and living arrangements.
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Services are provided to older Mainers through five
regional Area Agencies on Aging (AAAs). Where significant
variations in the characteristics of the older population exist
among regions, the data is reported by region. For purposes
of this report, counties included in each region and the AAA
which serves those counties are identified in Table 1.

Table 1: Counties Included in Each Region
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iIncome

The Bureau of the Census estimates that nationwide in
1987, 11.8% of people 60 and older lived in households with
incomes below poverty. Among the 209,000 non-
institutionalized older Mainers, 22% or 46,000 are poor
(living at or below poverty). An additional 13% or 28,000
older Mainers, are "near poor" (living between poverty and
125% of poverty).

TABLE 2:ﬁFeder% g’é)verty Levels for
100% of

Hous %10?4 Poverty
2

T 060

PB%? 18,900

The percentage of poor older people, 22%, is markedly
higher than the 13% poor in Maine's total population. The

percentage of poor in the older population increases with
age. (Table 3)

TABLE 3: Income Levels
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Poverty among people 60 and older also varies
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significantly by region. In the Northern region, the proportion
of older Mainers with household incomes at or below poverty
is higher than any other region of the state. Thirty-seven

percent of the elderly in this region have incomes at or below
poverty.

&Iousehold Income by Region] Chart 1
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Poverty levels also vary considerably by gender. Of the
46,000 elderly poor 31,000 are women and 15,000 are men.
Forty-four percent of women 60 and older in Maine are living
at or below 125% of poverty. (Chart 2)

Many characteristics of the poor and near poor
distinguish them from the rest of the older population. Poor
elderly are less likely to drive a car. They are more likely to
live in apartments. They are more likely to be widowed.
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They are more likely to be women.
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Age and Gender of Population

One-fourth of Maine's older population is between the
ages of 60 and 64, and another one-fourth is between the
ages of 65 and 69. (Chart 3) The average age of women 60
and older is 72. The average age of men 60 and older is 70.
Average age does not vary by region.

[ Age Distribution of Mainers 60 & Oldes B
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The ratio of women to men in the population age 60 and
older increases with age. In the age group 60 to 64, 52%
are women. Among those 85 and older, 77% are women.
(Chart 4)

There is considerable migration of younger retired
persons into Maine. Between 1970 and 1990, approximately
32,000 persons 65 and older moved into Maine. Over the
same period over 100,000 people age 45 - 64 moved to
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Maine who were either retired when they moved or retired
shortly after moving. As this population ages, Maine will
gain a large group of people 60 and older that includes a
relatively higher proportion of men and has incomes above
125% of poverty as well as experience and skills which will
support an independent lifestyle. |

{

Proportion of Men and Women by Age ]
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Marital Status

Nearly two-thirds, 64%, of all Mainers 60 and older are
married. Over a quarter of them, 26%, are widowed. The
remaining 9.5% are either divorced or separated or have
never been married. Marital status changes significantly,
however, as people age. (Chart 5) One reason for this is the
marriage rate among men and women who have been
widowed. Nationally 28 out of every 1,000 widowed men
remarried in 1985, only 6 out of every 1,000 widowed
women remarried that year. Of every 1,000 divorced men,
122 remarried in 1985. Only 82 out of every 1,000 divorced
women remarried that year. The trend among both men and
women since 1970 has been consistently toward fewer
remarriages among both divorced and widowed people.

[Morh‘ol Status By Gender and Age] Chart 5'
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Household Size and Living Arrangements

Household size varies significantly with age and gender.
Among all older Mainers, 61% live with one other person
(usually a spouse), 25% live alone, and the remaining 14%
live in households of three or more people. (Chart 6)

| Size of Household ] [Chart 6 |
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The data corroborate the large number of women who
lose a spouse after age 70 and are likely to live alone. (Chart
7) Since a spouse is the most frequent caregiver, people
living alone are more likely to require services and are at
greater risk of institutionalization.
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[ Living Arrangement j l Chart .?l
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Men age 60 and older are far more likely to live with a
spouse than women. Women age 60 and older are more
likely than men to live alone.

L With Whom Do Older Mainers Ljve? ]

’ Chart 8 i
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Older women are also more likely than older men to live
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with one or more of their own children, a friend, a parent or
inlaw, or other relative. (Chart 8)

There is a regional variation in the proportion of elderly
who live with their parents or inlaws and in the proportion of
elderly who live with their children. The lowest proportion of
elderly who live with their parents or inlaws occurs in
Northern Maine. (Chart 9)

[ Live With Parents/Inlaws or Thair Children by Regian ]

(Percentages Are of Those Who Live With Someone)
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Type of Residence

Almost three-quarters of those 60 and older live in single
family houses. (Table 4)

TABLE 4: Type of Residence by Gender/Age

endle vobile

Gender/Age Home omesApartmentsDuplexes
Men 0 0% 0% 7% 3%
Women 83 9% 190 5 el
Women 0 - /3% 3% 12% 2%
chwen /0-79 /1% 19% 7% 3%
omen 80 + 56% 34% 3% 7%

Among men and women, income is a factor in whether
they live in a single family home. Among older Mainers with
household incomes at or below poverty, both men and
women are less likely to live in single family homes and
more likely to live in apartments than those with higher
incomes.

[Type of Living Structure by Region]
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Transportation

The ability to travel within one's community, particularly
for shopping and medical appointments, is a critical factor in
maintaining personal independence. An automobile is a
necessity in Maine and can be crucial to people living in
isolated rural areas. Among all Mainers 60 and older, 80%
drive. The proportion who drive varies significantly by
gender and age, and, for women, by income. Ninety-two
percent of men and 69% of women 60 and older drive a car.

r Proportion of Older Mainers Who Drive ]lChart 11I

Mainers Age Poor Poor
60 & Older Men Yomen

DO DRIVE 0 po NOT DRIVE

The proportion of men who drive decreases from 96%
(age 60 to 69) to 88% (age 80 and older). The proportion of
women who drive decreases from 80% (60 to 69) to 34% (80
and older). Among the near poor, 25% do not drive. Among
the poor, 37% do not drive. Transportation is a much
greater problem for poor older women than for any other
segment of our population. Among poor women 50% do not
drive while, among poor men 11% do not drive. (Chart 11)
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Education

Among those 60 and older, 12,950 or 6% did not finish
eighth grade, and an additional 54,550 people 60 and older
did not finish high school. Roughly one-third received a high
school diploma. One-sixth completed some post high school
education, and another one-sixth graduated from college.

A study conducted by the Commission on Maine's
Future in 1989 shows the level of education achieved by
Mainers age 60 and older is lower than for the general
population 18 and older. (Chart 12)

&evel of Educo’riorq
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Among Mainers age 60 and older, level of education
does not vary significantly with age. It does, however, vary
significantly with gender. While older women are slightly
more likely to have completed a high school diploma, they
are much less likely to have completed a college degree.
Twenty-two percent of older men and 14 percent of older

Page 14



women completed college degrees.
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Income level varies significantly with level of education.
Among poor older people in Maine, 58% have less than a
high school education and only 4% graduated from college.
Among near poor elderly, 38% failed to graduate from high
school and only 5% completed a college degree. Of the
remaining elderly, 80% graduated from high school and 27%
graduated from college. (Chart 13)

Perhaps the most striking variation in level of education
occurs regionally. Northern Maine has the highest
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proportion of elderly who have not completed high school,
49%, and the lowest proportion who have completed college,
9%. Forty-one percent of the older population in Western
Maine have not completed high school and only 13% have a
college degree.

Central Maine has the lowest proportion of older Mainers
who have not completed high school, 27%, and the highest
proportion of college graduates, 23%. (Chart 14)
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Old, Poor and Living Alone

Living alone is not, in and of itself, an indicator of need.
Some older people can afford to live alone and do so by
choice. Older people with lower incomes who live alone are,
however, more likely to need services. There are at least
20,000 Mainers who are 70 years of age or older, have
incomes at or below 125% of poverty ($7,475 per year for a
household of one in 1989) and who live alone. This group of
older people differs significantly from the rest of Maine's
population age 60 and older in several ways.

[Propor’rion of Women and Men]
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Eighty-seven percent (87%) of this population are
women, compared to 47% women in the remaining elderly
population. Of these women, 95% are widowed while 18%
of the remaining elderly are widowed.
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[ Marital Status ) [Chart 18]
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Among the population over 70, poor or near poor and
living alone, only 1% are married and 72% are widowed.
Among all other people 60 and older, 72% are married and
18% are widowed.

This group is much less likely to drive an automobile and
five times as likely to use public or senior citizens'
transportation as other older Mainers.

[Drive An Au’romobilej I Chart 17'
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Nearly half, 45%, of this population live in apartments
while only 9% of the rest of the elderly population live in
apartments. Forty percent (40%) live in single family homes,
while 78% of the rest of the elderly population live in single
family homes.

Fewer than half of this group graduated from high school
and only 4% graduated from college. Among the remainder
of the population age 60 and older, 71% received a high
school diploma and 20% have a college degree.

[Level of Education Chart 1ﬂ
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Close to a third of this population have difficulty with
daily tasks. They are more likely to have difficulty with
housecleaning and grocery shopping than the remainder of
the elderly population. Their need for assistance with other
types of daily tasks does not vary significantly from the
remainder of the population age 60 and older. However, half
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of all older people who have difficulty with daily tasks receive
help from a spouse. Since few in this group live with a
spouse, this source of help is not available. Their needs will
continue to command the attention of our communities and
public service agencies.
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RE: Comments on Interim Report.

The Maine Committee on Aging (MCoA) is a 15-member citizens
advisory board to the Governor and the Legislature who
advocate on behalf of Maine's 219,000 older people. The MCoA
generally supports the direction of this subcommittees work
thus far, believing that

* creating central intake
* expanding early intervention
* restructuring programs and the system

AL

can improve the way human services are delivered to Maine's
citizens.

We confine our comments today to two areas - the
consolidation of advisory groups (option #19) and the
creation of a new Department of Children and Family Services
(Option #1). :

(Option #19)

1. Various proposals have been brought forward during the
past several years to combine state advocacy and
advisory organizations under one umbrella agency. We
believe that such an office of advocacy would require
another layer of management, add another layer of cost
and would lead to a diffusion of resources and focus.

In order for groups such as the MCoA to be effective
advocates they must be small, lean, and most
importantly, independent. Whenever you tie an advocacy
organization to either a Department or an
administration's budgets and policies, advocacy is
compromised. In the past the Appropriations Committee
has researched the possibility of establishing such an
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umbrella agency and rejected the idea. The MCoA
believes strongly that in good times funding spent on
advocacy and advisory groups, if they are active, is a
good idea. It is critical in bad times.

During the 115th 1st session several advisory and
advocacy organizations proposed to the Appropriations
Committee a reduction in their operating costs by
sharing space, equipment and support staff. We believe
this is the direction the state should be proceeding in
for all groups. This model encourages efficiency yet
does not compromise advocacy.

In addition to informal consolidation other ways to
reduce costs without compromising advocacy include:

* Reduce the number of board or commission members.

*  Amend statutes to allow groups more flexibility with
meeting schedules thereby saving money.

(Option #1)

There has been much discussion surrounding a
reorganization of DHS to provide better services. One
proposal places the Bureau of Elder and Adult Services
under a Department of Youth and Family, another proposal
under a Department of Health. The MCoA is concerned

. that if elderly services are placed in the Department of

Youth and Families that an unintended result will be
increasing ageism-with children and elderly competing
for scarce dollars. We are less opposed to BEAS under a
Department of Health although elderly services must and
do encompass more than health related issues.

One alternative to either of those proposals would be
what several other states have done in acknowledgement
of society's changing demographics and that is to
establish a Department level Office on Aging. Funding
for all services must be included in a department such
as this in order for it to be effective including the
Low Cost Drug Program, Medicaid, Tax and Rent Refund,
etc.

Thank you for accepting our comments. The MCoA is happy
to assist this Committee in any way during your
deliberations.

restruc.sciffll
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DATE: September 23, 1991

TO: Ms. Bernstein
Mr. Caron

FROM: Hilton Power ﬁﬂ/

AS Vice Chair of the Maine State Legislative Ccmmittee, I want
to thank you for this opportunity to present testimony to your
Committee.

The Commissions charge is to:

1. Maximize citizen participation in public policy making
2. Use public resources to consolidate and restructure
State Government to assure efficiency and cost savings.

These may be contradictory aims. Which aim is paramount?

A general comment first. This Commission, nor any other, is
likely to be able to fulfill its mission in the time available.
Nevertheless, such a distinguished body is going to be able to
point to potential changes which might accomplish its goals.

But, because of the complexity of the structures and functions,
the Commission’s recommendations should be the subject of further
in depth study, before such recommendations are enacted or
adopted for implementation. This is especially important in view
of your goal to maximize citizen participation in public policy
making.

With respect to the work of this Committee on Health, Social
Services and Economic Security, AARP will wish to examine, in
detail and with care, any proposal that would limit access to the
Commissio :by the Bureau of Maine’s Elderly and Adult Services.
Indeed, given the growing number of elderly in the State of Maine
for the next two decades, the Committee should consider giving
Elderly Services its own Commissioner.

A Second matter on the Commission’s agenda deserving careful
thought is the charge to consolidate, restructure and streamline
advisory groups. Advocacy plays a central role in maintaining
citizen participation in public policy making. Consolidation,
or elimination of advocacy groups, would reflect adversely upon
both legislative and executive branches and create a cacophony
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of discordant voices that could bring some aspects of the
legislative functions to a halt.

Outside of these two general points there is a need to improve
and make accessible information and referral services for all
elderly consumers, whether for health, social, supportive income
housing or transportation services.

Thank you.
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ADVOCACY FOR CHANGE:

FAMILY SUPPORT BELIEF STATEMENTS

In America, over 90% of all children with disabilities live with
their families., Children belong with and do best in families.
Families are the primary care-takers for children with disabili-
ties. As such, they want to be valued and supported. They are the
experts about the needs of their children and their families. They
want to be recognized as the primary decision-makers in determining
what supports and services that children and families need.

Families have unique and differing needs which change over time.
Supports and services available to families need to be flexible and
responsive to these differing needs and be available to the total
family, not just the family member with the disability. Families
need this support from the birth of their children and throughout
the life cycle.

Early identification and coordination of services is crucial,
Families need one place where they can learn what services are
available and receive the help to obtain those services. Families
need services and supports that are as close to home and as much a
part of the community as possible. In addition, families need
opportunities to connect with other families for the purpose of
sharing information, support and ideas.

Finally, families, professionals and communities want to be
partners in helping families provide the best possible care for the
children.

NATIONAL
“‘ ASSOCIATION
OF
“’ DEVELOPMENTAL
u DISABILITIES
COUNCILS

1234 Massachusetts Avenue, NW « Suie 103
Washington, DC 20005
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VI.

SYNOPSIS

Department of Mental Health and Mental Retardation
Family Support Task Force :

Introduction
The Family Support Task Force was created to educate policymakers on the
need for family support services.

Family Support _
Family supports allow families to support all their members and to
participate in everyday activities of community living.

Implementing Recommendations :

The Family Support Task Force offers its assistance to the Commissioner
of the Department of Mental Health and Mental Retardation in addressing
the recommendations of this report.

The Department of Mental Health and Mental Retardation should
create family support councils consisting of family members of
people with disabilities.

The Department of Mental Health and Mental Retardation should
develop principles of service delivery allowing the independence,
productivity, and integration into the community of people with
disabilities and their families.

The Department should develop comprehensive family support service
delivery systems crossing age groups, disability groups, geography
and develop consistent policies to support it.

The Commissioner should immediately identify a strategy to
implement the Task Force's recommendations.

Priority Recommendations

Information Services-- The Task Force recommends that every family in
Maine have access to up-to-date, responsive information services,
including specific information about disabilities, programs,

entitlements and eligibility requirements.

Respite Care-- The Department of Mental Health and Mental Retardation
should offer respite care to every family based on individual family
needs.

Family Support Groups-- The Department should encourage the development
of family support groups statewide and provide funding assistance for
their operation.

Additional Priority Recommendations

Health Care-- The Task Force recommends that health insurance coverage
be available to people with disabilities and their family members on the
same basis as people without disabilities.

Other Recommendations

The Task Force recommends initiatives 1in the areas of assistive
technology, community integration and public awareness, crisis
intervention, early intervention/prevention, educational services,
family counseling, financial issues, future planning, integrated child
care, recreation, self-advocacy, and service coordination.
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EXECUTIVE SUMMARY

Department of Mental Health and Mental Retardation
Family Support Task Force

Introduction

The Family Support Task Force of the Department of Mental Health and
Mental Retardation was formed in November, 1989 to assist the Department
to better understand the .needs of families who care for their family
members with disabilities at home or would provide for their care at
home if supports were available. Importantly, the Department viewed
families as experts in determining their own needs and wished to hear
directly from families regarding these supports that would make a
difference in improving the quality of life for all family members.
Accordingly, with few exceptions, the membership of the Task Force has
consisted almost exclusively of family members. In some cases, even the
professionals on the Task Force are parents of children with disabili-
ties. The Task Force has met on a regular basis from its inception to
the issuance of this report.

Definition: Family Support

Family supports are services which allow families to support all their
members and which promote participation in everyday activities of
community living. In other words, whatever it takes to enable families
with members with disabilities to live full, productive lives just like
families without disabilities.

Wwhat Families Have Said About Themselves

In America, over 90% of all children with disabilities live with their

families. Children belong with and do best in families. Families are
the primary care-takers for children with disabilities. As such, they
want to be valued and supported. They are the experts about the needs

of their children and their families. They want to be recognized as the
primary decision-makers in determining what supports and services that
children and families need.

Comprehensive Family Support System Required

In 1987, by law it became "the policy of the State to provide an
efficient, coordinated state-wide system of services to children in need
of treatment and their families, including a comprehensive system of
family support services, insofar as resources permit." Also in 1987,
the Commissioner of Mental Health and Mental Retardation was assigned
the duty by law to "provide a comprehensive system of support services
for families of children with disabilities."” Finally, the 1987 law
requires the Department to submit a plan to the legislature every two
years in January, including 1991, indicating "the State's progress in
assuring the development of an array of family support services to
enable families to more adequately maintain their children . . . in
their natural homes and communities."

ES-1
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VII.

Family Support Legislation

I,.D. 1481; An Act to Facilitate the Delivery of Family Support Services,
was enacted by the 115th Maine Legislature and signed by the Governor.
This legislation creates six regional family support councils and a
state family support council consisting entirely of people with
disabilities and their families to advise the Department of Mental
Health and Mental Retardation on family support needs throughout the
state. additionally, this legislation expands the 1list of family
support services which can be provided by the Department assuming it has
the funds to provide them. The legislation marks a solid foundation on
which to address the recommendations in this report.

Implementing Recommendations

The Family Support Task Force urges the Commissioner of the Department
of Mental Health and Mental Retardation to utilize the expertise of the
Family Support Task Force and to consider the requirements of L.D. 1481;
An Act to Facilitate the Delivery of Family Support Services, as
building blocks to address the recommendations in this report.
Specifically,

1. The Family Support Task Force recommends that the Department of
Mental Health and Mental Retardation create family support councils
consisting entirely of family members of people with disabilities
to advise the Department on the establishment of a comprehensive
family support delivery system and to help plan that system.

2. We recommend that the Department of Mental Health and Mental
Retardation develop principles of service delivery which allow the
independence, productivity and integration into the community of
people with disabilities and their families. Family support
services must be community based, family centered, and determined
by the family.

3. The Task Force recommends that the Department of Mental Health and
Mental Retardation develop comprehensive family support services
delivery system which crosses age groups, disability groups,
geography, and develops policies which hold together consistently
from one bureau of the Department to another and from one location
of the State to another.

4. We recommend that the Commissioner of the Department of Mental
Health and Mental Retardation, in conjunction with the Task Force,
identify an implementation group to strategize responding to the
Task Force's recommendations. We recommend the development of this
implementation response at once. Families cannot afford to wait
any longer. '

Priority Recommendations

The following recommendations relating to family support groups, respite
care, and information services are offered by the Task Force as priority
recommendations for immediate attention by the Department of Mental
Health and Mental Retardation. These priority recommendations are
consistently identified by family members of people with disabilities as
being of great importance to them. Furthermore, they can be immediately
addressed by the Department.
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INFORMATION SERVICES

Access to appropriate, accurate, timely information is vital for the
well-being of people with disabilities and their families. On the other
hand, not having access to the information is costly, not only in terms
of time lost or  money spent on wasted phone calls, but also because
often the window of opportunity to remediate the effects of a specific
disability is lost. Family morale suffers, as well, when appropriate
services cannot be located because families don't know where to turn to
find it. The Task Force recognizes the complexity of this topic and
proposes no global solutions. However, we are aware of information
service models which families have reported as helpful to them. One
type is the statewide information service operated by the Maine Parent
Federation which responds to more than 3,200 contacts from families
annually. This program, called SPIN, is designed to focus on the
informational needs of families of people with disabilities. The second
widely endorsed model is represented by York County Parent Awareness, a
program in southern Maine, managed by family members of people with
disabilities, designed to provide basic information services to parents
as well as connecting them with each other for further informational,
emotional or resource support.

RECOMMENDATION:

The Task Force recommends that every family in Maine have access to up-
to-date, responsive information services, including specific information
about disabilities, programs, entitlements and eligibility requirements.

The Task Force concurs with the finding of the Developmental Disabili-
ties Council's Family Contribution Study which identified information
services as families top-rated need. This conclusion has been confirmed
as well by the Council's Consumer Satisfaction Survey and an information
survey conducted by the Department of Education. It is imperative that
the Department address this need constructively.

ADDITIONAL RECOMMENDATIONS:

1. The Department of Mental Health and Mental Retardation should
» install a toll-free number to guide families to appropriate
information sources.

2. The Department should use electronic and print media to inform
families of the availability of a central information and referral
source.

3. Parents and people with disabilities should help develop and manage

any new information and referral systems.

4, The Task Force advises that any information service system needs to
assure appropriate responses to families through caring followup
inquiries to them to ascertain that they have received appropriate
and useful information.

RESPITE CARE
Respite care is an essential element in family life, preventing needless
family trauma, helping to avoid family crisis, and providing renewed

care-giving energy. Families of people with disabilities are strong and
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dedicate themselves to meeting the needs of all their family members,
including the person with disabilities. Like all of us, however,
families need to get away to refresh themselves. Without respite care,
this is often not possible for families of people with disabilities
since trained care-givers familiar with the needs of the family are
often not available. The Department's Respite Care Program has made a
difference in the lives of hundreds of Maine families by providing them
with breaks from family care. Funds are limited, however, and many
other families go without and rely upon the kindnesses of friends,
neighbors, and relatives for such services when they're available at
all. To maintain family health, respite care must be available to all
families of people with disabilities in such amounts as allow the family
to maintain the health, safety, and well-being of all its members.

RECOMMENDATION:

The Department of Mental Health and Mental Retardation should offer
respite care to every family based on individual family needs. ‘

ADDITIONAL RECOMMENDATIONS:

1. To promote the well-being of all family members, respite care
should be available without cost to families regardless of income.

2. The amount, type and freguency of respite care provided to families
must be flexible enough to meet their ever-changing family needs.

3. Respite care should be offered to families on a planned, scheduled,
predictable or even emergency basis, but not used as crisis
intervention. Similarly, crisis intervention should not be offered
to families as respite care.

4, The Family Support Task Force recommends that all the Department's
respite care programs be administered by the Bureau of Children
with Special Needs' respite unit.

5. The Task Force recommends the continued development of the
respitality program on a statewide basis to be available to
families regardless of residence.

FAMILY SUPPORT GROUPS

Families learn from each other. Families want to talk to other families
who are dealing with similar kinds of family situations as they are.
Exchanging ideas, lending emotional support, or guiding other families
to useful resources are all important functions of family groups. Many
families have reported that their primary source of emotional support
comes from these groups. The Task Force has observed a dramatic
increase in the number of family groups in the past two years. Many of
these are informal groups, meeting regularly to conduct their business.
Many have developed programs to bring information to the group through
speakers, videos, print material, etc. However, most groups have little
opportunity to access funds to actualize these programs.

RECOMMENDATION:

The Departmént of Mental Health and Mental Retardation should encourage
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" the development of family support groups statewide and provide a small

VIII,.

amount of funding for their operation.
ADDITIONAL RECOMMENDATIONS:

1. Training and technical assistance funding should be available
through the Department of Mental Health and Mental Retardation for
the development of local family support groups and the enhancement
of existing groups statewide.

2. The Department should develop a capacity to organize groups for
siblings, fathers, grandparents, adoptive families and other family
members of people with disabilities.

Additional Priority Recommendation-- Health Care

Families of people with disabilities have consistently identified health
care coverage as important to them. The Task Force recognizes that
health care coverage is the emerging social issue for the 1990's. We
recognize that the Department of Mental Health and Mental Retardation
does not carry primary responsibility for shaping public policy
regarding health care. However, we believe that the Department should
begin to equip itself with the requisite knowledge and skills to
participate as an active partner concerning health care coverage for its
constituencies, including people with mental illness, mental retarda-
tion, autism, special needs and their families.

HEALTH CARE

The Task Force believes that quality health care is the right of all
people, including people with disabilities and their families.
Unfortunately, our experience has been that people with disabilities are
often denied health insurance completely, assigned to high risk pools
with higher co-payments, deductibles and higher premiums, and as a
result are often dependent upon public health insurance such as
Medicaid. Such dependency guarantees that families must remain poor to
maintain this coverage since Medicaid is an income eligible program.
Our belief is that families of people with disabilities often find any
health insurance vehicle they can and hang on to it as long as possible,
always in fear that a change in their income, marital status, or health
of family members could jeopardize their coverage.

RECOMMENDATION:

The Task Force recommends that health insurance coverage should be
available to people with disabilities and their family members on the
same basis as people without disabilities. We recommend further that
the Department of Mental Health and Mental Retardation become knowledge-
able about barriers affecting families inabilities to obtain or maintain
health insurance and of alternatives to the present health care coverage
system.

ADDITIONAL RECOMMENDATIONS:

1. Continue to implement the Maine Health Plan with inclusion of
people with disabilities and their families.
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IX.

2. The Department of Mental Health and Mental Retardation should
advocate with the federal government to remove deeming from
Medicaid policy for families with children with disabilities under
the age of twenty-one.

3. The Department of Mental Health and Mental Retardation in conjunc-
tion with advocacy groups should monitor recent legislation
requiring health insurance companies to provide coverage to people
with disabilities after a one-time exclusion for pre-existing
conditions.

Other Recommendations
ASSISTIVE TECHNOLOGY

The Department must develop the capacity and resources to make assistive
technology available to families to assist in the activities. of daily
living in order to promote greater independence, productivity, integra-
tion into the community and increased contributions to society.

COMMUNITY INTEGRATION & PUBLIC AWARENESS

The Department of Mental Health and Mental Retardation should undertake
state-wide public awareness efforts to increase community support of
people with disabilities and their families.

CRISIS INTERVENTION

The Department of Mental Health and Mental Retardation should offer
crisis intervention services to people with disabilities and their
families throughout the life-cycle of the family member until the family
support system has been fully developed.

EARLY INTERVENTION/PREVENTION

The Task Force recommends that the Department of Mental Health and
Mental Retardation, in conjunction with Child Development Services and
the Department of Human Services, define its role in early intervention/
prevention services in such a way that children with disabilities and
their families receive needed early intervention services. Early
intervention can also mean provision of needed services to a person with
disabilities at the earliest possible moment. Such intervention can
reduce the effects of a disability, prevent further deterioration, and
lead to a more favorable prognosis.

EDUCATIONAL SERVICES
In conjunction with the Department of Education, the Department of
Mental Health and Mental Retardation should assure that families with
disabilities have access to advocacy and educational services throughout
the child's school years.

FAMILY COUNSELING

The Task Force recommends that the Department of Mental Health and
Mental Retardation develop the capacity to offer families a full range
of counseling services.
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FINANCIAL ISSUES

Families should be offered additional financial supports to obtain
services and purchase items important to them in raising a family member
with a disability at home.

FUTURE PLANNING

The Task Force recommends that the Department of Mental Health and
Mental Retardation establish the capacity to provide families with
planning for people with disabilities. Planning should address services
addressed in this report and should be available to families at all
times but especially during significant transition points: birth,
entrance into preschool services, entrance into the school system,
change of schools, graduation and community living.

Future planning should address residential services, vocational
services, transportation, personal care assistance, financial planning,
recreation and leisure services, family planning, genetic counseling,
continuing education, respite care, self-advocacy, service coordination,
legal planning, and wills, trusts and guardianship.

INTEGRATED CHILD CARE

The Task Force recommends that integrated child care opportunities for
children with disabilities be available at no Jincreased cost oOr
inconvenience for families.

'RECREATION

The Department of Mental Health and Mental Retardation should assure
that people with disabilities and their families receive opportunities
for recreational and leisure activities at the local level in programs
which are also available to people without disabilities.

SELF-ADVOCACY

The FSTF recommends that the Department of Mental Health and Mental
Retardation, in conjunction with advocacy and self-advocacy groups, make
available self-advocacy training opportunities throughout the life span
of the individual with disabilities.

SERVICE COORDINATION
The Department of Mental Health and Mental Retardation should offer
quality, family-focused service coordination services to people with

disabilities and their families to address both the present needs and
the future of the person with a disability and other family members.

ES-7
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FAMILY BELIEF STATEMENTS
What is family support?

Families with members with disabilities contribute much to the economic
health and social fabric of the state, improving the quality of life for
all Maine families. Family support recognizes and respects the primary
role of the family in the lives of family members. It strives to
support families in their natural roles by building upon their unique
strengths as individuals and families. It promotes normal patterns of
living at home and in the community, maintains family unity, and
reunites families with members who have been placed out of the home.

Family supports are needed throughout the lifespan of the individual
with the disability. Family needs change over time, thus family support
must be flexible and responsive to the uniqueness of individual
families.

Family members with disabilities have preferences and personal aspira-
tions to live and work, to learn and grow, and have relationships just
as others in the community.

Family support embraces the right of families to make choices based upon
individual family preferences. Families must be viewed as making
significant public policy contributions to the choices offered by the
family support system.

Family supports should maximize the family's control over the services
and support they receive.

Families need opportunities to connect with similar families for the
purpose of sharing information, support, and ideas.

Family support will help friends, neighbors, and citizens to better
understand, accept and include people with disabilities and their
families in community activities.

Family support recognizes that families are the experts and primary
decision makers about their children with disabilities. They are the
constant in their child's life while the service system and personnel
within those systems change.

All children, regardless of disability, belong with families and need
enduring relationships with adults.

Families must receive the supports necessary to care for their children
with disabilities at home.

Family support embraces the right of adults to define their own family.



COMMUNITY INCLUSION BELIEF STATEMENTS

What is community inclusion?

Community inclusion is a basic human right, reflecting our society's
long-standing belief in democratic ideals. Community inclusion
recognizes and respects the rights of all people to be included in all
aspects of community life. It recognizes that people with disabilities,
like all citizens, need the same access to community resources because
the community greatly influences a person's development, learning, and
contributions to society. Community inclusion recognizes that all
people need to be involved in activities which confirm their sense of
worth as full and complete members of society.

Our focus should shift from people being in the community to being part
of the community.

The unity and well-being of the community requires its attehding the
needs of all its members. Community inclusion means celebrating the
gifts and capacities of all people as community members.

People are more satisfied when they have choices and can act on their
wishes and needs according to their own values and preferences.

People need and seek the acceptance, recognition, and respect that come
from satisfying relationships. For children, friendships need to be
promoted. For adults, relationships must be freely entered into.

People should be informed of and have the opportunity to act on all the
rights and duties of citizenship.

With the experience of being part of the regular classroom, students can
learn the academic and social skills needed to succeed in the real world
after they leave school.

People should have choices about where in the community they prefer to
live and have the right to decide which housing most closely matches
their preferences.

Work is a life activity through which an adult person's life experienc-
es, satisfactions and self-esteem are significantly defined. People

with disabilities should fully and equally participate in the work
force.

Physical accessibility, technology, and transportation are inseparably
linked to community inclusion. They must be available to people with
disabilities and their families.




VN Haine Fostor Pareut Association

caring la Aspen Ridge
sharing your 11 Liberty Drive
home Bangor, Maine 04401
~ 848-7537 or 1-800-367-3900

- September 19, 1991

To Members of the Committee on Health, Social Services and
Economic Security:

The Maine Foster Parent Association feels strongly that the
formation of a Department of Child and Family Services is in

the best interest of children, families and the State of Maine.
We urge that prevention and early intervention be the goal and
that this be reflected in the mission of this new Department

by the directive to screen families into the system upon referral
rather than out as is presently the case.

Regarﬂing items seven and eight from "options under discussion",
it seems ideal to us that a family be assigned one worker,
responsible for assessment of that family's needs who would

also continue to function as broker and advocate for that family.
This family caseworker would design, coordinate and oversee

an individualized plan which would neither neglect nor overlap
services essential to that family's well being. This would

be of benefit, not only to the family which would have an ongoing
relationship with one person but for social workers whose

present compartmentalized view of his or her client limits
intervention options.

Given the large percentage of state wards who are adjudicated
we would also urge that existing information from the Department
of Corrections be incorporated into a central information and
intake system and the formation of a family court be considered,

Az the largest single provider group to state wards, Maine Foster
Parent Association expects to work closely with the committee
charged with the development of regional boards which would

plan and implement appropriate services for Maine's children.

We thank you for this opportunity to express our opinions and
concerns and look forward to an interactive relationship with

this and future committeas.
incerely, :

Debbie Goss
President
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Dedication

The Maine Planning and Advisory Council on Developmental Disabilities
would like to dedicate this report to the One Hundred Seventy One Maine
families interviewed for the Family Contribution Study—your stories of trial
and triumph touched all of us.
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‘The Report of the Family Coniribution Siudy Advisory Commiitee

(Executive Summary)

Feter B. Stowell, Executive Director

Maine Planning and Advisory Council on Developmental Disabilities

“We have been able
fo maintain our son at
home at times, but not
without constant cost to
my family in emotional
pain, strained relationships
and financial drain. When
things are working, | am
always aware that if sud-
denly they don’t work, | am
on my own to invent
again.”

Parent of adolescent with emotional
disturbance, Ceniral Maine

It is generally accepted with
flittle or no debate that all children
are best off being raised within a
family and the needs of seversly
handicapped children are best
met in a family {natural, adoptive
or foster) home...One of the great
ironies — and tragedies — of
traditional service syslems is that
they have undermined families. it
has often been easier for parents
to have their children institutional-
ized or placed in other out-of-
home settings than to receive in-
home supporis. (The Center on
Human Policy, Syracuse

University, 1987)

and :
L. Jean Price, Study Consultant

The lasttwo decades have wit-
nessed a change from institution-
alizing family members with
disabilities to understanding that
families provide the belonging
and nurturing that make for a
richer quality of life.

It is time to shift attention from
separating families to supporting
them. Family supporis are serv-
ices which allow families to
support all their members and
promote participation in everyday
activities of community living. A
family support system enhances
the capacity of families to provide
care at home for their family
members with disabilities.

Families are strong. Family
support services build stronger,
healthier families by protecting its
members from dissolution and by
reducing the need to place them
outside the home for daily care.

The Developmenial Disabilities
Act of 1987 reinforces the values
that individuals with disabilities
should live at home in their own
communities, should wark in
integrated settings and should be
supported in reaching their fullest
potential as people and as citi-
zens. The law also calls for State
Planning Councils to analyze "the
extent, scope and effectiveness of
services provided and functions
performed by all state agencies
which impact or potentially impact
on the ability of persons with
developmenial disabilities to
achieve the goals of independ-
gnce, productivity, and integration
into the community.”

(]

The Maine Developmental
Gisabilities Council has ad-
dressed the needs of families in
part by conducting the Family
Contribution Study, the objectives
of which were t0:

= recognize the economic and
social contributions of Maine
families who care for their family
members with disabilities at
home.

« identify and quantify family
support needs to assist families in
maintaining their sons and daugh-
ters and family members.

» identify both tangible and
intangible contributions of Maine
families: educational levels of
parents, employment levels,
community invelvement and
geographic distribution.

= identify the impact of main-
taining a child with developmental
disabilities at home—economic,
marital, familial, emotional, social
and recreational.

= formuiate new policies which
facilitate the provision of family
support services.

* identify existing policies which
impede the provision of family
support services.



A STATEMENT IN

SUPPORT

OF FAMILIES AND
THEIR CHILDREN

(These principles should guide
public policy toward families of
children with disabilities...and the
action of states and agencies
when they become involved

with families.)

s All children, regardiess of
disability, belong with families and
need enduring relationships with
adults.

« Families should receive the
supports necessary to maintain
their children at home.

» Family supports should build
on existing social networks and
natural sources of support.

= Family supports should
maximize the family’s control over
the services and supports they
receive.

= Family supperts should
support the entire family.

» Family support services
should encourage the integration
of children with disabilities into
the community.

—Center on Human Policy
Syracuse University

—~PMaine Developmental
Disabilities Council

FAMILY SUPPORT
SERVICES FACT
SHEET

FACT: A foster home placement
costs a minimum of about $4,000
annually. For the same $4,000,
5 families could receive respite
care for a year helping them
better care for their child with a
disability at home.

FACT: A typical boarding care
placement costs about $6,000
annually. For the same $6,000, 5
families could receive respite care
with 16 more provided with “respi-
tality” - an innovative program
matching families of children

with disabilities with participating
hotels and restaurants for a much
needed break.

FACT: A specialized boarding
care placement costs around
$10,000 annually. The same
$10,000 could buy respite for 5
families, "respitality” for 20 and
information and referral services
for 100 more.

FACT: An intermediate care
facility placement for persons with
mental retardation costs about
$42,000 annually. For $42,000,
respite care could be provided for
about 60 families, helping them
stay together. Or family therapy
for a whole year for about 20
families, helping them support
each other together with more
understanding.

FACT: A placement for a year at
Fineland Center costs about
$65,000. With the same
$65,000, we could choose to:

« Provide respiite care to
more than 80 families, giving all
family
members a break, or

« Provide case management
services to about 65 families who
maintain their children with dis-
abilities at home, sorting out
difficutt life choices, or

= Establish more than 60 local
family support groups, helping
families learn from each other and
receive emotional support, or

« Provide information and
referral services o 2,000 Maine
families, fulfilling their top-rated
service request, or

* Provide family therapy to
more than 25 families, promoting
family health, maintaining family
unity.

FACT: For each year services
supporting a family to care for a
child with disabilities at home is
provided, taxpayers can save
most of the $65,000 the same
child would cost for care at Pine-
land.

—Maine Developmental
Disabilities Council




FAMILY
CONTRIBUTION
STUDY
RECOMMENDATIONS

COMMUNITY INTEGRATION

The Maine Developmental
Disabilities Council recommends
that persons with disabilities and
their families be provided access
to employment, educational,
social and recreational opportuni-
ties in the community on the
same basis as persons without
disabilities.

RESPITE CARE

The Maine Developmental
Disabilities Council recommends
that quality, affordable respite
care services in a variety of
settings be available for every
family in Maine with a family
member with disabilities.

Delivery of respite care serv-
ices should be centered around
family needs as determined by
the family and acceptability of
respite services should be deter-
mined by the family as well.

CHILD CARE

The Maine Developmental
Disabilities Council recommends
that affordable, quality child care
services be available to every
Maine family with a child with
disabilities. The Council recog-
nizes that the availability of child
care services is an issue for many
Maine families and recognizes
additionally the added difficulty of
obtaining quality child care for
children with special needs in
settings with their non-disabled
peers.

INFORMATION AND
REFERRAL

The Maine Developmental
Disabilities Council recommends
that every family with a member
who has disabilities have access
to up-to-date, responsive informa-
tion services including information
about specific disabilities and
information about service pro-
grams and eligibility requirements.

CASE MANAGEMENT

The Maine Developmental
Disabilities Council recommends
that case management services
be available for all families with a
member with disabilities. Case
management services should
consider the strengths and needs
of the entire family unit and be
sufficiently flexible to provide the
informational and decision-making
supports as determined by the
family.

FAMILY SUPPORT GROUPS

The Maine Developmental
Disabilities Council recommends
that every family with a family
member with disabilities have the
opportunity to be linked with
other families and family support
groups.

The Council recommends that
peer support programs be avail-
able to any Maine family with a
family member with
disabilities.

FAMILY COUNSELING AND
THERAPY

The Maine Developmental
Disabilities Council recommends
that family counseling and family
therapy services be available to
families to promote family health
and help preserve family unity.

FUTURE PLANNING

The Maine Developmental
Disabilities Council recommends
that future planning services or
permanency planning be avail-
able to all persons with disabilities
and their families over the life
cycle.

FAMILY EDUCATION AND
TRAINING

The Maine Developmental
Disabilities Council recommends
that guality family education and
training support resources be
available to support families in
meeting their needs for on-going
education.

ADAPTIVE EQUIPMENT

The Maine Developmental
Disabilities Council recommends
that adaptive equipment be
available for all persons with
disabilities and/or their families
to assist with activities of daily
living such as self-care, receptive
and expressive language, learn-
ing, mobility, self-direction, inde-
pendent living and economic self-
sufficiency.

FINANCIAL ISSUES AND
HEALTH COVERAGE

The Maine Developmental
Disabilities Council recommends
a comprehensive study of finan-
cial support programs such as
cash subsidies, tax credits or
service vouchers be undertaken
to develop recommendations to
assist Maine families with a family
member with a disability.

The Ceuncil also recommends
that all families in Maine with a
family member with a disability
have access to adequate, afford-
able, comprehensive health
coverage.



WHAT WE FOUND
OUT ABOUT FAMILY
SUPPORTS

FAMILY
CONTRIBUTION
STUDY — 171
FAMILIES
INTERVIEWED

COMMUNITY INTEGRATION

* Less than half of Maine
families expressing a need for
social or recreational services
were successful in meeting that
need.

» The Maine Respite Care
Survey (1984) identified the
greatest social problem of fami-
lies to be the isolation they feel
from the community.

RESPITE CARE

* Approximately two-thirds of
families have not received in-
home respite services.

> The Bureau of Mental Retar-
dation reported that 180 people
did not get requested respite
over a three-month period, Octo-
ber through December, 1988; lack
of sufficient funding was a signifi-
cant reason the service was not
available.

CHILD CARE

« Families identified child care
as high on their list of service
needs.

* Three out of five families
needing child care don't get it.

> Families reported high costs,
lack of care-provider knowledge
and training and increased care-
giving demands of children with
disabilities as contributing to the
shortage of available child care.

INFORMATION AND
REFERRAL

» Families identified information
and referral services as their top-
rated service need.

« Nine out of ten Maine families
considered availability of reliable,
responsive information and
referral servivces to be their
greatest concern for the future.

CASE MANAGEMENT

+ Only 60% of Maine familics
identifying case management as
a service need actually received
it. Four out of ten families go
without.

» Nearly eight cut of ten fami-
lies say they will need case
management services in the
future.

SUPPORT GROUPS

= One out of three Maine
families citing the need for sup-
port group involvement didn't
receive the opportunity to partici-
pate.

» Nearly two of three Maine
parents wanted access to a state-
wide network of parent groups.

FAMILY COUNSELING AND
THERAPY

« More than half of families
interviewed identified family
counseling as a service need;
only about half of them received
services.

« Families very often cannot
afford the cost of counseling;
some are excluded from health
insurance coverage and third
party reimbursements; others
cannot afford insurance at all.

FUTURE PLANNING

» Maine families reported no
available goal-setting and plan-
ning system for their child once
secondary school ended.

» Over one-half of the families
realize the need for future plan-
ning now; nearly three out of four
families see the need in the years
ahead.

FAMILY EDUCATION AND
TRAINING

* Forty-five percent of families
reported family education is
needed.

» Behavior management train-
ing was a frequently-mentioned
need cited by many families.

ADAPTIVE EQUIPMENT

+ Adaptive equipment was
reported to be needed by 32% of
tamilies.

« Families reported doing
without adaptive equipment
because it was not affordable.

« Remodeling or building a
home to fit the needs of the family
member places an overwhelming
financial burden on the family.

FINANCIAL ISSUES AND
HEALTH COVERAGE

+ Financial assistance was
identified as a major need. Of
those expressing the need, 35%
received no assistance.

» Median income for families
citing the need for financial assis-
tance was 21,000; $33,500 for
those families expressing no necd
and $25,000 for the survey
sample as a whole.

—Maine Developmental
Disabiiities Council



WHAT FAMILIES
SAID ABOUT FAMILY
SUPPORTS

FAMILY
CONTRIBUTION
STUDY — 171
FAMILIES
INTERVIEWED

COMMUNITY INTEGRATION

“| feel peer pressure has a lot
to do with how my child develops
in the next six to ten years. If the
children in his school were edu-
cated to the fact that my son is
really no different than them-
selves, my child would have a
better chance of social integra-
tion.”

“I do not tell any employer that |
have epilepsy. | fear discrimina-
tion! There should be more edu-
cation about epilepsy!!l”

RESPITE CARE

“Sometimes we feel we are
blindly caring for our children.
Sometimes we feel very alone.

A night out is rare and a weekend
away is unheard of. Respite
would be nice....”

“I had awoman come in for a
half hour two days a week so |
could go for a walk...over four
years ago. | have had nothing
since.”

“I have been a single parent for
twelve years with no respite.”

CHILD CARE
“People are scared to take our

daughter. Most cf the family has
cared for her.”

“There is a problem receiving
care due 10 costs.”

“l taught a local mother how to
perform personal care duties for
my child during after-school care.
She no longer provides day care.
I can’t get help now.”

INFORMATION AND
REFERRAL

“People have to work hard to
find services. They don't come
knocking at the docr...”

“I've been here for fifteen years
and still don’t know where to go
for help.”

“l got services quickly when |
knew they were available and
where to ask for them.”

CASE MANAGEMENT

“We would really like a case-
worker and one that would come
to the home.”

“Mom has been case man-
ager.”

“We've had to be the case
management team. It has been
twenty-four months and we're still
waiting.” '

SUPPORT GROUPS

“My support group is fantastic.
I meet other people and it's nice
just to talk and know somecne
knows where I'm coming from.”

“You start to feel like you're
crazy. As much as | talk, | can’t
get people to understand. | get
so angry.”

FAMILY COUNSELING AND
THERAPY

“All the services in the world
can’t touch the emoticnal pain.”

“I needed counseling and
services were too expensive.”

“Family therapy was very
helpful but very expensive for
the family.”



FUTURE PLANNING

“I feel as though we had our
heads in the sand because there
has been no preparation for what
happens to our son now that he's
no longer in school.”

“Now that she’s out of schodol,
she has been thrown to the
wolves.”

“There doesn't seem to be
anybody who can look at long-
term plans for children.”

FAMILY EDUCATION AND
TRAINING

“The State of Maine needs
more readily available means for
training parents with special
needs children.”

“We got family education on
our own by using literature.
Nurses and hospitals told us who
to write to. Professionals knew
national information sources but
did not know what existed in
Maine.”

ADAPTIVE EQUIPMENT

“Adaptive equipment is very
expensive. Therefore, you try to
find someocne who can make it for
you to get by.”

“We need other special equip-
ment and clothing but we do not
have it because it's not afford-
able.”

“We had to build a new home
to fit the nesds of our children.
We had to put in an elevator,
ramps, wider doors, bath, etc.

It was a tremendous financial
burden.”

FINANCIAL ISSUES AND
HEALTH COVERAGE

“My husband left the family to
enable our handicapped child to
have Medicaid and SSL”

‘I don't believe that three shifts
of different personnel in an institu-
tion can give my son the loving
care that he gets at home. In-
stead of paying strangers to take
care of special people, why
doesn’t the government pay
parents ?"

“We have all these other
financial obligations that they
don’t take into consideration.
They see our income and that’s
the end of it...Trying to get your
basic needs met is like asking for
the world!”

—Maine Developmental
Disabilities Councif

This report was printed under Appropriation Number 3360.2902.
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Augusta, Maine 04333

GOVERNOR
John R. McKernan, Jr.

CHAIR
James Normington, Ph.D. September 20, 1991
Janice M. Anderson ' LOCAL 289-3658
Rev. Arlan Baillie TOLL FREE 1-800-452-1912
Fred Bechard (for Ombudsman Program)
Eleanor Bergwall TO: Special Commission on Governmental Restructuring
Peter Choate Committee on Health, Social Services and Economic
Sen. Nancy Clark Security.
Rep. Virginia Constantine
George Forbes . ; ] . .
Lorraine Hanson FROM: Sheila Comerford, Director, Maine Committee on Aging
George Pray on behalf of James Normington, Ph.D., Chair.
Homer R. Ward, Jr. .
RE: Comments on Interim Report.

The Maine Committee on Aging (MCoA) is a 15-member citizens
advisory board to the Governor and the Legislature who
advocate on behalf of Maine's 219,000 older people. The MCoA
generally supports the direction of this subcommittees work
thus far, believing that

* creating central intake
* expanding early intervention
* restructuring programs and the system

AL

can improve the way human services are delivered to Maine's
citizens.

We confine our comments today to two areas - the
consolidation of advisory groups (option #19) and the
creation of a new Department of Children and Family Services
(Option #1). :

(Option #19)

1. Various proposals have been brought forward during the
past several years to combine state advocacy and
advisory organizations under one umbrella agency. We
believe that such an office of advocacy would require
another layer of management, add another layer of cost
and would lead to a diffusion of resources and focus.

In order for groups such as the MCoA to be effective
advocates they must be small, lean, and most
importantly, independent. Whenever you tie an advocacy
organization to either a Department or an
administration's budgets and policies, advocacy is
compromised. In the past the Appropriations Committee
has researched the possibility of establishing such an
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umbrella agency and rejected the idea. The MCoA
believes strongly that in good times funding spent on
advocacy and advisory groups, if they are active, is a
good idea. It is critical in bad times.

During the 115th 1st session several advisory and
advocacy organizations proposed to the Appropriations
Committee a reduction in their operating costs by
sharing space, equipment and support staff. We believe
this is the direction the state should be proceeding in
for all groups. This model encourages efficiency yet
does not compromise advocacy.

In addition to informal consolidation other ways to
reduce costs without compromising advocacy include:

* Reduce the number of board or commission members.

*  Amend statutes to allow groups more flexibility with
meeting schedules thereby saving money.

(Option #1)

There has been much discussion surrounding a
reorganization of DHS to provide better services. One
proposal places the Bureau of Elder and Adult Services
under a Department of Youth and Family, another proposal
under a Department of Health. The MCoA is concerned

. that if elderly services are placed in the Department of

Youth and Families that an unintended result will be
increasing ageism-with children and elderly competing
for scarce dollars. We are less opposed to BEAS under a
Department of Health although elderly services must and
do encompass more than health related issues.

One alternative to either of those proposals would be
what several other states have done in acknowledgement
of society's changing demographics and that is to
establish a Department level Office on Aging. Funding
for all services must be included in a department such
as this in order for it to be effective including the
Low Cost Drug Program, Medicaid, Tax and Rent Refund,
etc.

Thank you for accepting our comments. The MCoA is happy
to assist this Committee in any way during your
deliberations.

restruc.sciffll
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DATE: September 23, 1991

TO: Ms. Bernstein
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FROM: Hilton Power ﬁﬂ/

AS Vice Chair of the Maine State Legislative Ccmmittee, I want
to thank you for this opportunity to present testimony to your
Committee.

The Commissions charge is to:

1. Maximize citizen participation in public policy making
2. Use public resources to consolidate and restructure
State Government to assure efficiency and cost savings.

These may be contradictory aims. Which aim is paramount?

A general comment first. This Commission, nor any other, is
likely to be able to fulfill its mission in the time available.
Nevertheless, such a distinguished body is going to be able to
point to potential changes which might accomplish its goals.

But, because of the complexity of the structures and functions,
the Commission’s recommendations should be the subject of further
in depth study, before such recommendations are enacted or
adopted for implementation. This is especially important in view
of your goal to maximize citizen participation in public policy
making.

With respect to the work of this Committee on Health, Social
Services and Economic Security, AARP will wish to examine, in
detail and with care, any proposal that would limit access to the
Commissio :by the Bureau of Maine’s Elderly and Adult Services.
Indeed, given the growing number of elderly in the State of Maine
for the next two decades, the Committee should consider giving
Elderly Services its own Commissioner.

A Second matter on the Commission’s agenda deserving careful
thought is the charge to consolidate, restructure and streamline
advisory groups. Advocacy plays a central role in maintaining
citizen participation in public policy making. Consolidation,
or elimination of advocacy groups, would reflect adversely upon
both legislative and executive branches and create a cacophony
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of discordant voices that could bring some aspects of the
legislative functions to a halt.

Outside of these two general points there is a need to improve
and make accessible information and referral services for all
elderly consumers, whether for health, social, supportive income
housing or transportation services.

Thank you.
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ADVOCACY FOR CHANGE:

FAMILY SUPPORT BELIEF STATEMENTS

In America, over 90% of all children with disabilities live with
their families., Children belong with and do best in families.
Families are the primary care-takers for children with disabili-
ties. As such, they want to be valued and supported. They are the
experts about the needs of their children and their families. They
want to be recognized as the primary decision-makers in determining
what supports and services that children and families need.

Families have unique and differing needs which change over time.
Supports and services available to families need to be flexible and
responsive to these differing needs and be available to the total
family, not just the family member with the disability. Families
need this support from the birth of their children and throughout
the life cycle.

Early identification and coordination of services is crucial,
Families need one place where they can learn what services are
available and receive the help to obtain those services. Families
need services and supports that are as close to home and as much a
part of the community as possible. In addition, families need
opportunities to connect with other families for the purpose of
sharing information, support and ideas.

Finally, families, professionals and communities want to be
partners in helping families provide the best possible care for the
children.

NATIONAL
“‘ ASSOCIATION
OF
“’ DEVELOPMENTAL
u DISABILITIES
COUNCILS

1234 Massachusetts Avenue, NW « Suie 103
Washington, DC 20005
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SYNOPSIS

Department of Mental Health and Mental Retardation
Family Support Task Force :

Introduction
The Family Support Task Force was created to educate policymakers on the
need for family support services.

Family Support _
Family supports allow families to support all their members and to
participate in everyday activities of community living.

Implementing Recommendations :

The Family Support Task Force offers its assistance to the Commissioner
of the Department of Mental Health and Mental Retardation in addressing
the recommendations of this report.

The Department of Mental Health and Mental Retardation should
create family support councils consisting of family members of
people with disabilities.

The Department of Mental Health and Mental Retardation should
develop principles of service delivery allowing the independence,
productivity, and integration into the community of people with
disabilities and their families.

The Department should develop comprehensive family support service
delivery systems crossing age groups, disability groups, geography
and develop consistent policies to support it.

The Commissioner should immediately identify a strategy to
implement the Task Force's recommendations.

Priority Recommendations

Information Services-- The Task Force recommends that every family in
Maine have access to up-to-date, responsive information services,
including specific information about disabilities, programs,

entitlements and eligibility requirements.

Respite Care-- The Department of Mental Health and Mental Retardation
should offer respite care to every family based on individual family
needs.

Family Support Groups-- The Department should encourage the development
of family support groups statewide and provide funding assistance for
their operation.

Additional Priority Recommendations

Health Care-- The Task Force recommends that health insurance coverage
be available to people with disabilities and their family members on the
same basis as people without disabilities.

Other Recommendations

The Task Force recommends initiatives 1in the areas of assistive
technology, community integration and public awareness, crisis
intervention, early intervention/prevention, educational services,
family counseling, financial issues, future planning, integrated child
care, recreation, self-advocacy, and service coordination.
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EXECUTIVE SUMMARY

Department of Mental Health and Mental Retardation
Family Support Task Force

Introduction

The Family Support Task Force of the Department of Mental Health and
Mental Retardation was formed in November, 1989 to assist the Department
to better understand the .needs of families who care for their family
members with disabilities at home or would provide for their care at
home if supports were available. Importantly, the Department viewed
families as experts in determining their own needs and wished to hear
directly from families regarding these supports that would make a
difference in improving the quality of life for all family members.
Accordingly, with few exceptions, the membership of the Task Force has
consisted almost exclusively of family members. In some cases, even the
professionals on the Task Force are parents of children with disabili-
ties. The Task Force has met on a regular basis from its inception to
the issuance of this report.

Definition: Family Support

Family supports are services which allow families to support all their
members and which promote participation in everyday activities of
community living. In other words, whatever it takes to enable families
with members with disabilities to live full, productive lives just like
families without disabilities.

Wwhat Families Have Said About Themselves

In America, over 90% of all children with disabilities live with their

families. Children belong with and do best in families. Families are
the primary care-takers for children with disabilities. As such, they
want to be valued and supported. They are the experts about the needs

of their children and their families. They want to be recognized as the
primary decision-makers in determining what supports and services that
children and families need.

Comprehensive Family Support System Required

In 1987, by law it became "the policy of the State to provide an
efficient, coordinated state-wide system of services to children in need
of treatment and their families, including a comprehensive system of
family support services, insofar as resources permit." Also in 1987,
the Commissioner of Mental Health and Mental Retardation was assigned
the duty by law to "provide a comprehensive system of support services
for families of children with disabilities."” Finally, the 1987 law
requires the Department to submit a plan to the legislature every two
years in January, including 1991, indicating "the State's progress in
assuring the development of an array of family support services to
enable families to more adequately maintain their children . . . in
their natural homes and communities."
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Family Support Legislation

I,.D. 1481; An Act to Facilitate the Delivery of Family Support Services,
was enacted by the 115th Maine Legislature and signed by the Governor.
This legislation creates six regional family support councils and a
state family support council consisting entirely of people with
disabilities and their families to advise the Department of Mental
Health and Mental Retardation on family support needs throughout the
state. additionally, this legislation expands the 1list of family
support services which can be provided by the Department assuming it has
the funds to provide them. The legislation marks a solid foundation on
which to address the recommendations in this report.

Implementing Recommendations

The Family Support Task Force urges the Commissioner of the Department
of Mental Health and Mental Retardation to utilize the expertise of the
Family Support Task Force and to consider the requirements of L.D. 1481;
An Act to Facilitate the Delivery of Family Support Services, as
building blocks to address the recommendations in this report.
Specifically,

1. The Family Support Task Force recommends that the Department of
Mental Health and Mental Retardation create family support councils
consisting entirely of family members of people with disabilities
to advise the Department on the establishment of a comprehensive
family support delivery system and to help plan that system.

2. We recommend that the Department of Mental Health and Mental
Retardation develop principles of service delivery which allow the
independence, productivity and integration into the community of
people with disabilities and their families. Family support
services must be community based, family centered, and determined
by the family.

3. The Task Force recommends that the Department of Mental Health and
Mental Retardation develop comprehensive family support services
delivery system which crosses age groups, disability groups,
geography, and develops policies which hold together consistently
from one bureau of the Department to another and from one location
of the State to another.

4. We recommend that the Commissioner of the Department of Mental
Health and Mental Retardation, in conjunction with the Task Force,
identify an implementation group to strategize responding to the
Task Force's recommendations. We recommend the development of this
implementation response at once. Families cannot afford to wait
any longer. '

Priority Recommendations

The following recommendations relating to family support groups, respite
care, and information services are offered by the Task Force as priority
recommendations for immediate attention by the Department of Mental
Health and Mental Retardation. These priority recommendations are
consistently identified by family members of people with disabilities as
being of great importance to them. Furthermore, they can be immediately
addressed by the Department.
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INFORMATION SERVICES

Access to appropriate, accurate, timely information is vital for the
well-being of people with disabilities and their families. On the other
hand, not having access to the information is costly, not only in terms
of time lost or  money spent on wasted phone calls, but also because
often the window of opportunity to remediate the effects of a specific
disability is lost. Family morale suffers, as well, when appropriate
services cannot be located because families don't know where to turn to
find it. The Task Force recognizes the complexity of this topic and
proposes no global solutions. However, we are aware of information
service models which families have reported as helpful to them. One
type is the statewide information service operated by the Maine Parent
Federation which responds to more than 3,200 contacts from families
annually. This program, called SPIN, is designed to focus on the
informational needs of families of people with disabilities. The second
widely endorsed model is represented by York County Parent Awareness, a
program in southern Maine, managed by family members of people with
disabilities, designed to provide basic information services to parents
as well as connecting them with each other for further informational,
emotional or resource support.

RECOMMENDATION:

The Task Force recommends that every family in Maine have access to up-
to-date, responsive information services, including specific information
about disabilities, programs, entitlements and eligibility requirements.

The Task Force concurs with the finding of the Developmental Disabili-
ties Council's Family Contribution Study which identified information
services as families top-rated need. This conclusion has been confirmed
as well by the Council's Consumer Satisfaction Survey and an information
survey conducted by the Department of Education. It is imperative that
the Department address this need constructively.

ADDITIONAL RECOMMENDATIONS:

1. The Department of Mental Health and Mental Retardation should
» install a toll-free number to guide families to appropriate
information sources.

2. The Department should use electronic and print media to inform
families of the availability of a central information and referral
source.

3. Parents and people with disabilities should help develop and manage

any new information and referral systems.

4, The Task Force advises that any information service system needs to
assure appropriate responses to families through caring followup
inquiries to them to ascertain that they have received appropriate
and useful information.

RESPITE CARE
Respite care is an essential element in family life, preventing needless
family trauma, helping to avoid family crisis, and providing renewed

care-giving energy. Families of people with disabilities are strong and
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dedicate themselves to meeting the needs of all their family members,
including the person with disabilities. Like all of us, however,
families need to get away to refresh themselves. Without respite care,
this is often not possible for families of people with disabilities
since trained care-givers familiar with the needs of the family are
often not available. The Department's Respite Care Program has made a
difference in the lives of hundreds of Maine families by providing them
with breaks from family care. Funds are limited, however, and many
other families go without and rely upon the kindnesses of friends,
neighbors, and relatives for such services when they're available at
all. To maintain family health, respite care must be available to all
families of people with disabilities in such amounts as allow the family
to maintain the health, safety, and well-being of all its members.

RECOMMENDATION:

The Department of Mental Health and Mental Retardation should offer
respite care to every family based on individual family needs. ‘

ADDITIONAL RECOMMENDATIONS:

1. To promote the well-being of all family members, respite care
should be available without cost to families regardless of income.

2. The amount, type and freguency of respite care provided to families
must be flexible enough to meet their ever-changing family needs.

3. Respite care should be offered to families on a planned, scheduled,
predictable or even emergency basis, but not used as crisis
intervention. Similarly, crisis intervention should not be offered
to families as respite care.

4, The Family Support Task Force recommends that all the Department's
respite care programs be administered by the Bureau of Children
with Special Needs' respite unit.

5. The Task Force recommends the continued development of the
respitality program on a statewide basis to be available to
families regardless of residence.

FAMILY SUPPORT GROUPS

Families learn from each other. Families want to talk to other families
who are dealing with similar kinds of family situations as they are.
Exchanging ideas, lending emotional support, or guiding other families
to useful resources are all important functions of family groups. Many
families have reported that their primary source of emotional support
comes from these groups. The Task Force has observed a dramatic
increase in the number of family groups in the past two years. Many of
these are informal groups, meeting regularly to conduct their business.
Many have developed programs to bring information to the group through
speakers, videos, print material, etc. However, most groups have little
opportunity to access funds to actualize these programs.

RECOMMENDATION:

The Departmént of Mental Health and Mental Retardation should encourage
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" the development of family support groups statewide and provide a small

VIII,.

amount of funding for their operation.
ADDITIONAL RECOMMENDATIONS:

1. Training and technical assistance funding should be available
through the Department of Mental Health and Mental Retardation for
the development of local family support groups and the enhancement
of existing groups statewide.

2. The Department should develop a capacity to organize groups for
siblings, fathers, grandparents, adoptive families and other family
members of people with disabilities.

Additional Priority Recommendation-- Health Care

Families of people with disabilities have consistently identified health
care coverage as important to them. The Task Force recognizes that
health care coverage is the emerging social issue for the 1990's. We
recognize that the Department of Mental Health and Mental Retardation
does not carry primary responsibility for shaping public policy
regarding health care. However, we believe that the Department should
begin to equip itself with the requisite knowledge and skills to
participate as an active partner concerning health care coverage for its
constituencies, including people with mental illness, mental retarda-
tion, autism, special needs and their families.

HEALTH CARE

The Task Force believes that quality health care is the right of all
people, including people with disabilities and their families.
Unfortunately, our experience has been that people with disabilities are
often denied health insurance completely, assigned to high risk pools
with higher co-payments, deductibles and higher premiums, and as a
result are often dependent upon public health insurance such as
Medicaid. Such dependency guarantees that families must remain poor to
maintain this coverage since Medicaid is an income eligible program.
Our belief is that families of people with disabilities often find any
health insurance vehicle they can and hang on to it as long as possible,
always in fear that a change in their income, marital status, or health
of family members could jeopardize their coverage.

RECOMMENDATION:

The Task Force recommends that health insurance coverage should be
available to people with disabilities and their family members on the
same basis as people without disabilities. We recommend further that
the Department of Mental Health and Mental Retardation become knowledge-
able about barriers affecting families inabilities to obtain or maintain
health insurance and of alternatives to the present health care coverage
system.

ADDITIONAL RECOMMENDATIONS:

1. Continue to implement the Maine Health Plan with inclusion of
people with disabilities and their families.
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IX.

2. The Department of Mental Health and Mental Retardation should
advocate with the federal government to remove deeming from
Medicaid policy for families with children with disabilities under
the age of twenty-one.

3. The Department of Mental Health and Mental Retardation in conjunc-
tion with advocacy groups should monitor recent legislation
requiring health insurance companies to provide coverage to people
with disabilities after a one-time exclusion for pre-existing
conditions.

Other Recommendations
ASSISTIVE TECHNOLOGY

The Department must develop the capacity and resources to make assistive
technology available to families to assist in the activities. of daily
living in order to promote greater independence, productivity, integra-
tion into the community and increased contributions to society.

COMMUNITY INTEGRATION & PUBLIC AWARENESS

The Department of Mental Health and Mental Retardation should undertake
state-wide public awareness efforts to increase community support of
people with disabilities and their families.

CRISIS INTERVENTION

The Department of Mental Health and Mental Retardation should offer
crisis intervention services to people with disabilities and their
families throughout the life-cycle of the family member until the family
support system has been fully developed.

EARLY INTERVENTION/PREVENTION

The Task Force recommends that the Department of Mental Health and
Mental Retardation, in conjunction with Child Development Services and
the Department of Human Services, define its role in early intervention/
prevention services in such a way that children with disabilities and
their families receive needed early intervention services. Early
intervention can also mean provision of needed services to a person with
disabilities at the earliest possible moment. Such intervention can
reduce the effects of a disability, prevent further deterioration, and
lead to a more favorable prognosis.

EDUCATIONAL SERVICES
In conjunction with the Department of Education, the Department of
Mental Health and Mental Retardation should assure that families with
disabilities have access to advocacy and educational services throughout
the child's school years.

FAMILY COUNSELING

The Task Force recommends that the Department of Mental Health and
Mental Retardation develop the capacity to offer families a full range
of counseling services.
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FINANCIAL ISSUES

Families should be offered additional financial supports to obtain
services and purchase items important to them in raising a family member
with a disability at home.

FUTURE PLANNING

The Task Force recommends that the Department of Mental Health and
Mental Retardation establish the capacity to provide families with
planning for people with disabilities. Planning should address services
addressed in this report and should be available to families at all
times but especially during significant transition points: birth,
entrance into preschool services, entrance into the school system,
change of schools, graduation and community living.

Future planning should address residential services, vocational
services, transportation, personal care assistance, financial planning,
recreation and leisure services, family planning, genetic counseling,
continuing education, respite care, self-advocacy, service coordination,
legal planning, and wills, trusts and guardianship.

INTEGRATED CHILD CARE

The Task Force recommends that integrated child care opportunities for
children with disabilities be available at no Jincreased cost oOr
inconvenience for families.

'RECREATION

The Department of Mental Health and Mental Retardation should assure
that people with disabilities and their families receive opportunities
for recreational and leisure activities at the local level in programs
which are also available to people without disabilities.

SELF-ADVOCACY

The FSTF recommends that the Department of Mental Health and Mental
Retardation, in conjunction with advocacy and self-advocacy groups, make
available self-advocacy training opportunities throughout the life span
of the individual with disabilities.

SERVICE COORDINATION
The Department of Mental Health and Mental Retardation should offer
quality, family-focused service coordination services to people with

disabilities and their families to address both the present needs and
the future of the person with a disability and other family members.
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FAMILY BELIEF STATEMENTS
What is family support?

Families with members with disabilities contribute much to the economic
health and social fabric of the state, improving the quality of life for
all Maine families. Family support recognizes and respects the primary
role of the family in the lives of family members. It strives to
support families in their natural roles by building upon their unique
strengths as individuals and families. It promotes normal patterns of
living at home and in the community, maintains family unity, and
reunites families with members who have been placed out of the home.

Family supports are needed throughout the lifespan of the individual
with the disability. Family needs change over time, thus family support
must be flexible and responsive to the uniqueness of individual
families.

Family members with disabilities have preferences and personal aspira-
tions to live and work, to learn and grow, and have relationships just
as others in the community.

Family support embraces the right of families to make choices based upon
individual family preferences. Families must be viewed as making
significant public policy contributions to the choices offered by the
family support system.

Family supports should maximize the family's control over the services
and support they receive.

Families need opportunities to connect with similar families for the
purpose of sharing information, support, and ideas.

Family support will help friends, neighbors, and citizens to better
understand, accept and include people with disabilities and their
families in community activities.

Family support recognizes that families are the experts and primary
decision makers about their children with disabilities. They are the
constant in their child's life while the service system and personnel
within those systems change.

All children, regardless of disability, belong with families and need
enduring relationships with adults.

Families must receive the supports necessary to care for their children
with disabilities at home.

Family support embraces the right of adults to define their own family.



COMMUNITY INCLUSION BELIEF STATEMENTS

What is community inclusion?

Community inclusion is a basic human right, reflecting our society's
long-standing belief in democratic ideals. Community inclusion
recognizes and respects the rights of all people to be included in all
aspects of community life. It recognizes that people with disabilities,
like all citizens, need the same access to community resources because
the community greatly influences a person's development, learning, and
contributions to society. Community inclusion recognizes that all
people need to be involved in activities which confirm their sense of
worth as full and complete members of society.

Our focus should shift from people being in the community to being part
of the community.

The unity and well-being of the community requires its attehding the
needs of all its members. Community inclusion means celebrating the
gifts and capacities of all people as community members.

People are more satisfied when they have choices and can act on their
wishes and needs according to their own values and preferences.

People need and seek the acceptance, recognition, and respect that come
from satisfying relationships. For children, friendships need to be
promoted. For adults, relationships must be freely entered into.

People should be informed of and have the opportunity to act on all the
rights and duties of citizenship.

With the experience of being part of the regular classroom, students can
learn the academic and social skills needed to succeed in the real world
after they leave school.

People should have choices about where in the community they prefer to
live and have the right to decide which housing most closely matches
their preferences.

Work is a life activity through which an adult person's life experienc-
es, satisfactions and self-esteem are significantly defined. People

with disabilities should fully and equally participate in the work
force.

Physical accessibility, technology, and transportation are inseparably
linked to community inclusion. They must be available to people with
disabilities and their families.




VN Haine Fostor Pareut Association

caring la Aspen Ridge
sharing your 11 Liberty Drive
home Bangor, Maine 04401
~ 848-7537 or 1-800-367-3900

- September 19, 1991

To Members of the Committee on Health, Social Services and
Economic Security:

The Maine Foster Parent Association feels strongly that the
formation of a Department of Child and Family Services is in

the best interest of children, families and the State of Maine.
We urge that prevention and early intervention be the goal and
that this be reflected in the mission of this new Department

by the directive to screen families into the system upon referral
rather than out as is presently the case.

Regarﬂing items seven and eight from "options under discussion",
it seems ideal to us that a family be assigned one worker,
responsible for assessment of that family's needs who would

also continue to function as broker and advocate for that family.
This family caseworker would design, coordinate and oversee

an individualized plan which would neither neglect nor overlap
services essential to that family's well being. This would

be of benefit, not only to the family which would have an ongoing
relationship with one person but for social workers whose

present compartmentalized view of his or her client limits
intervention options.

Given the large percentage of state wards who are adjudicated
we would also urge that existing information from the Department
of Corrections be incorporated into a central information and
intake system and the formation of a family court be considered,

Az the largest single provider group to state wards, Maine Foster
Parent Association expects to work closely with the committee
charged with the development of regional boards which would

plan and implement appropriate services for Maine's children.

We thank you for this opportunity to express our opinions and
concerns and look forward to an interactive relationship with

this and future committeas.
incerely, :

Debbie Goss
President




John R. McKernan. Jr. Rollin ives

Governor Ceommixsioner
STATE OF MAINE
DEPARTMENT OF HUMAN SERVICES

AUGUSTA. MAINE 04333

To: paul Saucier, Lecislative Cowncil
Joyce Benson, State Planning Office

Fram: Peggie Dore, Administrative Secretary
Date: September 12, 1991

It is my understanding that the Goverrment Restructuring
Coamittee has requested the attached information. Enclosed are
copies for the Committee menbers.

Please call me at 289-2546 ‘j_f I can be of further assistance.

State House Station 11. sugusta. Maine 04333 — Offices Located ar 221 State Stieet
Telephone: (207 289-2736




Access Commission .

Adaptive Fguipment Ioan Fund

AFDC Advisory Council -

ATDS Patient Services

‘Androscoggin County Child Abuse & Neglect Council
Bath/Brunswick Child Abuse & Neglect Council
‘Bridgton Task Force on child Abuse & Neglect
Brunswick Scan Committee . :

Certificate of Need Advisory Committee

Child Development Services Bcard

Child Welfare Advisory Committee

Children's Residential Treatment Committee
Commission on Nursing Supply and Availebility
Committee on Transition

Cumberland County Child Rbuse & Neglect Council
. Developmental Disabilities (ouncil

Division for the Blind & Viswally Impaired Advisory Council
Division of Deafness Advisory Committee '
Down East Community Hospital Scan

Drug Utilization Committee

EMMC Scan :

Franklin County Child Abuse & Neglect Council
Governor's Commission on Supror ted Employment
Governor's Commission on Domestic Abuse
Bancock Child Abuse and Neglect Council
Health Policy Advisory Council

Homé Health Advisory Committee

Juvenile Justice Advisory Grouwp

Kennebec County Child Abuse & Neglect (ouncil
Knox County Child Abuse & Neclect Council
Lincoln Gounty Child abuse & Neglect Qouncil
Maine Committee on Aging '

Maine Health Policy Advisory Committee

Maine High Risk Organization Board

Maine Human Development Commission

Medicaid Advisory Commission

Mid Maine Medical Scan Committee

Miles Memorial Hospital Scan Team

Oxford County Child Abuse & reglect Gowncil
Penobscot Child Abuse and Neclect Council
Piscataquis Child Abuse and leglect (owncil
Project Search CDS Local Coordinators Committee
Refugee Advisory Council

SCAN

Scmerset County Child Abuse and Neglect Council
Scmerset Oounty Child Development

Southern Maine Child Development Center

State Independent Living Council

Victim's Rights Commission

Wwaldo Qounty Child Abuse and Neglect (ouncil
Waldo County Child Developmert Services
Washington Child Abuse and Neglect Council
York County Child Abuse & Neglect Council




i Briefing Memo
To: Rollin Ives, Commissioner S B

Through: Deputy .csioner — programs [ ] Finance [}

From: Jamie P\ M ,ril'l, Assistant Deputy Commissioner
Subject: rime/Costs of DHS Advisory Oo;nmittees
Date: February 11, 1991 1
Tssue Activated By:
Request by Cormnissioner.
Background:

This Department expends an enormous amount of resourcesy poth case and staff
time, to participate on, staff or fund Adrisory Committees. This expenditure
of resources hag more recsntly come to light as all DHS programs are
prioritized due to budget constraints. To get a more accurate picture of the
resources expended, Buread Directors were asked to list the various advisory
committees in which staff are involved, and approximate the costs of trat
involvement. The survey results are as follows:

Highlights:

Bureau | # of | DHS Cost to IDHS Cost tol DHS Funds. | Total DHS | Other Funds
‘ ‘ i |  Cost | (Approx.)

| Committees! Staff . |Partici
BOR 8 $10,280 s 6,600  $24,000 540 ,880 $ 70,400
- BIM 1 o- —0- $21,000 521,000 —o-
BEBS 6 —o- . % 5,800 $66 ,000 571,800 - $307,200
BC&FS 115% - $24,855 $70,024  unknown 394,879 $868,000
ORD - 7 §14,539 s 1,674 s 600 $16 ,813 §356 ,000
BOH 40 $33,590 §25,002  $13,254 $71,946 § 24,000
BMS 7 10,790 $ 6,929 $ 8,475 $26 ,194 s -0-
Total 164 $94 ,054 c16,120  $133,320  $343,512  §2,259,000

*ppproximately 20 of these Committees are already counted in other Bureaus.

Of these 164 committees, 52 are required by either state oOr federal statute and are as
follows:
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David Gregory, Esq.
Chair

Ruth Cumler

Vice Chair

Lelia Batten

Merrill R. Bradford, Esq.

Janice Bums

Walter Christie, M.D.
Catherine E. Cutler
Alan Elkins, M.D.
Thomas J. Kane, D.S.W.
Grace Leonard

Ronald Melendy

Marcel Morin

Marc Nadeau

Joan Pederson

Marc Plourde

Tim Rogers, Ph.D.
Marha Sevigny -
Elizabeth A. Sisson
Richard J. Staples, Ph.D.
Carol Stewart

Janet Stration, Esq.
Sallie Tarbell

Malcolm Wilson

Reid S. Scher
Executive Director
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MAINE COMMISSION ON MENTAL HEALTH

State House Station 153 - Augusta, Maine 04333
(207) 626-3018

September 20, 1991

Comments of the Maine Commission on Mental Health
Tn Response to the Interim Report of the

Committee on Health, Social Services and Economic Security

1) The Commission believes that the committee's initial
findings identify impo rtant issues and provide a good foundation
for its work with one exception. Finding 6. notes that
confidentiality requirements may deter system coordination. - While
these protections may create inconvenience, we would strongly
recommend that such requirements not be weakened, given the nature
of the information that is a part of the therapeutic process and
the harm that can come to the client from the dissemination of the
information. excepting emergencies, it should be the right of the
client to control the circulation of confidential informatiom.

2) Regarding the options under discussion, which seem to
revolve around the creation of a Department of Child and Family
gervices and a Department of Physical and Mental Health, the
Commission would make the following points:

a) There are benefits to be gained from the creation of a
Department of Physical and Mental Health, which include the
closer coordination of rehabilitation services with mental
health services, the potential for the elimination of
obstacles created in the administration of the Medicaild
system to the development of the mental health system and
the potent al for greater access to appropriate and needed
physical health services for persons with mental illness.

b) There are great concerns that the mental health system
and services will be a greatly reduced priority in a
department that includes the large and extremely physical
health bureaucracies. The Commission would stress the need
for continuing independent oversight and advocacy as & means
of maintaining needed and appropriate focus on mental health
at the policy making levels of government.




Maine Commission on Mental Health Response
September 20, 1991
Page 2

c) Option 11. calls for the grouping of overlapping and closely
related services in one department OT agency. Along these lines, the
Commission is very concerned that, by grouping mental health with
physical health, the medical model of mental health care will come to
predominate, as opposed as to the psychosocial rehabilitation and other
models closer to social service delivery models. There is a close
relationship between services currently provided by the Department of
Human Services and the mental health service system, such as alcohol and
substance abuse services, protective services and a variety of benefit
and economic security services. The Commission's concern is that such a
configuration, with the stated principal of grouping closely related
services, would ultimately drive a wider wedge between these systems by
virtue of their continued separation.

dl Several members express concern that the treatment orientation of
the Bureau of Children With Special Needs will be lost in the vast '
protective bureaucracies with which it will be combined. We would
strongly urge that the integrity of children's mental health services be
maintained in this reconfiguration.

3) The Commission notes that the interim report gives little consideration
to the role of the private sector in the restructured departments. We would
point out that the private sector already carries much of the load of service
delivery through contracted services. We would urge consideration of the role
of the private sector in the changing system. Regional coordination would
“have an impact on the private sector and create the potential for greater
changes in this relationship. The Government Restructuring Commission has an
opportunity to make a reasoned contribution to this changing relationship and
we would urge that this be taken into consideration in your deliberations.

These comments represent the major issues identified by the Commission
in consideration of the interim report. The Commission wishes to congratulate
the committee for having accurately identified many of the major problems
afflicting the system and for laying the groundwork for a series of positive,
corrective actions. We remain available to provide whatever input you might
wish. '
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John R. McKernan, Jr. Lynn \{Va(;hte}
Governor Commissioner

Department Leonard Dow
of Director of

Community Development
ECONOMIC AND COMMUNITY DEVELOPMENT
OFFICE OF COMMUNITY DEVELOPMENT

MEMORANDUM:

TO: Special Commission on Governmental Restructuring
Committee on Health, Social Services and Economic Security

FROM: Margaret Marshall, Chair yw\wﬁgiiyx}\(x\wd&r¢igi\

Interagency Task Force on HomelesShess & Housing Opportunities
RE: Interim Report ’ ’ -
DATE: September 20, 1991

########################################################################

Oon behalf of the Interagency Task Force on Homelessness and Housing
Oopportunities I submit thevfollowing comments on the interim report.

Section ITII -~ Initial Findings:

The Task Force concurs with all findings identified in the Interim
Report.

Section IV — Options Under Discussion:

The Task Force, at the request of the Committee, limits our comments to
the following options as priorities.

option 7: Develop a central information and intake system for all
services.

Comments: This would provide the "One Stop Shopping" recommended by the
Task Force in the report "By Sundown" submitted to the
committee.

State House Station 130, Augusta Maine 04333 — Offices Located at 219 Capitol Street
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Option 8:

Comments:

Option 11:

Comments:

Option 12:

Comments:

Create a unified case management system for families with
primary respons1b111ty vested in a single lead agency.
Again, the focus is on the "One Stop Shopping". After the
initial call the client is referred to an agency to develop
a program for that person or family and take on the
responsibility of assuring that the client is being served.
"If you don’t get help, call me back." (Page 13, By Sundown
report.)

Group overlapping, duplicating, and closely related
services, and locate each group in one department or
agency.

This option would eliminate the need for the client to go
from one agency to another. It would eliminate the
fragmentation of services.

Regardless of the configuration of State agencies, raise
the coordination and collaboration to priority status.
Provide a strong interdepartmental coordinating mechanism
with authority to mediate disagreements.

A Board or Commission established with a office and staff
support at the Executive level to ensure that coordination
and collaboration would take place.
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To: Committee on Health, Social Services, and Economic
Security
L .
From: Dana Totman, President

Subject: Government Restructuring

Date: September 19, 1991

The Maine Community Action system is a statewide service delivery
mechanism for providing services to low income families and
individuals. Our system serves 100,000 different Maine families
annually. We maintain 22 full time offices, all which provide
intake, information, referral and various programmatic services.
Additionally, we provide these same services at over 100
itinerant sites. Collectively we have approximately 1300
personnel delivering 75 million dollars of services and programs
to Maine’s families. Our funding comes from nearly all state
departments. We deliver education, health, energy, housing,
transportation, employment, income transfer, case management,
economic development, volunteer, nutrition, and advocacy related
‘services: “ —

our system is comprised of eleven community based organizations.
In some capacity we serve each of the eleven consumer groups
identified by the committee. With this as a background I’'m sure
you’ll agree our interest in this committee’s work is very great.
We could provide lengthy and detailed comments on each of the 19
options. We will, however, limit our comments to three general
recommendations and one specific recommendation.

1. We suggest you approach the restructuring from the
perspective of two consumer groups: people with mental
or physical disabilities or problems and people with
economic or social problems.

2. We suggest you promote the State’s ability to plan,
contract, monitor and track social service programs.

Aroostook County Action Program, Inc. « Coastal Economic Development Corp. » Community Concepts, Inc.
Mid-Coast Human Resource Council + Penquis Community Action Program + People's Regional Opportunity Program
Waldo County Commitiee for Social Action » Washington-Hancock Community Agency
Western Maine Community Action, Inc. « York County Community Action Corp.



Committee on Health, Social Services,
and Economic Security
September 19, 1991
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3. We recommend that you promote the abilities of
community based organizations to provide programs and
services which are effectively coordinated and easily
accessible.
4. We offer specific recommendations related to option

four should you eliminate the Division of Community
Services. These comments are attached in the form of a
recent letter to the governor.

Again we are very interested in the work of this commission and
would be pleased to share information and ideas as you proceed.
Thank you.



Advocating
Self Help & Self Reliance
For Maine Citizens

August 30, 1991

The Honorable John R. McKernan, Jr.
Governor of Maine

state House Station #1

Augusta, Maine 04333

Dear Governor McKernan:

The recent resignation of Nicola Kobritz as Director of the
Division of Community Services, and the legislation currently on
your desk which would abolish the Division, prompt me to write on
behalf of the member organizations of the Maine Community Action
Association to share our thoughts. Our ten agencies serve
100,000 Maine families annually and provide the delivery
mechanisms through which several Division programs reach Maine

people.

T am not writing to influence your decision regarding the

Division itself. Our interest is in the future of three specific
"programs currently administered by the Division. If you choose

to sign L.D. 1768, currently on your desk, or to otherwise -
transfer any of these three programs to other administrative

units, we would like you to be aware of our thoughts.

Wwe recommend the fuel assistance program be transferred to the
Maine State Housing Authority for the following reasons:

1. The weatherization program and fuel assistance are very
closely aligned. One grant provides funds for both
programs. One application form provides access to both .
programs. One plan is written that outlines both
programs. The community action agencies deliver both
programs. Because the Maine State Housing Authority
administers weatherization, any alternate
administration of fuel assistance would fragment the
two programs. We feel that the LIHEAP Block Grant
should be administered by one agency, should have a
plan written by one agency, and should have a one stop

application process.

Aroostook County Action Program, Inc. + Coaslal Economic Development Corp. + Community Concepls, Inc.
Mid-Coast Human Resource Council - Ponquis Communily Action Program - People's Rogional Opportunily Program
Waldo County Commitlee for Social Action » Washinglon-Hancock Communily Agency

Weslern Maine Community Action, Inc. « York County Communily Action Corp.
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The community action agencies are all currently
delivering programs through contracts with MSHA. The
relationship between MSHA and the agencies 1is
excellent. This relationship will allow a smooth
transition of LIHEAP as existing contracting and
reporting systems can be used with minimal programmatic

disruption.

The individual with the most expertise and experience

administering the LIHEAP program, George Bates, 1s now
the Director of Energy Programs for MSHA. With federal
funding uncertainties and delays, George is the person
best prepared to effectively manage LIHEAP in difficult

times.

The LIHEAP program is consistent with other MSHA
programs. Heating costs are a very significant piece
of overall housing costs in Maine. Rental subsidies,
housing rehab, furnace repair, low income housing are
all MSHA programs with similar purposes to LIHEAP.

The data associated with the LIHEAP program can be
invaluable information for housing research and
planning. The MSHA will have information on 60,000
Maine homes including age, cost, type, occupancy level
and condition. This data will assist with future MSHA

planning efforts.

The MSHA has significant experience operating programs
that have financial assistance go to third parties on’
pehalf of low income citizens. 1In home loan programs
the funds go to banks, in home repair programs the
funds go to contractors and in rent subsidy programs
funds go to landlords. similarly the LIHEAP program
requires funds to go to fuel vendors. The third party
recipient concept is the sane for LIHEAP as for other

MSHA prograns.

Transferring LIHEAP to MSHA will cause the least
disruption. The community action agencies maintain
over 100 outreach sites for LIHEAP applicants and make
over 5,000 home visits to applicants. The agencies
provide outreach, eligibility determination, budget
counseling, benefit determination, check processing,
and vendor payments to each of the 60,000 clients at a
cost of only $26. The MSHA is prepared to continue
this efficient and effective system.
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We recommend the Head Start program be transferred to the Bureau
of Child and Family Services within the Department of Human

services for the following reasons:

1. Head Start is a program that serves children and
families like the Bureau does.

2. Head Start’s nutrition and social services components
are directly linked to this DHS Bureau and are directly
or indirectly financially supported by DHS funding.

3. The linkage between Head Sstart and Day care are
important elements to the program’s operation and
common administration of the two programs will enhance

the coordination.

4., The Head Start providers all currently receive funds
from this Bureau so a relationship is already in-place.

Wwe recommend the Community Services Block Grant be transferred to
the Department of Economic and Ccommunity Development for the

followlng reasons:

1. There are many similarities in the purposes of the
Community Development Block Grant program and the

- . _ Community Services Block Grant program. R
2. The Community Services Block Grant (CSBG) program

requires a degree of advocacy related to the
responsiveness of other state delivered programs. This
effort would be greatly compromised if the CSBG program
were housed in a department that delivers the same
programs being assessed by the CSBG program. The
Department of Economic and Community Development
provides the appropriate neutrality.

3. The flexibility of the CSBG program provides
significant opportunities to develop partnerships and
‘innovative approaches to addressing community problens.
The similar flexibility of other DECD programs creates
great potential to respond to unique regional needs.

4. The CSBG program and most DECD programs both are
essentially coordinated at the state level with
programmatic decisions made locally. This state/local
relationship is critical for the CSBG program.



The Honorable John McKernan, Jr.
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The Maine Community Action Agencies have a great interest in the
future of these three programs. We recognize that the issues are
complex and the decisions on the appropriate agencies to
administer them will be far reaching. No one will feel the
effect of changes in these programs more than the 100,000 Maine
families served by our member agencies. We urge you to consider
these recommendations as you determine what actions to take
relative to the future of the Division of Community Services. If
I or any of the other directors of community action agencies in
Maine can be of assistance to you or your staff on these matters,
feel free to call upon our services. We share your desire to
serve the Maine families who rely on these programs for a better
life. I can be reached at (207) 442-7963 if you wish to discuss

these issues in greater detail.

Thank you for your consideration.

Sincerely,
Q:Luwc~ \¥;&“*”—

Dana W. Totman
President

DWT : psg
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MAINE ASSOCIATION OF REHABILITATION SERVICES

P.O. Box 227 - Belfast, ME 04915 - 207-338-2080

PRESIDENT

Harold Siefken

Group Home Foundation, Inc.
Belfast

VICE PRESIDENT

Richard Sprague

MDI Helpers, Inc.
Bar Harbor

TREASURER

Deborah Beam

Tri-County Mental Health Services, Inc.

Social Learning Center
Lewiston
SECRETARY
Richard Brown
Charlotte White Center
Dover-Foxcroft

Central Aroostook A.R.C.
Presque Isle
Cerebral Palsy Center
Portland
Community Support Services
Recource Center
-Biddeford
Elmbhurst, Inc.
Bath
Goodwill Industries of Maine, Inc.
Portland
Green Valley A.R.C.
Island Falls
Independence A.R.C.
Brunswick
Ken-a-Set A.R.C.
Waterville
Mobius, Inc.
Damariscotta
Multiple Handicapped Center
of Penobscot Valley
Bangor
Northern Aroostook Alternatives, Inc.
Van Buren
OHI
Bangor
Pathway'’s, Inc.
Aubum
Pottle Hill, Inc.
Mechanic Falls
Resources for the
Developmentally Disabled
Portland
Sandy River Rehabilitation Center
Dryden
Sebasticook Farms
St. Albans
Southern Aroostook A.R.C.
Houlton
Sunrise County Handicapped Programs
Machais
The Coastal Workshop
Camden
Wordford’s, Inc.
Portland

September 19, 1991
Special Commission on Governmental
Restructuring
Committee on Health, Social Services and
Economic Security
State House Station #13
Augusta, Me 04333

Dear Chairpersons:
I will be unable to attend the hearing on

September 20, 1991.! However, I am enclosing a
copy of a position paper that the Maine

Association of Rehabilitation Services
developed earlier this year titled
Recommendations for Restructuring = and

Streamline State Government.

This paper represents the position of the
membership and was developed by the membership
as a whole. As a result, the twenty-five
member agencies fully support these
recommendations.

Thank you for your consideration.

Sincerely,

v

Harold Siefken
President
Enc.



March 26, 1991

MAINE ASSOCIATION OF REHABILITATION SERVICES
RECOMMENDATIONS FOR RESTRUCTURING AND STREAMLINING
STATE GOVERNMENT

I. INTRODUCTION
The Maine Association of Rehabilitation Services (MARS), a
statewide organization representing twenty~-five private non-
profit community agencles, makes the following
recommendations to assist state government in meeting the
needs of people with disabilities while ©balancing the
budget. The recommendations deal with three areas:
regulatory issues - cost versus benefit; privatization of
services; and restructuring state government. We believe
that these recommendations will result in lower cost while
sacrificing no program accountability or services to people.

II. REGULATORY ISSUES - COSTS VERSUS BENEFITS
Maine Uniform Accounting and Auditing Practices for
Community Agencies (MAAP) ,
A major benefit of MAAP was to have been its ability to
improve accountability while concurrently reducing the
number of audits (and therefore the cost) conducted in
private agencies. It has failed on both counts.

Due to the increased expectations of MAAP, costs for

private audits have increased dramatically. Multiple audits
of single agencies continue to be the norm and some
agencies are experiencing delays of several years until
state auditors can schedule them.

MARS RECOMMENDS THAT THE JOINT STANDING COMMITTEE ON
APPROPRIATIONS AND FINANCIAL AFFAIRS SOLICIT TESTIMONY ON MAAP'S
EFFECTIVENESS AND, AS A RESULT, CONSIDER ITS RESTRUCTURE OR
ELIMINATION.

Residential Facility Licensing, Handicapped

Accessibility Regulations, ANSI Fire and Life Safety

Codes, and related standards
These standards, as promulgated by the Bureau of Mental
Retardation, Department of Mental Health and Mental
Retardation, Bureaus of Rehabilitation and Medical Services,
Department of Human Services, State Fire Marshalls Office,
Department of Public Safety, have created a myriad of
conflicting expectations for community agencies.
Additionally, the state government agencies responsible for
these standards and regulations are inconsistent in their
application.




This scenario drives up both capital and administrative
costs, duplicates efforts among state agencies and often
does not result in significant safety or program
improvements.

MARS RECOMMENDS THAT THE JOINT STANDING COMMITTEE ON HUMAN
RESOURCES SOLICIT TESTIMONY FROM VARIOUS PUBLIC AND PRIVATE
AGENGCIES REGARDING THE OVERLAPPING AND INCONSISTENT REGULATORY
REQUIREMENTS AND TAKE THE NECESSARY STEPS TO STREAMLINE THE
REGULATORY PROCESS.

National Accreditation of Private Non-Profit Service

Providers
The Bureaus of Mental Health, Mental Retardation and
Rehabilitation mandated that all private non-profit agencies
be accredited by a national accrediting body, Commission for
the Accreditation of Rehabilitation Facilities (CARF) or
Accreditation Council on Services for People with
Developmental Disabilities (ACDD), by July, 1990 or face a
withdrawal of state funding. b ' -

MARS wupholds the importance of nationmal accreditation
standards since the cyclical mnature of the process ensures
continuous attention to standards of national merit. It is
also important that these state agencies recognize that the
accreditation process usually results in increased costs to
private agencies. ‘

MARS RECOMMENDS THAT:

1. NATIONAL ACCREDITATION CONTINUE TO BE A MAJOR PART OF THE
FORMULA FOR ASSURING QUALITY OF SERVICES AMONG PRIVATE PROVIDERS
AND AGENCIES IN THE COMMUNITY.

2. THE THREE BUREAUS INVOLVED IN MANDATING NATIONAL
ACCREDITATION, IN COOPERATION WITH MARS AND THE MAINE ASSOCIATION
OF PRIVATE RESIDENTIAL RESOURCES, SURVEY ALL PARTICIPATING
AGENCIES TO ASSESS THE COST OF BRINGING AGENCIES INTO FULL
COMPLIANCE WITH THESE NATIONAL STANDARDS BY THE END OF THE 1993
ACCREDITATION CYCLE,

3. THESE STATE AGENCIES EXERT THEIR INFLUENCE ON THE NATIONAL
ACCREDITING BODIES TO MINIMIZE THEIR FEES, KEEP REALITY IN THE
STANDARDS, AND THEREFORE HOLD DOWN THE COSTS TO THE PRIVATE
PROVIDERS AND AGENCIES.

4. ALL PROVIDERS OF SERVICES TO ADULTS WITH DISABILITIES BE

_ ACCREDITED BY ONE OF THE NATIONAL ACCREDITING BODIES. THIS

INCLUDES PRIVATE INDIVIDUAL PROVIDERS, PRIVATE NON-PROFIT AND
FOR-PROFIT AGENCY PROVIDERS.



ITII. PRIVATIZATION OF SERVICES
The Maine Association of Rehabilitation Services
recommendations in this area deal with four service areas:
case management; professional services; institutional
services; and advocacy services. We believe that the
privatization of these services will result in closer ties
to the community 1in which they are offered, foster more
individual choice, create healthy competition, and reduce
expense to the taxpayers.

Case Management

Historically, case management has been done by state agency
personnel. Given the size of the geographic regions covered,
this form of <case management frequently results in major
decisions being made for individuals with disabilities by
people who have little, if any, contact with the consumer.
Service 1is often diluted, lacking 1in creativity, and
expensive.

It is important to note that other states have adopted a
private (as opposed to public) case management service
delivery system with success.

MARS RECOMMENDS THAT: : )

1. THE DEPARTMENTS OF HUMAN SERVICES AND MENTAL HEALTH AND MENTAL
RETARDATION WORK TOGETHER WITH PRIVATE AGENCIES TO AMEND THE
STATE MEDICAID PLAN TO ALLOW THIRD PARTY BILLING FOR CASE
MANAGEMENT BY PRIVATE VENDORS.

2. NATIONAL ACCREDITATION STANDARDS BE APPLIED TO THIS SERVICE
AND BE A PREREQUISITE FOR MEDICAID FUNDING.

3. THESE STATE AGENCIES AND THE PRIVATE PROVIDERS AND COMMUNITY
AGENCIES WORK COLLECTIVELY TO FORMULATE THE CHECKS AND BALANCES
NECESSARY TO MINIMIZE "CONFLICT OF INTEREST: OR "VESTED
INTEREST". IT SHOULD BE NOTED THAT NO SUCH SYSTEM OF CHECKS AND
BALANCES CURRENTLY EXISTS IN THE PUBLICLY OPERATED CASE
MANAGEMENT SYSTEM.

Professional services
The goal is to attract and cultivate a broader array of
qualified professionals to serve persons who have severe or
complex disabilities. Currently, persons with-disabilities
may go without service altogether as an increasing number of
clinicians have significantly limited the number of Medicaid
clients they serve.

MARS RECOMMENDS THAT THE DEPARTMENTS OF HUMAN SERVICES AND MENTAL -
HEALTH AND MENTAL RETARDATION WORK TOGETHER TO RESTRUCTURE THE
MEDICAID RATES FOR THESE SERVICES TO ACHIEVE EQUALITY WITH
PRIVATE SECTOR AND DEPARTMENT OF EDUCATION RATES.



Institutional Services
Except for persons with disabilities, most health care and
long term services are provided in the private sector. Given
the tremendous expense and questionable quality of state run
services, this denial of consumer choice becomes all the
more incredible. It has Dbeen repeatedly demonstrated that
gervices provided in state institutions can be provided in a
more effective, nurturing and cost effective manner in small
community based facilities.

MARS RECOMMENDS THAT:

1. THE JOINT STANDING COMMITTEE ON HUMAN RESOURCES ESTABLISH A
TASK FORCE SPECIFICALLY TO ORGANIZE THE INFORMATION, PROCEDURES
AND RESOURCES NECESSARY TO SERVE THESE INSTITUTIONALIZED PEOPLE
IN THE COMMUNITY.

2. ALL PARTICIPANTS ACKNOWLEDGE THAT BOTH SYSTEMS WILL REQUIRE
FUNDING DURING THE TRANSITION PERIOD.

3. COMMUNITY - RESOURCES (PRIVATE PROVIDERS, PRIVATE AGENCIES,
HOSPITALS, ETC.) BE EQUIPPED WITH THE RESOURCES AND TRAINING
NECESSARY TO OFFER CRISIS INTERVENTION AT THE COMMUNITY LEVEL.

Advocacy Services -
Currently, advocacy services for adults and children with
disabilities are provided by state government through the
Office of Advocacy, Department of Mental Health and Mental
Retardation and by a private agency, Maine - Advocacy
Services. The organizational placement of the Office of
Advocacy within the Department of Mental Health and Mental
Retardation <creates a conflict of interest and at best
results in a muted voice of advocacy. However, beyond the
organizational difficulties, the presence of two agencies
providing advocacy services to the same populations is a
significant duplication of effort and a waste of the state's
limited financial resources.

MARS RECOMMENDS THAT:

1. THE JOINT STANDING COMMITTEES ON HUMAN RESOURCES AND STATE AND
LOCAL GOVERNMENT HOLD HEARINGS TO DETERMINE WHAT THE CURRENT NEED
FOR ADVOCACY SERVICES ARE AND HOW THEY SHOULD BE PROVIDED.

2. BASED UPON THE TESTIMONY RECEIVED THE COMMITTEES SHOULD TAKE
THE STEPS NECESSARY TO ALLOW THE ELIMINATION OF THE CONFLICT OF
INTEREST AND DUPLICATION OF EFFORT BY COMBINING THE CURRENT
EFFORTS OF THESE TWO ORGANIZATIONS IN A SINGLE PRIVATE AGENCY
WITH THE POWERS AND RESOURCES NECESSARY TO BE AN EFFECTIVE
ADVOCATE FOR ADULTS AND CHILDREN WITH DISABILITIES.

These recommendations are based on a long-term comprehensive
approach to systems change, eventually resulting 1in cost
savings including a reduction in state employees and state
operated services.



IV. RESTRUCTURING STATE GOVERNMENT
While most of the comments that follow are directed toward
the Bureau of Mental Retardation, MARS does not mean to
imply that this is the only portion of state government that
could benefit from restructuring.

MARS has identified several problem areas in the current
organization structure of the Bureau of Mental Retardation:
inconsistent regional operations, mno apparent coordinated
planning, lack of a <clear mission, their authority is not
commensurate with their responsibility for services to their
clientele, no capability for research and development, and
inadequate central office staffing.

MARS RECOMMENDS THAT:

1. THE BUREAU OF MENTAL RETARDATION ENGAGE 1IN A PLANNING PROCESS
WITH PRIVATE SERVICES PROVIDERS TO REVISE ITS MISSION AND NARROW
ITS FOCUS TO REFLECT THE CAPABILITIES OF THE CURRENT COMMUNITY
SERVICE DELIVERY SYSTEM AND THE NEEDS OF ITS CLIENTS.

MARS believes that with a revised mission and a narrowed
focus, the regional office structure, as it is currently
organized, can be eliminated.

2. THE RESPONSIBILITY AND AUTHORITY FOR THE ICF/MR, TITLE-XIX DAY
HABILITATION AND REASONABLE COST REIMBURSED BOARDING CARE
PROGRAMS BE MOVED FROM THE DEPARTMENT OF HUMAN SERVICES TO THE
BUREAU OF MENTAL RETARDATION. :

This would eliminate the <current problem of the Bureau of
Mental Retardation having the responsibility for ensuring
services to people with mental retardation without having
the authority to manage a majority of the funding that pays
for the services

3. THE JOINT STANDING COMMITTEE ON STATE AND LOCAL GOVERNMENT
SOLICIT TESTIMONY ON THE ORGANIZATIONAL PLACEMENT OF THE BUREAU
OF REHABILITATION WITHIN STATE GOVERNMENT AND THE PRIVATIZATION
OF MANY OF THE SERVICES THAT THE BUREAU OF REHABILITATION NOW
PROVIDES AND TAKE THE STEPS NECESSARY TO MAKE THESE CHANGES
POSSIBLE.

Currently, the Bureau of Rehabilitation, due to its
relatively small size, is lost within the organizational
structure of the Department of Human Services. Many of the
previous statements and recommendations regarding the Bureau
of Mental Retardation also apply to the Bureau of
Rehabilitation since many of its direct services could be or
are already being delivered by private providers.

While we have referenced individual legislative committees
in our recommendations we recognize that multiple
legislative committees will have a joint role din
restructurin and streamlining state government and the

e st
services it pl"C"""“‘"—‘—



September 19, 1991

Special Commission on Governmental Restructuring

Committee on Health, Social Services and Economic Security
State House Station #13

Augusta, Me 04333

Dear Chairpersons:

T will be unable to attend the hearing on September 20, 1991.

I am a member of the Govenor’s Commission to Analyze the Service
Delivery System for Persons With Mental Retardation and Co-Chair of
the Employment and Residential Services Subcommittee. While the

Commission has not completed its work yet, I am enclosing a copy of
the Rgport and Recommendations of the Subcommittee for your

information. -

Thank you for your consideration.

Sincerely,

L

Harold Siefken

Enc.
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June 5, 1991

EMPLOYMENT AND RESIDENTIAL SERVICES SUBCOMMITTEE
REPORT AND RECOMMENDATIONS

Members: Ruth Benedict, DHS; Richard Estabrook, DMH&MR; Elizabeth
Granthem, DHS; Charlene Kinnelly, Uplift, Inc.; Date Lowe, Green
Valley Association for Retarded citizens, Inc., Co-Chair; James
Mehan, Katahdin Friends, Inc.; Betsy Rush, Foster Home Operator;
Harold Siefken, Group Home Foundation, Inc., Co-Chair.

The Sub-Committee reviewed the following documents:

Maine Association of Private Residential Providers -
Suggestions for a More Efficient State Government :

Maine Association of Rehabilitation Services - Recommendations
for Restructuring and Streamlining State Government

Medicaid Financing of Services for Maine’s Citizens with
Mental Retardation: A Follow-up Report

Proposed Rules to Clarify and Extend the Rights of All Persons
with Mental Retardation

A Plan for People - Part II
While reviewing these documents, during several meetings, the Sub-
Ccommittee had wide ranging discussions about the current state of
community service delivery, its problems, the changes in the
delivery of services, the problems in delivering services that meet
the needs of the entire population of people with mental
retardation and how is it going to be done.

Among the many things that were discussed, some key points were
raised:

1. there is little substantive disagreement among community
service providers or the Sub-Committee members about community
integration or the increased emphasis on individualization of
service provision;

2. the population of people with mental retardation is
composed of four major groups - those currently or formerly
institutionalized, those who graduated from public school more than
5 or 10 years ago, those who were never institutionalized, lived at
home and whose parents are no longer able to care for them, and
those who are ready to or have recently graduated from public
school; :

3. the service delivery system must acknowledge the differing
needs of these divergent population groups;

4. the Bureau of Mental Retardation must develop a research
and development capability and assume a leadership role in the
service delivery system;



5. if no additional resources are made available then the
recommendations of the Plan for People - Part II and other similar
plans can not be implemented, except in the most minimal way, while
continuing to meet the differing needs of the populations groups
described in paragraph 2.

A1l of the discussions concluded with "Where will the additional
money come from to develop and implement the recommendations of the
Plan for People - Part II and other similar documents?" Since there
are only two ways to make income available - generate more or re-
allocate existing money the Sub-Committee offers the following
recommendations:

1. That a "pooled-loan" program be developed through the
efforts of one or more state-wide provider associations and state
government. The purpose of the program would be to offer below
market rate financing for capital projects and cash flow loans. If
a revolving 1loan fund for cash flow purposes is not possible
through a program of this nature then state government and the
legislature should give serious consideration to the establishment
of such a fund.

2. That the Bureau of Mental Retardation develop a "research
and development" capacity. The central office of the Bureau of
Mental Retardation must have additional staff that can be dedicated
to becoming experts on state and federal funding issues, federal
legislation and regulation, new and innovative funding sources from
both the private and public sectors, as well as, the availability
of consultants to assist community service providers with
programmatic issues and problems. This information is not generally
available now and must be to insure a well designed and up to date
service delivery system.

3. That a "cost analysis" of current and future rules and
regulations be done to insure that the added cost of the regulation
are justified and funded by the agency proposing the regulation.

4. That the Department of Mental Health and. Mental Retardation
should get out of the delivery of direct services - institutional,
case management, advocacy, and professional services and
concentrate on developing and managing the in-house system
necessary to ensure that the resources necessary to deliver the
desired services are available and effectively utilized.

5. That the recommendations of the Medicaid Financing of
Services for Maine’s Citizens with Mental Retardation - A Follow-up
Report, especially those dealing with the need to increase the
ability of the Department of Mental Health and Mental Retardation
to manage a medicaid funded service program, the under utilization
of Title - XIX at Pineland Center and the transfer of those parts
of the Medicaid program that fund programs for people with mental
retardation from DHS to DMH&MR be implemented.
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6. That the state institutions, Pineland Center, Elizabeth
Levinson Center, Aroostook Residential Center, be fully funded by
Title - XIX and the General Fund money currently financing part of
these state institutions be used to finance the necessary
development and on-going costs of the expanded community service
delivery system. The "freed-up" General Fund money (currently there
is $10 million in General Fund money in Pineland Center’s budget
alone) could be used to "seed" Title - XIX programming but the
majority should remain "pure" state - funds in order to retain the
required flexibility to do the innovative programming necessary to
meet the needs of the many populations of people with mental
retardation.

7. That the Maine Advisory Committee on Mental Retardation
monitor the implementation of these recommendations and make
quarterly status reports to the Governor, Legislature, and members
of the Governor’s Commission on the progress of implementation.



Maine Transit Association
Serving the transportation needs of Maine'’s
people from Fort Kent to Kittery

September 18, 1991

Mr. Roland Caron, Co-Chair

Ms. Rosalyne Bernstein, Co-Chair
Special Commission on Governmenal
Restructuring Committee

State House Station 13

Maine State Legislature

Augusta, ME 04333

Dear Mr. Caron and Ms. Bernstein:

0n behalf -of the Maine Transit Association, I would like to take this
opportunity to applaud your efforts in restructuring State Government
to meet its citizens needs. The following comments are synthesized
from a discussion our association held this past week. I hope the
comments are helpful to you and your purpose.

1. I don't think the State of Maine realizes there are a variety
of transportation programs which serve the State. There are
at least seventeen transportation providers who contract with
various bureaus within the Department of Human Services, De-
partment of Mental Health and Mental Retardation and Depart-
ment of Transportation. All of these contracts with all of
these different bureaus are for the same thing - purchasing
mobility for Maine's citizens.

2. The problem above would be relieved by assigning one
department/bureau to oversee purchased public/social
service transportation contracts with the State. Not only
would the operators be relieved of countless hours of bureaucratic
paper pushing, but the State could channel personnel
resources into areas where they are really needed. The State,
by having a single agency responsible for transportation
would also cut down on the amount of duplicative services
it is buying simply because one agency/bureau would make
sure contracts are coordinated. Because various State
agencies and bureaus purchase transportation services from
a number of private/public agencies the consumer is most
often at a loss as to which system to ride.

Androscoggin Valley COG Community Concepts Greater Portland Council of Governments Regional Transportation Program
Aroostook Reglonal Transportation Coastal Transponation Greater Portland Transit District Waldo County Transpontation
Biddetord - Saco - OOB Transit Committee Downeast Transportation Kennebec Valley CAP Washington-Hancock CAP

The Bus Eastern Transportation Penquis CAP Western Maine Transportation

Casco Bay Island Transtt District P.R.O.P. YCCAC Transportation



3. Presently there is really no technical or regulatory
agency responsible for all the oversight which
i< needed in transportation. There is no single set of
transportation safety regulations or source to which
operators can go for technical assistance or help in
gearing up for the latest technologies.

Transportation services today operate in a vast maze of bureaucratic
departments, agencies and bureaus. Some bureaus do not even know that
transporation services exist. Both the state and operators are in-
volved in too much paper work; there needs to be a streamlining of the
process which can best be achieved by having one department responsible
for the purchase of transportation services in the state. That agency
would also provide technical assistance to the programs in the field.

Sincerely,. ) ]
T l
M}Up\ /Q )},{qujd%/

Eugerle R. Skibitsky

President

ERS:jh
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Telephone: (207) 324-5762
324-3928

County 2831446
748-1766

Community Action Corporation 247 3665
11 Cottage St. / P.O. Box 72 / Sanford, ME 04073
September, 1991

Rosalyne Bernstein, Co-Chair

Roland Caron, Co-Chair

Special Commission on Governmental Restructuring
Committee on Health, Social Services & Economic Security
State House Station 13

Augusta, Maine 04333

Dear Ms. Bernstein and Mr. Caron,

As a Regional Transportation Agency providing a variety of
transportation services under contract with the State, I would
like to offer comments on the Committee’s Interim Report.

Given the extremely brief time line that you have to work within,
T would like to both commend you for the clarity and accuracy of
the initial findings of the Committee, and support a number of
the options listed in the Interim Report.

Option #9 -~ Elimination of multiple contracting and evaluation is
a high priority for YCCAC where we not only have two fiscal years
for State contracts (7/1-6/30 or 10/1-9/30), but multiple
lengthy, client-specific contracts and monthly or quarterly
reporting forms. (Report for our Area Agency on Aging attached.)
Tracking of units of service provided requires a computer and two
full time staff, for a relatively small amount of contract
dollars. These administrative costs wind up reducing the
contract dollars available for direct service to target groups.

Option #13 - The Bureau of Medical Services currently allovws
Medicaid providers to electronically submit billings via computer
modem. The problem is that it requires wmore time expenditure
(and cost) to +the provider, and we are not reimbursed despite
potential for major savings by the State. Since transportation
providers rates have not been adjusted to reflect acknowledged
service cost increases since October 19895, there is no incentive
for us to use this more efficient process.

Option #15 & #18 - As a provider receiving over 20 different
sources of funds, categorical funding is a major issue. Over the
last several years as federal and state resources have grown more
scarce, and demand for transportation (and other) services has
increased, our contracts have begun to use a "triage" type
approach: only those Maine residents in the wmost dire need,

Other Locations:

Head Start Biddeford Community Kittery Community

Program Action Center Action Center

P.0. Box U, Wentworth St. Ross Center, Washington St. Community Center, Cols St.
Biddeford, Maine 04005 Biddeford, Maine 04005 Kittery, Maine 03904
282-6290 : 282-55613 439-2699
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those at risk of abuse, neglect or institutionalization, are
targeted for service. The concept of "an ounce of prevention "
has been lost. More and more specific requirements are placed on
who can be served, and what they can be provided with. Less and
less emphasis has been placed on the "health maintenance
organization" (HMO) approach to minimizing the seriousness of an
individual’s problems by early, less costly intervention.

Every year at regional, state and national meetings and
Congressional hearings, the issue of lack of access to health
care, training, and emplpyment is raised. In a rural state like
Maine, even if the best health care network were in place, if a
person does not have a way to get to the doctor, the service is
of no value. The same is true for elderly wishing to remain in

their own homes, handicapped people wanting to get a job for
which they have been trained, or a single parent needing to get
their children to day care and be free to find employment. If
there is no private automobile available, the inadequately funded
public transportation system in Maine may be a poor second choice
that may be wunable to respond to their needs. We will never be
in a position where big cities with buses and trains on every’
corner offer residents a variety of choices on hov to get where
they need to go. But the lack of a State Transportation Policy
to maximize access to services and provide quality, safe
transportation (not merely what a Bureau can get for the least
amount of money, without regard to licensing, training or safety
standards) means that Maine’s citizens are looking forward to
less and less mobility as dollars shrink.

As a member of the Maine Transit Association (representing public
transportation providers throughout the State), I would urge the
Committee +to consider one fundamental question in your
deliberations: If any service is only as valuable as a person’s
ability to access it, is there a better way to structure all of
the services provided by the State? By providing greater
mobility +through the Regional Transportation Providers, and
focusing on community based services in general, I believe
everyone will benefit from a "HMO" approach to the growing number
of serious problems facing Maine and its citizens.

I would be happy to provide any further information that you
might require.

Sincerely,

Connie Garber
Transportation Director

Attachment



Southern “%ine Area Agency on Aging

5/135/8¢
QUARTERLY SERVICE REPORT FORM
YEAR-TO-DATE TRANSPORTATION STATISTICS
SERVICE PROVIDER REPORT PERIOD to
(EAR-TO-DATE UNDUPLICATED Code Number

>ASSENGERS RESIDENCE .U

(EAR-TO-DATE NUMBER OF PASSENGER MILES

PASSENGER CHARACTERISTICS .

1. AGES: 60-64__ 7@-79__ 90-94
65-69 oo 80-84_, . 95-99
70-74 8s5-89____ 100+
2. SEX: Malew; _Female_ -

3. ETHNIC ORIGIN: a) American Indian/Aleutian
b) Asian Pacific Islander
c) Black, Not Hispanic Origin
d) White, Not Hispanic Origin
e) Hispanic = o
f) Refused

(USRS S
e bt A e
[OUDURRSSPREE LY
et et

Total Minority

4, ENGLISH SPEAKING A NON-ENGLISH SPEAKING
S. PRIMARY LANGUAGE: 01 French 43___Micmac
©2______Spanish 47 Pasgamaquoddy
04 _ Am. Sign 54 Rugeian
14 Chinese 55 Swedish
31 _Italian . _Other
41 | Maliseet
6. POVERTY LEVEL: a) 100% or below_____ | b) 125% or below__
Minority . Minority e

Non-Minority . Non-Minority. A

7. FRAIL/DISABLED:

DEFINITIONS ON THE REVERSE



I

DEMOGRAPHIC DEFINITIONS -

MINORITY ELDERLY: P&rsons aged 60+ who are either: Emerican
Indian/Aleskan Native; Asien/Pacific Islarnder; Black, not of
Hispanic Oorigin; or Hispanic,

FRAIL DISABLED ELDERLY : Persons eged 60+ having a Physice)l or
mental disability, including having Alzheimer's discase or a
heéuvrological or organic brain disorder 0f the Alzheimer's type,
that restricts the ability of an individual to live independently.

RURAL ELDERLY: Persons aged 60+ residing in rural areas
the Psa.

within

For our Purpose these cities ang towns of 10,000+ will be coded
"U" for urban:

Auburn Brunswick Portland -South Portilang
Augusta ’ Gorham _ « Presque Isie Watervilie
Bangor Lewiston Saco- Westbrook )
Bath - Limestone - Sanford Windham
Biddeford Lisbon ‘. Scarborough York

All other Cities, towns and places Will. be coded “"R" for rural,

LOW~INCOME NON-MINORITY‘ELDERLY: All persons aged: 60+ with an

annual income at or below the Federaliy establishedipoverty level,
EXCEPT the minority elderly, as defined above. S

LOW-INCOME MINORITY ELDERLY: Minority elderly, as defineq above,
with annual income at or below the Federally established poverty

These minority categories are pPrescribed by and defined in OMB
Directive 15, "Race and Ethnic Standards for Federal Statistics
and Administrative Reporting, "Statistical Policy Handbook, 1978,

U.S. Department of Commerce, Office of Federal Statistics and
Standards, P. 37-38.



Maine Association of Substance Abuse Programs Inc.
71 Sewall Street, P.O. Box 5067, Augusta, Maine 04330 207-622-1777

September 20, 1991

TO: Special Commission on Government Restructuring

FR Maine Association of Substance Abuse Programs
Lynn Duby, President

RE: Partnership for Services

Enclosed please find the MASAP suggestions for creating
more responsive governmental structure and policies in order
to maximize resources and the provision of needed substance
abuse services to Maine citizens.

Yours is an important venture for Maine that could devise
improved methods of operating state government . We believe
it is essential that your perspective be from the citizens
viewing the services of government rather than from the
perspective of the government as provider of services. Our
comments are intended to reflect the experience of community
based agencies in trying to live with state funding, rules and
regulations and the effect of these factors on providing services
to low income clients. Community agencies are very close to
the citizens, and non-profits specifically are controlled
locally. Non-profit Human Service Agencies must often be the
bridge between state government and its citizens. This role
is beccming increasingly untenable with progressively less
funding and more regulations. The Partnership between local
agencies and state government to the benefit of low income
citizens is quickly disappearing.

Please feel free to contact any of the MASAP members for
further or more specific information,

Thank you for your consideration.
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Coordination of Services Lor Ccnsumer Access. anag Cost Saviics

Departments develop in response ©O zheir sphers of.int=rast,
in the process they tend to creats procaduras and justify thelir
expertise and become mvopic in their perspective on clients and
services. If there was only one Department this would not
necessarilv be a problem.all would be represented fairzly and

evenly zased on the competency and openess of the administration.
Tn. the r=2al world thers are multiple derpartments each with their
own intarast, procedurss and levels of administrative capabilities.
The rasui= i3 duplicative administracive procedure, competing,

-
"
-

clients ané programs priority and added confusion £oir
all fostared by depattme=tal.. myopia.

In 1989, the legistature racognizingtiaezaxtant:Sftiiis
problem in the area of substance abuse , craatad the Ofiice
of Substance Abuse to focus planning, financing and monitoring
with a sinagle body of state govermnent. The legislation and

structurs exist but the administrative leadership has not been
forthceming to effect the change.

For example in 1991, one community sased subsitance apuse
agency still has funding £xom 3 Departments, involving 6 Bureaus
(and 6 contract officers) with over 11 stat2 and financial reportin
forms and thrse separate state licenses (with 3 licensing specialis
FPurthermcra, local programs ars developed to meet the diretions
of all of these competing interssts even thougn the clients arse
essentially all the same.

The costs are enormous;funding is wastad by State Departments
on unneccassary administrative cost at woth- the state—-and local
levels as well as confusion and lack of services for clients.

With their mandate for action OSA could be the model for
structuring state government to reduce cost and improve client
services. Without the power, it will only be an example of
hollow restructuring of government.

Proposed Resolution to the Problem:

A. Single State Agency for Substance Abuse

The legislature and govermnor need to insure the leadership
to consolidate all budget, planning and contract monitoring
with consistent rules and regulations within the Office of
Substance Abuse.

Cost Savings:
1. Reduce state contract officer positions
2. Reduce state data processing positions
3. Reduce state administrative positions
4. Reduce local agencies administrative expenses
5. Reduce local agency staff turnover



B. Single State Licensing Bureau

The Legislature needs to consolidate all licensing functions
into a single licensing bureau to insure protection of the public
~good and consistent regulations.

Cost Savings:
1. Reduce state licensing staff
2. Reduce local agency administrative expenses
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* II., Public - Private Partnership - Economic

In substance abuse services as with many other human services
state funds are used to subsidize services to low income clients.
These funds are usually matched with local funding sources,
client fees, medicaid and donations in order to operate

programs.

However, in a five year period (FY 86-87 to FY 90-91) state
cost of living increases for existing substance abuse services
averaged about 2% per year. This was approximately 10% less
than necessary to address inflationary trends. Salaries for
substance abuse counselors have, in addition, been historically
low (ie, significantly less than equivalent state employee
salaries).

At the same time, the various state departments have increased
the administrative tasks required (ie, licensing, contracts,
reporting, auditing) which have real local costs associated.
Staff have to do the paperwork.

It is common in treatment agencies for clinical staff to spend
43-50% of their time on paperwork.

Proposed Resolution to the Problem:

1. Rainy Day Fund

The Legislature should create a rainy day fund to be used for
the support of social services in the event of economic
downturns.

2. Index Cost of Living Adjustments

Core social services provided by non-profits be automatically
built in for COLAS equivalent to the inflation index. State
government COLAS are close to automatic whereas community
agencies are the last recipients of surplus funds.



III. Public - Private Partnership - Local Input

Although Maine is a small state, state government is too far
removed from the realities of local communities to be entirely
responsible for the planning services. State departments must
be responsible for state wide uniformity without adequate
knowledge of the particular complexity of local areas. As a
result local non-profits cannot maximize local resources.

Proposed Resolution to the Problem:

1. Regional Social Services Planning Commission

The creation of regional coordination and planning bodies can
increase knowledge for effective planning sensitivity to local
needs, and involve the unique local resources (ie, business,
municipalities, United Ways, volunteers, etc.) to maximize the
impact of services.

State government officials often are unable or unwilling to
identify efforts funded by non-state resources as a part of
the overall continuum of care. The result fo myopically looking
at only state funded activity is a distorted view of the system
and/or inaccurate approach to planning for overall service

delivery.
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BEDICATION

DONALD V. CARTER

1927-1990

VISION — CARING
Our Late Colleagyw: The Epitome of a
Dedicaled Caring Person

As Maine and the Nation debated the dilemmas faced by children
and families, State Representative Don Carter was one of the first with
vision.

With his customary quiet wisdom, Representative Carter testified on
June 7, 1989:

"It is especially important that State policy emphasize
helping children before a serious problem exists. Today,
most stale funds and programs offer lo help children after a
problem exists... All oo often we deal with the symptoms of
child abuse, juvenile delinquency, or infant menial health.
Many kids have problems that come from similar root
causes. We must deal with root causes.”

In recognition of Don's life, his service to all Maine citizens, and his
caring for children, we dedicate this report to him with our sincere
appreciation and deep affection.

We will deal with root causes.

Our thanks to Representative Donald V. Carter.




Charies P Pray John L. Martin
President of the Senale Speaker of the House

114th Maine Legislature

President’s and Speaker’s
Blue Ribbon Commission On Children And Families
State House Station #155
Augusta, Maine 04333
Telephone {207) 289-2288

August 1991

Hon. Charles P. Pray
President of the Maine Senate
State House Station #3
Augusta, Maine 04333

Hon. John L. Martn

Speaker of the Maine House of Representatives
State House Station #2

Augusta, ME 04333

Dear Mr. President and Mr. Speaker:

We are pleased to submit the report of the Blue Ribbon Commission on
Children and Families. This is the product of lengthy discussions,
reviews, rewrites, and further deliberations on the part of the members,
the statf, and interested parties. We commend the work of those
individuals.

This report should be seen as part of a continuing process. The
Commission designed a schematic plan, not a detailed plan. We provide
a foundation for an appointed Commissioner to use when moving
forward into the more detailed ingredients for implementation. The end
result should be a more efficient and focused approach to meeting the
needs of children with problems, but more importantly, an approach
which emphasizes prevention and early intervention as a means for
reducing those problems.

Other states which have moved to the separate state agency approach
have tended to develop agencies to serve special problem children
adolescents, and their families. The enclosed report outlines an
approach which addresses children in general, with a coordinated
approach to not only treating already established problems, but to
reducing futurc problcms This is an approach which has the potential to

be a national model.
ii



Our major recommendations include the establishment of a Department
for Children and Families, a list of existing entities to be transferred into
such an agency, a time frame and process for the more detailed
planning and implementation phase, a Joint Select Committee of the
Legislature to address children's issues, a permanent Commission to
assist with monitoring and advising state government, a Family -
Foundation to support the Department by conducting research current to
the needs of children and being involved in training, planning, and
advocacy activities, a summary of revenue sources to support a transition
to and operation of the Department, and principles and guidelines for its
establishment.

It should be emphasized that the purpose of this recommended approach
is to provide a new focus and efficiency in conducting services for
children and families. It should not be seen as a lack of recognition for
those State employees who have toiled long and hard in support of
Maine's children within the present structure.

Due to the establishment of the Special Commission on Governmental
Restructuring, we have made the assumption that this report will move to
that body prior to any legislative action. Therefore, we have not prepared
legislation as part of the content of this report. We have printed a2 number
of the enclosed report for distribution, while the more detailed

addendum which contains supporting materials will be printed in very
limited quantities. It was felt that the cost of printing at this time should
be reduced by proceeding in this manner.

We are available to respond to any questions or to participate as a part of
any future deliberations related to the content and goals of this report.

Sincerely,

John Rosser
Chair
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PRESIDENT'S & SPEAKER'S BRLUE RIBBON COMMISSION OGN CHILDREN & FAMILIES

PROLOGUE

It was difficult to select the basic words and phrases to explain and
describe our New Vision: Empowering People for Change to help
children. It was difficult to concisely describe the culture of Maine, its
impact on children and families, the kinds of problems which affect
them, and the complex bureaucracies which are intended to help
children and families. It was equally difficult to enumerate
fundamental principles to guide our model for change. Yet, the
Commission firmly believes that with a positive method of
implementation, it is possible for the essence of our vision and its
language to become the daily approach for helping children.

The Blue Ribbon Commission recommends action to empower
people to ensure that children have better opportunities for fulfilling their
potential, for people to attain family well-being, and for sustaining
society. The Commission found that the following definitions are
essential to the foundation for our vision and to understanding easily the
language used throughout this report.

1. AT-RISK

The greatest struggle for the Commission was to agree on terms to
describe the problems affecting children and families. We made a
conscious decision not to use words that label or stigmatize. The report
tries not to use terms such as "delinquent,”" "substance abuser," or "abused
child.” We decided not to refer to singular, pigeon hole problems,
categorical names for programs, or "brand name" labels for problems.

The Commission found that the most appropriate way to refer to
people who need help is children at-risk, families atrisk, or adults atrisk.
We all know parents atrisk, people atrisk.

"AT-RISK" is used throughout this report as an encompassing term to
describe any person or group of persons with one or more conditions
which diminish their capacity to fulfill their potential, or to participate
fully in the daily life and business of the community.

A child atrisk or a family member atrisk is a person who has an
identifiable, measurable "need" involving one or more of the basic
building blocks — the essential components of child development, or
who is affected by levels of "competence" or one of the conditions,
disorders, or problems discussed on the next page in 2.
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2. CONDITIONS

Throughout this report "conditions” is used to refer to any of the
multiple problems affecting children and families. Because of our
commitment to emphasize positive child devclopment healthy family
functioning, and family well-being we made a conscious attempt to use
language which highlights strengths rather than weaknesses. We do
not wish to label youngsters or families by phrases that may
inadvertently contribute to reinforcing problems, diminishing
competencies, or predicting unacceptable performance. By underlining
the positive, we do not want to confuse.

The conditions to which we refer include a variety of problems
which can negatively affect children and families including those listed
in the next paragraph. The Commission believes that the following
conditions do negatively impact children and deserve the attention of the
State:

Poor pre-natal care, infant deprivation, early childhood
problems, pre-school handicaps, alcoholism, low
aspirations, adult or child abuse and neglect, drug abuse,
Jamily problems, childhood health handicaps, juvenile
delinquency, mentally il children, emotionally disturbed
youth, mentally relarded youngsiers, kids in poverty,
school dropouts, special education condilions, special needs,
spousal abuw, truancy, leen pregnancy, leen suicide, and a
host of other maliers related 1o the essential components of
child development or other human problems.

The Blue Ribbon Commission was charged with preparing
legislation to implement its recommendations for establishing a
department to have unified responsibilities for offering functionally
integrated services. This task was delayed because of the current debate
about the roles and responsibilities of government and by the current
fiscal crisis. We offer our recommendations for unified services and the
reduction of duplication and fragmentation. We also recognize that the
significant consolidation and functional integration we propose to attain
through reorganization must be carefully timed and planned to fit into
other policy and restructuring proposals. Therefore, the Blue Ribbon
Commission has not included draft legislation in this report. We
respectfully urge the Governor and the Legislature to fully implement
our recommendations in a prudent and timely manner of their
choosing.
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Charles P Pray i John L. Martin
President of the Senate Speaker of the House

114th Maine Legislature

President’s and Speaker’s
Blue Ribbon Commission On Children And Families
State House Station #155
Augusta, Maine 04333
Telephone (207) 289-2288

August 1991

Hon. Charles P. Pray
President of the Maine Senate
State House Station #3
Augusta, Maine 04333

Hon. John L. Marun

Speaker of the Maine House of Representatives
State House Station #2

Augusta, ME 04333

Dear Mr. President and Mr. Speaker:

We are pleased to submit the report of the Blue Ribbon Commission on
Children and Families. This is the product of lengthy discussions,
reviews, rewrites, and further deliberations on the part of the members,
the staff, and interested parties. We commend the work of those
individuals.

This report should be seen as part of a continuing process. The
Commission designed a schematic plan, not a detailed plan. We provide
2 foundation for an appointed Commissioner to use when moving
forward into the more detailed ingredients for implementation. The end
result should be a more efficient and focused approach to meeting the
needs of children with problems, but more importantly, an approach
which emphasizes prevention and early intervention as a means for
reducing those problems.

Other states which have moved to the separate state agency approach
have tended to develop agencics to serve special problem children,
adolescents, and their families. The enclosed report outlines an
approach which addresses children in general, with a coordinated -
approach to not only treating already established problems, but to
reducing future problems. This is an approach which has the potenual to

he a national model.
i




GEDICATION

DONALD V. CARTER

1827-19%0

VISION — CARING

Our Late Colleague: The Epitome of a
Dedicated g Caring Person

As Maine and the Nation debated the dilemmas faced by children
and families, State Representative Don Carter was one of the first with

vision.

With his customary quiet wisdom, Representative Carter testified on
June 7, 1989:

"It is especially important that State policy emphasize
helping children before a serious problem exists. Today,
most stale funds and programs offer to help children after a
problem exists... All too oflen we deal with the symptoms of
child abuse, juvenile delingquency, or infant mental health.
Many kids have problems that come from similar root
causes.  We must deal with root causes.”

In recognition of Don’s life, his service to all Maine citizens, and his
caring for children, we dedicate this report to him with our sincere
appreciation and deep affection.

We unll deal with root cduses.

Our thanks to Representative Donald V. Carter.



Our major recommendations include the establishment of a Department
for Children and Families, a list of existing entities to be transferred into
such an agency, a time frame and process for the more detailed
planning and implementation phase, a Joint Select Committee of the
Legislature to address children's issues, a permanent Commission to
assist with monitoring and advising state government, a Family
Foundation to support the Department by conducting research current to
the needs of children and being involved in training, planning, and
advocacy activities, a summary of revenue sources to support a transition
to and operation of the Department, and principles and guidelines for its
establishment.

It should be emphasized that the purpose of this recommended approach
is to provide a new focus and efficiency in conducting services for
children and families. It should not be seen as a lack of recognition for
those State employees who have toiled long and hard in support of
Maine's children within the present structure.

Due to the establishment of the Special Commission on Governmental
Restructuring, we have made the assumption that this report will move to
that body prior to any legislative action. Therefore, we have not prepared
legislation as part of the content of this report. We have printed a number
of the enclosed report for distribution, while the more detailed
addendum which contains supporting materials will be printed in very
limited quantities. It was felt that the cost of printing at this time should
be reduced by proceeding in this manner.

We are available to respond to any questions or to participate as a part of
any future deliberations related to the content and goals of this report.

Sincerely,

John Rosser
Chair
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PROLOGUE

It was difficult to select the basic words and phrases to explain and
describe our New Vision: Empowering People for Change to help
children. It was difficult to concisely describe the culture of Maine, its
impact on children and families, the kinds of problems which affect
them, and the complex bureaucracies which are intended to help
children and families. It was equally difficult to enumerate
fundamental principles to guide our model for change. Yet, the
Commission firmly believes that with a positive method of
implementation, it is possible for the essence of our vision and its
language to become the daily approach for helping children.

The Blue Ribbon Commission recommends action to empower
people to ensure that children have better opportunities for fulfilling their
potential, for people to attain family well-being, and for sustaining
society. The Commission found that the following definitions are
essential to the foundation for our vision and to understanding easily the
language used throughout this report.

1. AT-RJSK

The greatest struggle for the Commission was to agree on terms to
describe the problems affecting children and families. We made a
conscious decision not to use words that label or stigmatize. The report
tries not to use terms such as "delinquent,” "substance abuser,” or "abused
child." We decided not to refer to singular, pigeon hole problems,
categorical names for programs, or "brand name" labels for problems.

The Commission found that the most appropriate way to refer to
people who need help is children atrisk, families at-risk, or adults atrisk.
We all know parents atrisk, people atrisk.

"AT-RISK" is used throughout this report as an encompassing term (o
describe any person or group of persons with one or more conditions
which diminish their capacity to fulfill their potential, or to participate '
fully in the daily life and business of the community.

A child atrisk or a family member atrisk is a person who has an
identifiable, measurable "need" involving one or more of the basic
building blocks — the essential components of child development, or
who is affected by levels of "competence” or one of the conditions,
disorders, or problems discussed on the next page in 2.
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2. CONDITIONS

Throughout this report "conditions” is used to refer to any of the
multiple problems affecting children and families. Because of our
commitment to emphasize positive child development, healthy family
functioning, and family well-being we made a conscious attempt to use
language which highlights strengths rather than weaknesses. We do
not wish to label youngsters or families by phrases that may ‘
inadvertently contribute to reinforcing problems, diminishing
competencies, or predicting unacceptable performance. By underlining
the positive, we do not want to confuse. -

The conditions to which we refer include a variety of problems
which can negatively affect children and families including those listed
in the next paragraph. The Commission believes that the following
conditions do negatively impact children and deserve the attention of the
State:

Poor pre-natal care, infant deprivation, early childhood
problems, pre-school handicaps, alcoholism, low
aspirations, adult or child abuse and mneglect, drug abuse,
Jamily problems, childhood health handicaps, juvenile
delinquency, mentally ill children, emotionally disiurbed
youth, mentally retarded vyoungsiers, kids in poverty,
school dropouts, special educalion condifions, special needs,
spousal abuse, lruancy, leen pregnancy, leen suicide, and a
host of other matters related to the essential components of
child development or other human problems.

The Blue Ribbon Commission was charged with preparing
legislation to implement its recommendations for establishing a
department to have unified responsibilities for offering functionally
integrated services. This task was delayed because of the current debate
about the roles and responsibilities of government and by the current
fiscal crisis. We offer our recommendations for unified services and the
reduction of duplication and fragmentation. We also recognize that the
significant consolidation and functional integration we propose to attain
through reorganization must be carefuily timed and planned to fit into
other policy and restructuring proposals. Therefore, the Blue Ribbon
Commission has not included draft legislation in this report. We
respectfully urge the Governor and the Legislature to fully implement
our recommendations in a prudent and timely manner of their
choosing.
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CHAPTER 1

EXECUTIVE SUMMARY

Editor's Note: The Blue Ribbon Commission recognizes that due to
the extensive debale aboul the stale budgel and lhe anticipated
recommendations of the Restructuring Commission, the proposed
recommendations and timelables may need to be adjusted when
implemented.

MISSION OF THE BLUE RIBBON COMMISSION .

The Blue Ribbon Commission on Children and Families was
initiated in early May, 1990 by the Honorable Charles P. Pray, President
of the Maine Senate and the Honorable John L. Martin, Speaker of the
Maine House of Representatives. Its mission was to:

¢ Develop a plan to establish a distinct cabinetlevel Department for
Families and Children;

s Prepare legislation implementing 2 department with unified
responsibilities for offering integrated services to Maine's children
and families;

e Define the principles and components essential for State services to
be well coordinated to fully attain a functionally integrated pattern
of unified and consolidated administration and service delivery;
and

e Identify methods of service delivery which are holistically
oriented, child-focused, and family-focused.

BACKGROUND

During the 1980's the issue of "children and families atrisk" evolved
into substantial and unresolved public policy debate. Our fellow citizens,
educators, law enforcement personnel, business people, clergy, state
leaders, and others became concerned. Simple questions were asked
with increasing frequency.

"What's wrong with kids today?"

"Gan't that family control their kids?"

"How do we sustain our society when children and
families are at-risk?"
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"Are kids learning to fulfill their potential?”
"Who's raising our children?”

The Blue Ribbon Commission conducted 16 meetings from May
1990 through April 1991. We attempted to answer some of the above
concerns. All meetings were open to the public and included parents
and community members. The basis for the Commission's formation
and deliberations was L.D. 1666, which the Legislature considered in
1989 and 1990. The legislation proposed the establishment of a
Department for Families and Children.

National authorities who addressed the Commission provided
information on programs and planning efforts in other states about
services for children atrisk and their families. Their presentations
included information about strategies developed at the national level, the
laws of all states, the plans and policies of other states, and their own
hands-on experience. The twenty members of the Commission
deliberated major policy issues at length, using work sheets, consulting
with key administrators of children's programs, and conducting
research of their own. Members reached consensus on the findings and
recommendations which are included in this report.

Our report, A New Vision: Empowering People For Change —
Maine's Model For Unifying State Services For Children And Families
documents the fact that children and families at-risk are matters of
national and state concern. Maine and the nation are engaged in a
public policy debate regarding the best methods to address problems and
potenual problems associated with child development and family life.
There is emerging consensus on principles to encourage positive child
development, positive family life, and for guiding and restructuring
service delivery. There is a growing field of information about how
government and communities can become more supportive of atrisk
families and children. Actions taken by other states provide a sound
foundation for building a positive future. The need for innovative public
and private action in Maine is becoming increasingly clear.

Our report consolidates the latest knowledge and best experience. We
build on the work of national authorities and other states.

SUMMARY OF FINDINGS

The Blue Ribbon Commission on Children and Families finds:

1. THERE IS A NEED TO ASSURE THE AVAILABILITY OF SERVICES FOR
MAINE'S CHILDREN AND FAMILIES. Many Maine children do not
have adequate opportunities for personal development. Families in
Maine are often isolated and lack natural support networks and
other ties to the community. This isolation contributes to a
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diminished capacity to fully and productively participate in the
public and private life and business of the community. Isolation
compounds the proliferation of problematic conditions such as
poverty, substance abuse, illiteracy, and other human problems
which ‘significantly limit the potential for health family life and
individual development. In addition, the Commission finds that
current services are overloaded and not able to meet the needs of
Maine's at-risk families and children.

STATE GOVERNMENT HAS RESPONSIBILITIES FOR AND ROLES TO
PERFORM IN PROVIDING SERVICES FOR MAINE'S CHILDREN AND
FAMILIES. When children and families are severely affected by
poverty, substance abuse, illiteracy, and other human problems
that diminish their ability to fully participate in the public and
private life of the community, the State has roles to fulfill. These
roles involve encouraging healthy child and family
development, coordinating a range of supportive services for
children and families atrisk, providing financial assistance,
intervening to protect children who are abused and/or neglected,
and making other services available to families and children who
need them.

CURRENT PRACTICES FOR PROVIDING SERVICES FOR CHILDREN AND
FAMILIES IN MAINE LACK COORDINATION AND PURPOSE. There
are a number of state agencies currently providing services for
children and families. These agencies are not coordinated, share
no unified mission, and offer no single point of entry,
responsibility, or accountability. The Legislative and Executive
branches of government have responsibilities for developing
policy and providing services for children and families. Neither
branch of government has coordinated, unified, or efficient
mechanisms for carrying out its responsibilities.

CURRENT STATE POLICIES RELATIVE TO FUNDING SERVICES FOR
CHILDREN AND FAMILIES ARE INCOMPLETE AND INEFFECTIVE. The
State currently fails to maximize the use of federal dollars and
previously has not claimed all available federal matching for both
administrative and supportive service costs. We recognize recent
policy and budgetary actions to claim federal funds more
appropriately. It is estimated that over $40 million in federal
dollars could be obtained if the state chooses to seek them.

THE STATE CURRENTLY WASTES RESOURCES THROUGH PIECEMEAL
POLICIES, FRAGMENTED, INEFFICIENT, AND COSTLY DUPLICATION
OF SERVICES, ORGANIZATIONAL UNITS, AND ADMINISTRATIVE
PRACTICES. Over 1,000 state employees provide services for
Maine's children and families at a cost of over $100 million
dollars a year. Many of these employees carry out duplicative
efforts, doing the same work that counterparts in separate agencies
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perform. Significant savings would result from the consolidation
of duplicative services, organizational units, administrative
practices, service contracts, and administrative oversight and
audits. ’

6. A LACK OF VISION LEAVES SERVICES WITHOUT AUTHORITY OR
CAPACITY. Maine's policy of maintaining multiple state agencies,
side-by-side similar state functions, and overlapping -
responsibilities provides atrisk children and families services
which are fragmented, inefficient, costly, and lacking in well-
defined authority. Because the present piccemeal state approach
lacks unified vision to guide child development and
comprehensive family services, the state's ability to encourage
appropriate and adequate community supports and community
resources for children atrisk is compromised.

SUMMARY OF RECOMMENDATIONS

The Blue Ribbon Commission on Children and Families makes the
following recommendations:

1. Adopt a Unified Mission Statement

The Blue Ribbon Commission recommends that the State adopt the
following mission statement to govern its roles in the provision of service
to children and families:

The State of Maine declares that each Jamily has primary
responsibility to provide for the developmental and human
needs of its members and that state government has a
responsibility fo help families fulfill that obligation when
they are unable to do so. Children have the right to a
consistent nurturing environment and fo the opportunily fo
altain ther polential for development.

The mission of government is 1o complement the roles of
Jamilies, support networks and sociely in order lo enhance
their sirenglhs.  Stale government has the responsibilily to
intervene on behalf of children at-risk and to encourage the
return lo, or creation of, a nurturing family environmen.
The stale's response should include supportive services and
inlerventions that offer a Junctionally integrated
conlinuum of appropriate and reasonable support, either
direclly or in concert with private organizations. Services
should address the cognilive, educalional, emotional,
health, physical, and social needs of children and iheir
Jamilies. The state’s intervention is subject to the righis of
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families and children, their preferences, statulory
authorization, and the availabilily of funds.

NOTE: The Commission recognizes the efforts of the Governor's Task
Force to Improve Services for Maine's Children, Youth and Families in
the development of the mission statement.

2. Define the Roles of Government

The Blue Ribbon Commission recommends that the roles of State
government in providing services for children and families be more
concisely defined and that the State base the services it provides in well
articulated principles. These guiding principles are outlined later in this
report, as are the responsibilities that the Commission believes reside
with State government.

3. Creation of Joint Select Commiltee for Children & Families

The Commission recommends the establishment of a Joint Select
Committee for Children and Families to be a focal point for public policy
discussion of children's and families' issues and to offer oversight of state
administered services. The Commission recommends that the Joint
Select Committee for Children and Families be created by Joint Order
during the 1991 session of the Legislature as an eventual companion to
legislation enacting a Department for Families and Children.

Members of the Commission have divided opinions about the
effective date for establishing the Joint Select Committee. Some
recommend the effective date for the formal transition period to a unified
department be the same as that for the establishment of the Joint Select
Committee (i.e., October 1, 1991). Gthers recommend that the two occur
separately, creating the Commitice effective immediately upon passage
of the joint order (i.e., June, 1991.)

4. FEstablish a Unified Department for Families & Children

The Commission recommends that a distinct department for
children and families be established to unify responsibilities for
providing integrated delivery of functionally consolidated supportive
services for families and children who need them. The department
should be formed by consolidating, transferring, and revitalizing

existing programs, administrative practices and personnel.

The programs and agencies recommended for consolidation are
currently housed in the Department of Corrections, the Department of
~ Education, the Executive Department, the Department of Human
Services, the Department of Mental Health and Mental Retardation, and
the Interdepartmental Council. As part of this consolidation, the
Commission also recommends initiating a unified case management
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system which is holistically-based, comprehensive, designed to stress
education, human development, and preparation for the job market, and
organized around the needs of high-risk children and their familics.
Members of the Commission strongly recommend that the transition to
and full operation of the new unified department take place by January 1,
1993.

5. Consolidation of Existing Committees

The Commission recommends the consolidation of ten existing
committees into a single independent advocacy organization for
children and families. (Those committees and commissions are listed
fully in the body of this report.) The Maine Commission for Children
and Families should be an independent group designed to advocate for
children and families and to provide an additional check and balance
between the public and the State.

6. Creation of a Family Foundation

The Commission recommends the establishment of the Maine
Family Foundation. This foundation is envisioned as a public-private
partnership established to develop and promote positive family life,
positive child development, primary prevention, early intervention,
improvements in state policy and services, effective program
administration, and research relative to children,

7. State & Local Education Coordination

In order to assure improved educational outcomes for all school age
children, particularly those served by the Department for Children and
Families, the Blue Ribbon Commission recommends that significant
and substantial actions be taken to define, develop, and increase the
coordination and cooperation between special education services
personnel at the local level and the personnel and services of the
Department for Children and Families.

& Medicaid for Children

The Commission recommends full exploration of the transfer of the
administrative responsibilities for the Medicaid program to the Executive
Department.

9. Transition Services for Children At-Risk

The Commission believes that all children who are receiving
supportive services through the Department for Children and Families
and preparing to live independently should be eligible for transition
services, modeled on the Transition Committee's program. The
Commission recommends that the department's transition policy and
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program be designed to prepare all service recipients for independence
from the Department's supportive services. This process and policy
should be implemented after January 1, 1993.

10. Unified School District within the Department

The Commission recommends that during the transition process, the
Department for Children and Families undertake an exploration of the
establishment of a unified school district or intermediate educational
unit within the Department.

1J. Pineland Cenier

The Commission recommends that the goals, principles, and
purposes that guide services for the Department for Children and
Families be applied to services provided to the small number of children
residing at Pineland Center.

12. Primary Prevention & Other Services

The Commission recommends that state supportive services focus on
primary prevention and early intervention. Prevention and early
intervention should be components of a comprehensive continuum of
services and should be offered in concert with other private and public
resources in the community.

Summary

The Blue Ribbon Commission believes that the creation of a unified
Department, a Family Foundation, an independent advocacy and
oversight commission, a unified case management approach, and closer
coordination with school systems will contribute to preventing the
development of significant, life-long problems and difficulties that
negatively affect the well-being of many Maine children and families.

The Commission also believes functional integration and
consolidation of state administration and services within a unified
Department for Families and Children will result in services which will
help atrisk people more efficiently and be delivered more cost
effectively.
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Declaration of Responsibility
for Maine’s Children

More than ever before, we, the people of Maine, must accept our responsibility to guaran-
tee the well-being of all Maine’s children. Daily we hear reports of children being abused,
living in poverty, becoming homeless, and growing up illiterate and unable to earn a
legitimate wage. Our private interests and public policies put our children’s welfare
secondary to the demands of technological change, economic uncertainty, and the needs
of adults who were themselves shortchanged as children. In defiance of these conditions,
we assert that our children come into the world with certain inherent rights:

W To be cherished and accepted in their families.

. To be nurtured by their families in a way that meets their individual needs, so
that they can grow in ability to reach their fullest potential.

W To receive sensitive, continuing help in understanding, accepting and
developing pride and confidence in their ethnic and religious heritage.

W To grow in trust in themselves and others through continuing, loving care and
respect as unique human beings.

W To grow up in freedom and dignity in a community of people who accept them
with understanding, respect, and friendship.

. To receive help in overcoming any deprivation in their physical, emotional,
inlellectual, social, or spiritual growth.

W To be given education, training, and career guidance to prepare them for a
useful and salisfying life.

W To recetve preparation for citizenship and parenthood.

W To be raised in an atmosphere free from the suffering of physical and emotional
abuse.

. To be loved.
(Adapted, with permission, from the Bill of Rights for Maliseet Children, Houlton Band of Maliseet Indians)

By protecting these rights, communities create nurturing environments for children. Pro-
moting such nurturing environments will bring strength to our families, our communities,
our state, and our nation.

Our children’s lives are at stake. Maine’s future prosperity is at stake. Our own honor is at
stake. We must act to leave our children a world better that the one we inherited. Aswe
value life, prosperity, and honor, we pledge to win for Maine’s future generations those
ideals that we ourselves hold most dear: the expectation of well-being for all Maine
families, the hope for peace, and self respect.

(Reprinted with permission of Ad Hoc Children's Committce)
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CHAPTER 1

EXECUTIVE SUMMARY

Editor's Note: The Blue Ribbon Commission recognizes thai due to
the extensive debale about lhe state budget and the anticipated
recommendations of the Restructuring Commission, the proposed
recommendations and limetables may need lo be adjusted when
implemented.

MISSION OF THE BLUE RIBBON COMMISSION

The Blue Ribbon Commission on Children and Families was
initiated in early May, 1990 by the Honorable Charles P. Pray, President
of the Maine Senate and the Honorable John L. Martin, Speaker of the
Maine House of Representatives. Its mission was to:

¢ Develop a plan to establish a distinct cabinetlevel Department for
Families and Children;

® Prepare legislation implementing a department with unified
responsibilities for offering integrated services to Maine's children
and families;

e Define the principles and components essential for State services to
be well coordinated to fully attain 2 functionally integrated pattern
of unified and consolidated administration and service delivery;
and

° Identify methods of service delivery which are holistically
oriented, child-focused, and family-focused.

BACKGROUND

During the 1980's the issue of "children and families at-risk" evolved
into substantial and unresolved public policy debate. Our fellow citizens,
educators, law enforcement personnel, business people, clergy, state
leaders, and others became concerned. Simple questions were asked
with increasing frequency.

"What's wrong with kids today?"

"Can't that family control their kids?"

"How do we sustain our sociely when children and
Jamilies are at-risk?”
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"Are kids learning to fulfill their poteniial?”
"Who's raising our children?”

The Blue Ribbon Commission conducted 16 meetings from May
1990 through April 1991. We attempted to answer some of the above
concerns. All meetings were open to the public and included parents
and community members. The basis for the Commission’s formation
and deliberations was L.D. 1666, which the Legislature considered in
1989 and 1990. The legislation proposed the establishment of a
Department for Families and Children.

National authorities who addressed the Commission provided
information on programs and planning efforts in ether states about
services for children atrisk and their families. Their presentations
included information about strategies developed at the national level, the
laws of all states, the plans and policies of other states, and their own
hands-on experience. The twenty members of the Commission
deliberated major policy issues at length, using work sheets, consulting
with key administrators of children's programs, and conducting
research of their own. Members reached consensus on the findings and
recommendations which are included in this report.

Our report, A New Vision: Empowering People For Change —
Maine's Model For Unifying State Services For Children And Families
documents the fact that children and families atrisk are matters of
national and state concern. Maine and the nation are engaged in a
public policy debate regarding the best methods to address problems and
potential problems associated with child development and family life.
There is emerging consensus on principles to encourage positive child
development, positive family life, and for guiding and restructuring
service delivery. There is a growing field of information about how
government and communities can become more supportive of atrisk
families and children. Actions taken by other states provide a sound
foundation for building a positive future. The need for innovative public
and private action in Maine is becoming increasingly clear.

Our report consolidates the latest knowledge and best experience.  We
build on the work of national authorities and other states.

SUMMARY OF FINDINGS

The Blue Ribbon Commission on Children and Families finds:

1. THERE IS A NEED TO ASSURE THE AVATLARBILITY OF SERVICES FOR
MAINE'S CHILDREN AND FAMILIES. Many Maine children do not
have adequate opportunities for personal development. Families in
Maine are often isolated and lack natural support networks and
other ties to the community. This isolation contributes to a
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diminished capacity to fully and productively participate in the
public and private life and business of the community. Isolation
compounds the proliferation of problematic conditions such as
poverty, substance abuse, illiteracy, and other human problems
which significantly limit the potential for health family life and
individual development. In addition, the Commission finds that
current services are overloaded and not able to meet the needs of
Maine's at-risk families and children.

STATE GOVERNMENT HAS RESPONSIBILITIES FOR AND ROLES TO
PERFORM IN PROVIDING SERVICES FOR MAINE'S CHILDREN AND
FAMILIES. When children and families are severely affected by
poverty, substance abuse, illiteracy, and other human problems
that diminish their ability to fully participate in the public and
private life of the community, the State has roles to fulfill. These
roles involve encouraging healthy child and family
development, coordinating a range of supportive services for
children and families atrisk, providing financial assistance,
intervening to protect children who are abused and/or neglected,
and making other services available to families and children who
need them.

CURRENT PRACTICES FOR PROVIDING SERVICES FOR CHILDREN AND
FAMILIES IN MAINE LACK COORDINATION AND PURPOSE. There
are a number of state agencies currently providing services for
children and families. These agencies are not coordinated, share
no unified mission, and offer no single point of entry,
responsibility, or accountability. The Legislative and Executive
branches of government have responsibilities for developing
policy and providing services for children and families. Neither
branch of government has coordinated, unified, or efficient
mechanisms for carrying out its responsibilities.

CURRENT STATE POLICIES RELATIVE TO FUNDING SERVICES FOR
CHILDREN AND FAMILIES ARE INCOMPLETE AND INEFFECTIVE. The
State currently fails to maximize the use of federal dollars and
previously has not claimed all available federal matching for both
administrative and supportive service costs. We recognize recent
policy and budgetary actions to claim federal funds more
appropriately. It is estimated that over $40 million in federal
dollars could be obtained if the state chooses to seek them.

THE STATE CURRENTLY WASTES RESCURCES THROUGH PIECEMEAL
POLICIES, FRAGMENTED, INEFFICIENT, AND COSTLY DUPLICATION ’
OF SERVICES, ORGANIZATIONAL UNITS, AND ADMINISTRATIVE
PRACTICES. Over 1,000 state employees provide services for
Maine's children and families at a cost of over $100 million
dollars a year. Many of these employees carry out duplicative
efforts, doing the same work that counterparts in separate agencies
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perform. Significant savings would result from the consolidation
of duplicative services, organizational units, administrative
practices, service contracts, and administrative oversight and
audits.

6. A LACK OF VISION LEAVES SERVICES WITHOUT AUTHORITY OR
CAPACITY. Maine's policy of maintaining multiple state agencies,
side-by-side similar state functions, and overlapping
responsibilities provides at-risk children and families services
which are fragmented, inefficient, costly, and lacking in well-
defined authority. Because the present piecemeal state approach
lacks unified vision to guide child development and
comprehensive family services, the state's ability to encourage
appropriate and adequate community supports and community
resources for children atrisk is compromised.

SUMMARY OF RECOMMENDATIONS

The Blue Ribbon Commission on Children and Families makes the
following recommendations:

1. Adopt a Unified Mission Statement

The Blue Ribbon Commission recommends that the State adopt the
following mission statement to govern its roles in the provision of service
to children and families;

The State of Maine declares that each family has primary
responsibility o provide for the developmental and human
needs of ils members and that state government has a
responsibility to help families fulfill that obligation when
they are unable to do so. Children have the right to a
consistenl nurluring environment and lo the opportunity to
attain their polential for development.

The mission of government is lo complement the roles of
Jamilies, support networks and society in order to enhance
their strengths.  State government has the responsibility to
inlervene on behalf of children atl-risk and to encourage the
return {o, or crealion of, a nurturing family environment.
The stale's response should include supportive services and
interventions that offer a functionally integrated
continuum of appropriate and reasonable support, either
directly or in concerl with private organizations. Services
should address the cognitive, educational, emotional,
health, physical, and social needs of children and their
families. The stale's intervention is subject to the rights of
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families and children, their preferences, statulory
authorization, and the availability of funds.

NOTE: The Commission recognizes the efforts of the Governor's Task
Force to Improve Services for Maine's Children, Youth and Families in
the development of the mission statement.

2. Define the Roles of Government

The Blue Ribbon Commission recommends that the roles of State
government in providing services for children and families be more
concisely defined and that the State base the services it provides in well
articulated principles. These guiding principles are outlined later in this
report, as are the responsibilities that the Commission believes reside
with State government.

3. Crealion of Joint Select Committee for Children & Families

The Commission recommends the establishment of a Joint Select
Committee for Children and Families to be a focal point for public policy
discussion of children's and families' issues and to offer oversight of state
administered services. The Commission recommends that the Joint
Select Committee for Children and Families be created by Joint Order
during the 1991 session of the Legislature as an eventual companion to
legislation enacting a Department for Families and Children.

Members of the Commission have divided -opinions about the
effective date for establishing the Joint Select Committee. Some
recommend the effective date for the formal transition period to a unified
department be the same as that for the establishment of the Joint Select
Committee (i.e., October 1, 1991). Others recommend that the two occur
separately, creating the Commlttce effective 1mmedlately upon passage
of the joint order (i.c., June, 1991.)

4. Establish a Unified Department for Families & Children

The Commission recommends that a distinct department for
children and families be established to unify responsibilities for
providing integrated delivery of functionally consolidated supportive
services for families and children who need them. The department
should be formed by consolidating, transferring, and revitalizing
existing programs, administrative practices and personnel.

The programs and agencies recommended for consolidation are
currently housed in the Department of Corrections, the Department of
Education, the Executive Department, the Department of Human
Services, the Department of Mental Health and Mental Retardation, and
the Interdepartmental Council. As part of this consolidation, the
Commission also recommends initiating a unified case management




PRESIDENT'’S & SPEAKER’S BLUE RIBBON COMMISSION ON CHILDREN & FAMILIES

system which is holistically-based, comprehensive, designed to stress
education, human development, and preparation for the job market, and
organized around the needs of high-risk children and their families.
Members of the Commission strongly recommend that the transition to
and full operation of the new unified department take place by January 1,
1993.

5. Consolidation of Existing Commitlees

The Commission recommends the consolidation of ten existing
committees into a single independent advocacy organization for
children and families. (Those committees and commissions are listed
fully in the body of this report.) The Maine Commission for Children
and Families should be an independent group designed to advocate for
children and families and to provide an additional check and balance
between the public and the State.

6. Creation of a Family Foundation

The Commission recommends the establishment of the Maine
Family Foundation. This foundation is envisioned as a public-private
partnership established to develop and promote positive family life,
positive child development, primary prevention, early intervention,
improvements in state policy and services, effective program
administration, and research relative to children.

7. State & Local Education Coordination

In order to assure improved educational outcomes for all school age
children, particularly those served by the Department for Children and
Families, the Blue Ribbon Commission recommends that significant
and substantial actions be taken to define, develop, and increase the
coordination and cooperation between special education services
personnel at the local level and the personnel and services of the
Department for Children and Families.

8. Medicaid for Children

The Commission recommends full exploration of the transfer of the
administrative responsibilities for the Medicaid program to the Executive
Department.

9. Transition Services for Children At-Risk

The Commission believes that all children who are receiving
supportive services through the Department for Children and Families
and preparing to live independently should be eligible for transition
services, modeled on the Transition Committee's program. The
Commission recommends that the department's transition policy and
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program be designed to prepare all service recipients for independence
from the Department's supportive services. This process and policy
should be implemented after January 1, 1993,

10. Unified School District within the Department

The Commission recommends that during the transition process, the
Department for Children and Families undertake an exploration of the
establishment of a unified school district or intermediate educational
unit within the Department.

11. Pineland Center

The Commission recommends that the goals, principles, and
purposes that guide services for the Department for Children and
Families be applied to services provided to the small number of children
residing at Pineland Center.

12. Primary Prevention & Other Services

The Commission recommends that state supportive services focus on
primary prevention and early intervention. Prevention and early
intervention should be components of a comprehensive continuum of
services and should be offered in concert with other private and public
resources in the community.

Summary

The Blue Ribbon Commission believes that the creation of a unified
Department, a Family Foundation, an independent advocacy and
oversight commission, a unified case management approach, and closer
coordination with school systems will contribute to preventing the
development of significant, life-long problems and difficulties that
negatively affect the well-being of many Maine children and families.

The Commission also believes functional integration and
consolidation of state administration and services within a unified
Department for Families and Children will result in services which will
help at-risk people more efficiently and be delivered more cost
effectively.
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(HAPTER 2

INTRODUCTION

The members and staff of the Blue Ribbon Commission on Children
and Families searched for words and phrases to describe their vision for
addressing the complicated, recurring, and sometimes unpleasant
conditions that can and do affect families and children in Maine. The
difficulty arose from trying to succinctly describe the kinds of multiple
problems which face families and children and from problems
associated with recognizing differing views of what constitutes
appropriate remedies, a growing volume of professional jargon, and,
deeply rooted ideological convictions and beliefs. The Commission has
" attempted to submit a final report which is clear, does not stigmatize or
label, and is consistent in the language that it uses to describe the
problems and concerns it has identified and the changes that it
envisions.

Commission members believe that all children in Maine deserve
equal access to opportunity, regardless of their socioeconomic status,
cultural and racial background, or other individual histories or
characteristics. The Commission members also believe that state
government, families, communities, schools, health care providers,
places of worship, and places of work all contribute to the lives of
children and families and to the opportunities available to them.

This report is predicated upon these and several other basic beliefs:
that the well being of Maine's children and families is important to the
overall health of society; that each segment of society contributes to
family life and the well-being of children: that society has a role to fulfill
in addressing the causes of, and consequences for, families and children
at-risk.

The Blue Ribbon Commission believes that a full range of resources
need to be available for children and families. Members believe that all
segments of society can be service delivery networks and support
families and children so that they may fully participate in the
opportunities that are crucial to their well-being and to the health of the
community and the state. This report recommends enhancing the lives
of children and families through reorganizing, revitalizing, and
consolidating government programs and services and increasing the
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involvement of communities and members of the general public in the
development and delivery of services to children and families at-risk.

GUIDING PRINCIPLES OF THE COMMISSION

The following principles and beliefs guided the work of the
Commission:

i'JV.

All segments of Maine society should be empowered to participate
in serving as-supportive networks for families and children with,
or without the participation of State government. V. oluntary,
private, and joint-public-private efforts should exist.

Society as a whole benefits when there is a strong sense of shared
community responsibilities for the well-being of children and
families, respect for individual differences, and a commitment to
helping all members of the community become active and
productive participants in the public and private life and business
of the community.

Improving the participation of communites and the efficiency of
government programs and services will take time. Improvements
will be implemented gradually through a well designed plan of
acton.

Resources and service delivery networks should exist to
encourage community involvement in the well-being of its
children and families and to provide direct help to children and
families at-risk or in need.

All segments of society are interdependent and can be sources of
support and service delivery for families and children.
Community involvement can contribute significantly to family
well-being, development, and the protection and care of children.

Changes in economic, social, and family patterns have a
significant impact on children and families. Services for familics
and children should be flexible so that they can respond to and
address changes as they occur.

Poverty, illiteracy, substance abuse, physical and sexual abuse,
and other social and human ills contribute to the break-down of
families and to a host of other problems for children. These
problems can cross generations and are basic to many at-risk
children and families experiencing significant difficulties
becoming productive participants in the public and private life and
business of the community. Public policies which ignore these
root causes and fail to offer preventive actions may be ineffective.
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8. There is 2 need for a concentrated and coordinated effort to
increase opportunities for children and families atrisk and to
empower communities and society as a whole to participate in this
effort. The State has significant roles and responsibilities to fulfill
in this effort.

9. Primary prevention of, and early intervention in, problematic
conditions which affect children and families is crucial to the
success of any government response.

10. Services for families and children should be appropriate for the
age and developmental level of the child involved, holistically
oriented, and child- and family-centered. Interdisciplinary teams
are an effective way to deliver services.

FACTORS AFFECTING FAMILIES & CHILDREN IN MAINE

Rapid changes in the economic, social, and family patterns of our
society have a significant impact on children and families in Maine.

Many families now consist of one parent, generally a mother. The
numbers of women with children who enter the work force have
increased dramatically and have radically altered the traditional model
of family life known to us for the past thirty years. Far fewer children in
the 1990s grow up in established nuclear and extended families with
grandparents and other supportive family members available for help
than did in the 1950s. In addition, nuclear families are increasingly
disengaged not only from extended families, but also from the support of
other segments of society. . :

Close knit neighborhoods, extended families living in close
proximity, active school and community groups, a consistent work
presence over a long period of time, and conditions more supportive of
family life, were common twenty years ago. They are increasingly
less common in 1991.

In addition to changes in social and family structure, in Maine today
and across the country, growing numbers of families and children
struggle with poverty, some form of abuse, poor pre-natal or newborn
care, health conditions that consume family resources, difficulty with
learning or completing school, and other human difficulties which
limit their capacity to participate fully in their community. The cost n
human potential, state and community services, and other vital resources
is enormous.
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According to the 1989 report of the Maine Committee on Primary
Prevention:
e 10,000 juveniles are arrested each year;
® 2,100 come under the supervision of the Department of Corrections;
® 16,250 are chemically dependent or at risk of becoming
chemically dependent;
2,600 drop out of high school;
25,000 are referred for child abuse or neglect;
15,000 experience serious emotional problems;
480 are seen in hospitals because of self-destructive threats or
attempts; and
® 2,800 become pregnant.

® @ @ e

These figures attest to the significance of the problems facing Maine's
children and families and to the costs for society. They also point to the
importance of providing help and supportive services that are effective
and to the need for government to fulfill its roles.

16
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CHAPTER 3

FINDINGS

A. A NEED EXISTS FOR SERVICES FOR FAMILIES & CHILDREN

There are growing numbers of children and families in Maine who
are mired in poverty, substance abuse, illiteracy, and other human
problems which significantly affect their ability to fully participate in
the opportunities for productive participation in the public and private life
and business of the community. Growing numbers of children are
referred to the State for a wide range of conditions and problems. Service
providers and state programs are overloaded with requests for assistance
that cannot be met within existing resources. The need for services is
greater than the services available. :

B. GOVERNMENT HAS ROLES & RESPONSIBILITIES TO FULFILL

The Blue Ribbon Commission on Children and Families believes
that the State has roles to fulfill in:

e Encouraging healthy child development through programs such
as child development services, Head Start, intervention for children
with developmental disabilities, family support programs, public
health nursing, and the Women, Infants, and Children's Program
(WIC).

¢ Defining and coordinating the range of supportive services which
are necessary to protect and help children and families atrisk.

e Supplementing financial and other resources for families who are
unable to adequately provide for their children.

e Offering children with special needs appropriate early
intervention, home-based care, family support, and other
community services.

e Providing protection, residential care, and treatment for children
who are abused or neglected.

e Making services available for persons with mental illness and
children with emotional disabilities in, or as close as possible to,
their home communities.
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® Developing and assuring the availability of community corrections
and corrections programs for juvenile and adult offenders which
are responsive, rehabilitative and habilitative, and which provide
sufficient space and programming.

(. CURRENT STATE SERVICES FOR CHILDREN & FAMILIES LACK COORDINATION & PURPOSE

State policies and supportive services for children are currently
conducted through a wide variety of organizational fiefdoms, spread
throughout an array of state bodies, agencies, and administrative
committees. There is no unified mission, no coordinated well defined
public policy, and no "single case manager” responsible for addressing
the increasingly complex needs of children and families in Maine..
There is also no single, strong, independent voice of advocacy or
expertise.

The Legislative and Executive Branches of government both lack a
single authority which is accountable for policy development, oversight,
outcomes, and action related to State and community involvement in the
lives of Maine's children and families.

The Legislative branch has at least five joint standing committees
which have significant defined roles and responsibilities for selected
policies affecting children. They are: Appropriations and Financial
Affairs, Corrections, Education, Human Resources, and State and Local
Government. No single legislative committee has unified responsibility
for oversight and policy considerations affecting children and families.

The Executive Branch has at least five major departments with
significant roles and responsibilities for operating selected programs
affecting children and families. There is no single administrative
department or commissioner with full-time responsibility for managing
state programs affecting children and families. Current services are
fragmented, uncoordinated, inefficient, and delivered inappropriately to
children whose needs have been inadequately defined or whose needs
have been defined by labels, not individual assessment. Some
Commission members believe that the current fragmentation of services
contributes to, rather than ameliorates, the problems of Maine's children
and families.

The Commission heard from parents of atrisk children and service
providers about the lack of a single state organization with authority to
make decisions and to which requests for help can be addressed.
Legislators expressed concern that there is no coherent policy. Rather,
there are a number of divergent policies and contradictory bureaucratic
voices defending individual turfs and separate priorities at appropriations
and other public policy hearings. The Commission found that many
state burcaucrats have limited understanding of how proposals tie
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together to create 2 single mission or unified agenda for children and
families. Children with multiple needs are served by multiple agencies
with multiple workers and multiple case plans. Services are disjointed
and fragmented.

The Commission believes that state supportive services should not
continue to be operated by a wide array of state agencies and
administrative committees. Service delivery should not continue to be
coordinated by numerous inter-agency administrative committees with
little authority, which are further limited by turf issues. The
Commission believes that the many administrative committees are time
consuming, expensive, and relatively unproductive.

D. STATE FUNDS CAN BE SAVED & INVESTED IN CHILDREN'S SERVICES

The Commission found that through more efficient use of state
dollars, savings can be realized. The resulting savings can be used to
increase services for children and families. Eliminating administrative
duplication and inefficiency will make more money available for
service delivery.

In addition there are millions of dollars available in federal funds that
previously have gone unclaimed.

We recognize recent policy and budgetary actions to claim federal
funds more appropriately. The Commission believes that its
recommendations will result in savings which are significant. Policy-
makers will be called to decide how to invest the savings — return it to the
general fund, redirect it to other programs, or invest it in services for
children and families. The Commission strongly recommends that the
savings which result from consolidation and unification be reinvested in
programs for children.

E. FISCAL POLICIES INCOMPLETE & INEFFECTIVE

In many programs, significant amounts of state general fund dollars
have financed 100% of administrative costs even though federal
matching funds could have covered as much as 50% of the cost. For
every $500,000 of state general fund dollars that now pay fully for
administrative costs, the Blue Ribbon Commission finds that 20% could
be recouped from the federal government. In some programs, this
percentage of uncollected federal money may be as high as 60%.
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The Interim Plan for Development of a Medicaid Plan for Children
and Families of Maine, written by The Institute for Human Services
Management and C.A.R.E.S,, Inc. and published in 1991, presents
detailed information on the State's failure to obtain available federal
revenues. This report indicates that a $2 million investment will result
in additional federal funds for children totaling $46 million in the first
three years, and an additional ongoing annual revenue of $20 million.
One reason for these shortcomings is the fragmentation of services and
the lack of coordination between agencies and departments.

There are substantial combined total savings to be gained from
restructuring, unifying, reducing duplication, and making fuller use of
federal funds.

Long-term savings can be attained through enhanced prevention and
early intervention services for children and families. Clearly, it is
feasible to reduce the future number of atrisk people who may become
participants in the criminal justice, corrections, mental health or welfare
systems of local and state governments at great expense to taxpayers.

With a unified Department for Families and Children, a family-
focused approach, interdisciplinary teams, unified case management,
and a Family Foundation, it is possible to prevent more atrisk children
from becoming atrisk adults who participate in government programs.
If we prevent five children from becoming adult patients at a state
institution for people who are mentally ill, we will reduce future costs for
taxpayers by an average of $350,000 per year.

It is better to pay a little now than to pay a lot more later. More
importantly, it is better to care for children today than to treat adults who
are mentally disabled tomorrow.

F. STATE RESOURCES WASTED THROUGH DUPLICATION

During the fiscal year ending June 30, 1990, more than 1,000 state
employees located within five state agencies utilized over $100 million
dollars a year offering supportive services for atrisk children and their
families. Of those employees, 168 carried out only administrative
functions. The Commission finds that these administrative costs could
be significantly reduced through the creation of a unified Department
and the elimination of duplicative administrative functions. For
example, four of the five state agencies providing services to children and
families currently contract with the same community providers for the
provision of residential care and treatment. These four departments
utilize four separate contracts, budget requirements, and audit procedures.
In a unified department, these overlapping requirements and costs would
be significantly reduced. A savings for State government and for
community providers would be realized.
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CHAPTER 4

RECOMMENDATIONS

The Blue Ribbon Commission on Children and Families calls for a
redefinition of the roles and responsibilities of government, a redirection
of resources, more use of community and other non-state support
networks and resources, a consolidation of state government's children's
bureaus, organizations, and administrative practices, and the functional
integration of state administered services for children.

The Commission believes these steps will unify and focus state
services for children and families and establish reasonable limits on the
roles and responsibilities of State government. The Commission believes
that adoption of these recommendations will increase the number of
children in Maine who live in healthy families, who thrive, who are
supported and encouraged by nurturing natural support networks, and,
will reduce the numbers of children who rely on state-delivered
supportive services. The Commission also believes that these changes
will result in state services which are more efficiently and effectively
administered, less costly, more capable of offering child- and family-
centered help, and more reliant on local, family, and community-based
rESOUrces.

The Commission makes the following recommendations.

. ADOPT A UNIFIED MISSION STATEMENT

The Blue Ribbon Commission recommends that the State adopt a
unified mission statement governing its roles in providing services to
children and families. That mission statement is as follows:

The Stale of Maine declares that each family has primary
responsibility lo provide for the developmental and human
needs of ils members and that state government has a
responsibilily to help families fulfill that obligation when
they are unable to do so. Children have the right lo a
consistent nurturing environment and to the opportunity to
attain their potential for development.
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The mussion of governmeni is to complement the roles of
Jamalies, suppori nelworks and sociely in order lo enhance
their strengths.  Stale governmenl has the responsibility to
wmiervene on behalf of children at-risk and lo encourage the
return fo, or creation of, a nurluring family environment.
The state's response should include supperiive services and
interveniions that offer a functionally integrated
continuum of appropriate and reasonable suppori, either
directly or wn concert with private organizalions. Services
should address the cognitive, educalional, emotional,
health, physical, and social needs of children and ther
families. The stale's intervention is subject to the rights of
Sfamilies and children, their preferences, statutory
authorization, and the availability of funds.

il. DEFINE THE ROLES OF GOVERNMENT

The Blue Ribbon Commission recommends that the roles of state
government in providing services for children and families be more
concisely defined and that the State base the services it provides in well
defined principles. These guiding principles, cutlined on pages 14 and 15
of this report, guided the work of the Commission and should be adopted
by the State to serve as the principles that guide its programs and services.

The Commission also recommends that the roles of government be
clearly defined to include the following: (1) encouraging child
development through a variety of programs and services, (2) increasing
opportunities for children with developmental disabilities, (3) providing
family support services, (4) providing public health nursing, (5) defining
and coordinating the range of supportive services which are necessary
for children and families at-risk, (6) providing financial and other
resources to families who are unable to adequately provide for their
children, (7) offering children with special needs appropriate early
intervention, home based care, family support, and other community
services, (8) providing protection, residential care and treatment for
children who are abused or neglected, (9) making services available for
persons with mental iliness and children with emotional disabilities in,
or as close as possible to, their home communities, and (10) developing
and assuring the availability of community corrections and corrections
programs for juvenile and adult offenders which are responsive,
rehabilitative and habilitative, and which provide sufficient space and
programming.

HI. ESTABLISH A UNIFIED DEPARTMENT FOR CHILDREN & FAMILIES

The Commission recommends that a distinct department for
children and families be established with unified responsibilities for
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providing integrated delivery of functienally consolidated supportive
services for children and families in need. The Commission has
identified programs within five state agencies that form parts of Maine's
response to the needs of children and families. The Commission
strongly believes that the fragmented pieces can be revised and
integrated as the functional heart of a unified Department for Families
and Children. The Commission recommends that the following
programs be transferred out of their existing agencies and into a unified
Department for Families and Children:

CORRECTIONS: Juvenile correctional services including youth
detention, the Maine Youth Center, juvenile probation and parole,
juvenile community corrections services.

EDpUCATION: Child development services including the
Interdepartmental Coordinating Committee for Pre-school
Handicapped Children, 0-5 programs, and PL 99-457 programs.

EXECUTIVE DEPARTMENT: Head Start, children's substance abuse
programs funded by the Office of Substance Abuse.

HUMAN SERVICES: Bureau of Child and Family Services including
child care and purchased social services, Bureau of Health
including the Public Health Nursing Program, Maternal and
Child Health Program, Adolescent Pregnancy & Parenting,
Family Planning Program, Genetic Disease Program,
Handicapped Children's Program, Women, Infant & Children
Program, Pre-natal Program, and the Family Preservation
Program of the Bureau of Income Maintenance.

MENTAL HEALTH AND MENTAL RETARDATION: Bureau of Children
with Special Needs including the Elizabeth Levinson Center,
Military & Naval Children's Home, Infant Development Center,
and community services for children, Bureau of Mental Health's
AMHI adolescent Unit or its successor(s), Bureau of Mental
Retardation children's programs except those provided at Pineland
Center.

SERVICES HOSTED IN SEVERAL AGENCIES: Committee on Transition
and Interdepartmental Council.

ADDITIONAL RECOMMENDATIONS FOR THE UNIFIED DEPARTMENT INCLUDE:

Creation of a Unified Case Management System
The Blue Ribbon Commission places great emphasié on functionally

integrating and improving the delivery of state administered services.
The Commission believes strongly that developing a unified case

73




PRESIDENT'S & SPEAKER'S BLUE RIBBON COMMISSION ON CHILDREN & FAMILIES

management system which is holistically based, comprehensive,
designed to stress education, human development, and preparation for
the job market, is necessary to appropriately address the needs of
children and families at-risk.

One case manager per child/family is recommended as part of the
consolidation of service practices including case management focused
on primary prevention, early intervention, and other help designed to
improve family well-being. In addition, the Commission recommends
extensive utilization of interdisciplinary teams capable of offering a
comprehensive range of integrated supports and resources which
address the needs of children and families.

Employee Preparation

Employee preparation and retraining for all affected state employees
and non-state agency cmployecs 1s strongly recommended. This
training should take place well in advance of November 30, 1992. The
C{)mnus%wn also believes that extensive employee participation in
planning and implementing the consolidation of administrative and
service delivery functions is crucial to a successful outcome,

Transition Process & Timetable Recommended

The Commission strongly recommends the transition to the unified
department include the following key actions and preparations in the
sequence and of the duration suggested below. (Editor's Note: The Blue
Ribbon Commission recognizes that due to the extensive debate aboutl the
state budgel and the anhicpated recommendations of the Restructuring
Commaussion, the dates outlined in (his timelable will need o be
adjusied)

Legislation authorizing transition enacted — June 1991

Joint Select Committee authorized — June 1991

Commissioner and other key leaders appointed ~ October 1, 1991
Enabling legislation enacted including transfer of funds and
statutory change — April 1992

Administrative plan completed — September 30, 1992

Employee preparation and training complete — November 30, 1992
® Department operational (all programs and staff transferred -
January 1, 1993.

L]

The Commission recommends that key leaders be appointed by
October 1, 1991 and that the administrative plan for the Department be
complete by September 30, 1992, with four Interdepartmental Council
positions transferred 1o work with the Commissioner to complete the
administrative plan and facilitate the transition. Existing bureau
directors, division directors, program managers, and regional managers
should participate as members of a senior workgroup for administrative
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planning. The responsibility for funds, program management, and
service delivery should be transferred and operational simultaneously,
unifying the department no later than January 1, 1993.

To functionally consolidate services, the Commission recommends
the integration of 0-5, child development services, 3-5, Headstart, 0-18
health programs, 0-18 children's mental health and mental retardation
programs, the integration of child welfare, juvenile justice, and juvenile
substance abuse, and increased coordination with special education
programs and the development of a unified school district plan.

Guidelines for Department Implementation & Operation

The Commission believes that 1mplementlng a unified Department
for Children and Families will require a transition plan and
implementing legislation. The plan should be consistent with the
unified mission statement recommended earlier and should include:

* Direction to offer educational, developmental, health, medical,
mental, social, and correctional services for children and families.
The Department should be authorized to address issues related to
family functioning, child development, and conditions affecting
children including, but not limited to, adult or child abuse and
neglect, drug or alcohol abuse, preschool education, early
childhood development, low aspirations, family problems, family
violence, juvenile delinquency, medical problems, mental health
problems, emotional disturbance, mental retardation, poverty,
school dropouts, special education, spousal abuse, truancy, teen
pregnancy, suicide, and other conditions which place children
and families atrisk.

¢ Authorization for the Commissioner to develop a plan which 1s
consistent with the Blue Ribbon Commission on Children and
Families' recommendations and recommendations of the Joint
Legislative Committee for Children and Families. Subject to the
availability of funds, the plan must include services which are
family-and child-focused, which focus on strengthening natural
and community support networks, which are holistic in nature
and designed to restore the capability of the nuclear family. The
plan should create a one-case manager-one-family approach,
consolidate the administrative and service functions of government
which help children and families, eliminate unnecessary layers
of bureaucracy, and offer a comprehensive continuum of care with
unified access points, application process, assessment practices and
casefile, strong accountability and quality assurance, a procedure
for evaluating outcomes, pilot programs and model projects, and a
service delivery model which integrates the administrative and
service functions of government at the regional and central office
levels. The plan should identify cost savings.
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Urganization & Staffing

More than 1,000 existing state employees will be involved in the
transition to a unified Department for Children and Families. The
Commission recommends that the first step for the Commissioner of the
new department is to prepare an organization and staffing plan, well
defined lines of communication and responsibility, a reliable inventory
of rescurces, and an assessment of the target populations to be served.

The Commission's review of the current staffing and financial
resources highlighted the need for flexibility and the necessity for
restructuring government in the immediate future. In November of
1989, it was esttmated that by June 30, 1990, the five major state agencies
offering help for children had 7,338 staff positions and funds totalling
$1,681,000,000. By April of 1990, the same five agencies, as part of their
fiscal year 1991 Eundmg, had 7,265 staff positions and $1,792,000,000.

By March 14, 1991, the total general fund resources available for fiscal
year 1991 drepped by $43 million in some accounts and rose by $65
million in others. Federal allocations dropped by $7.3 million in some
accounts and increased by $37 million in others. Also, several hundred
staff positions were abolished or vacant and all staff were required to take
five days off during the final three months of the fiscal year. The March
1991 changes had an enormous impact on agencies providing services
for families and children. The budgets for 1992 and 1993 are sull
undecided at the time this report was prepared.

This changing fiscal picture makes it difficult for the five child-
serving agencies to estimate their actual costs or resources or to documen