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Maine State 
Health Coordinating Council 

May 15, 1984 

Dear Fellow Citizen: 

Once again, we are pleased to announce that the Maine State 
Health Coordinating Council has adopted the State Health Plan for 
Maine. The 1984 Plan was adopted oh December 16, 1983. TtTsilie 
culmination of a year and a half of effort by the Council, the 
Bureau of Health Plahning and Development of the Maine Department 
of Human Services, and consumers ahd providers of health care 
through committee and subcommittee action, the work of advisory 
groups, and pub] ic hearings on the Plan. 

The State Health Plan is the vehicle used by the Council to 
address the needs of Maine people for health services provided in 
all settings and at reasonable cost, To accomplish this the State 
Health Plan describes goals and sets standards for improving the 
health of the people of Maine and their health care system. It is 
our hope that this Plan will be used by health care professionals, 
pub] ic agehcies and others to accomplish these goals for our 
people. 

bvm 

Sincerely, 

The Members of the Maine State 
Health Coordinating Couhcil 

Correspondence or inquiries should be addressed care of: 
The Bureau of Health Planning and Development 

151 Capitol Street, Augusta, Maine 04333 
Tel: (207) 289-2716 





Preface to the 1984 State Health Plan for Maine 

When the Maine State Health Coordinating Council adopted the first State 

Health Plan for Maine in March, 1980, it committed itself to the following 

principles: 

(1) health planning is essential if a society's 1 imited resources 
are to be wisely used; 

(2) the State Health Plan for Maine must be a dynamic document 
able to change inresponse to the needs of the State's people; 
and 

(3) implementation of the Plan wil 1 require the involvement and 
cooperation of many of Maine's citizens. 

These principles are carried forward into the 1984 State Health Plan for Maine. 

The Council has amended the original Plan several times -- in April, 1980, 

December, 1980, June, 1981, April, 1982, and in December, 1983, The Council 1 s 

actions in amending the Plan reflect its commitment to maintaining a Plan that 

is current and which meets the needs of the people of Maine. Through the amend

ments, the Plan has matured, broadened, and been made more comprehensive. This 

amending process has benefited from the involvement of many consumers and 

providers of health care. 

This revision of the State Health Plan was prepared with the assis-

tance of many indi,1iduals and organizations. The proposed revisions in existing 

sections of Chapte· IV and in new sections in Chapter IV resulted from studies 

performed by Council subcommittees made up of Council members, interested indivi

duals and representatives from affected organizations. The participation of 

these individuals and representatives, serving in an advisory capacity, led to 

the development of Plan sections which were understood and supported by the 

individuals who were oftc·n char9ed in the Plan with lmplementin9 Its go,ils and 

objectives" 



The noteworthy revisions adopted in this Plan include: 

1. One new table is being added to Chapter I I, "Area Level Planninq 

and Analysis"" The table presents the 1981 utilization of psychia

ctric units in Maine community hospitals and the Veterans Administration 

Center at Toguso The table was prepared as part of the Council's 

revision of the Mental Health Services sectiono 

2" Two tables in Chapter IV.A. in the section on Long Term Care for the 

Elderly have been revised to present more current information on 

intermediate care facility beds. The revised tables are included 

in this proposed Plano 

3, The section in Chapter IV.A. in the 1982 Plan relating to Pub] ic 

Health has been deleted. It has been replaced by a note explaining 

the deletion and referring the reader to the Bureau of Health of the 

Department of Human Services for the Bureau of Health's Plan for Pub] ic 

Health" 

4. Chapter IV.A. has an extensively revised section on Mental Health 

Services. The 1982 Plan contained goals and objectives for mental 

health services and a note stating that the subcommittee created by 

the Maine State Health Coordinating Council to draft a complete 

section on mental health services had not had sufficient time to 

complete its worko The section on Mental Health Services contained 

in this Plan is the result of the subcommittee's work and subsequent 

revisions by the Plans Committee of the Council and the full Council. 

The subcommittee was assisted by technical advisors, including a 

physician from one of Maine's Mental Health Institutes wh9 was 

recommended to the Council by the Maine Medical Association, repre

sentatives of the Department of Mental Health & Mental Retardation, 

and a representative of the Maine Health Systems Agency. 



5. The Council added two new sections to Chapter IV.A" which fal 1 

under the general rubric of Health Promotion" The first section, 

titled "An Introduction to Health Promotion," provides an intro

duction to the topic through a review of articles and data. In 

addition to describing the conce1 1t and practice of health promotion, 

the section stresses the importa~ce of health promotion in improving 

the health status of the people of Maine" The Maine State Health 

Coordinating Council has strongly supported health promotion in 

earlier State Health Plans. Many goals and objectives in the 1982 

State Health Plan cal led for health promotional activities. The 

Council decided to incorporate a specific section on health promotion 

and created a subcommittee to develop, the sectiono The subcommittee 

prepared the section and it was revised by the Plans Committee and 

the full Councilo 

The Maine State Health Coordinating Council has chosen to expand 

upon its health promotion work through detailed study of selected 

health promotion topics. The Council chose nutrition as its first 

area of studyo The health promotion subcommittee drafted a plan 

component titled "Nutrition Services" with the assistance of 

interested organizations and individuals in the field of nutrition. 

The Plan section was revised by the Plans Committee and the full 

Council" It is included as part bo of the Health Promotion sectiono 

The subcommittee was assisted in these areas by representatives 

from Maine Blue Cross and Blue Shield, Maine's Veterans Administration 

Center, physicians, the Bureau of Health, the Bureau of Maine's 

Elderly, and the Office of Dental Health in the Maine Department of 

Human Services, the Department of Educational and Cultural Services, 



the Maine Nutrition Council and the Maine Dietetic Association, 

the Maine Extension Service, and the University of Maine. 

6" The State ,ealth Plan section on Computed Tomography (CT) Services 

has been completely revised. In response to a request made by 

Commissioner Petit, the Council 1 s Plans Committee created a sub

committee to review the 1982 standards and to propose revisions. 

The Plans Committee made some revisions in the recommendations of 

the subcommittee and the Council eventually adopted the proposal of 

the Plans Committee. The subcommittee was assisted by members of a 

task force originally formed by the Maine Health Systems Agency, Inc. 

The Council 1 s advisors on CT services included radiologists from 

hospitals with and hospitals without CT services, several hospital 

admi11istrators, and a representative of Blµe Cross and Blue Shield of 

Maine. 

The Council held pub] ic hearings on the amendments in four cities around 

the State in August, 1983. The Council carefully reviewed the comments of the 

public and made several changes on the basis of the comments at its October 

meeting. Because of a difference of opinion among several physician groups, 

the Council directed its Plans Committee to reconsider one of the CT standards 

relating to physician training and to report back to the Council in December. 

The Plans Committee made its report, which was supported by the Maine Radiological 

Society, and the Council adopted the amendments to the Plan in December, 1983. 

The sections of the 1983 Plan which were not revised or which need additional 

review are: 

•Chapter II "Area Level Planning and Analysis." With the exception 

of the new table 33A this section remains unchanged. 

°Chapter I I I "State Pol icy Analysis" 



Chapter IV.A. 1. "Dental Health Care11 

2. "Emergency Medical Care 11 

3. "Rehabilitation and Maintenance 11 
-- Tables 1 and 2 

of this section have been updated, all other material 
remains the same. 

4. 11 Per i nata 1 Care11 

5. "Pediatric Care" 

6. 11 Special ized Medical Care: End Stage Renal Disease11 

3. ''Primary Heal th Care 11 

9. 11Substance Abuse Services" 

Chapter IV.B. 1. "General Hospitals - Utilization, Occupancy Rates, 
and Bed Supply" 

a. Standard Relating to Statewide Hospital 
Utilization 

b" Standard Relating to Statewide Minimum 
Acceptable Occupancy Rate for Non-federal 
Short-Stay Hospitals 

c. Standard Relating to Maximum Number of Non
federal, Short-Stay Hospital Beds per Thousand 
Population 

d. Standard Relating to Community Level Hospital 
Utilization 

e. Standards Relating to Allocation of Projected 
Community Patient Days to Specific Hospitals 

f. Standard Relating to Determination of Projected 
Obstetrical Patient Days for a Hospital 

g. Standard Relating to Use of Allocated Projected 
Patient Days to Determine a Hospital 1s Appropriate 
Bed Complement 

h. Standard Relating to Institutional Medical/ 
Surgical Bed Occupancy Rates 

io Standard Relating to Psychiatric and Alcohol 
Rehabilitation Occupancy Rates 

j. Standard Relating to Maximum Number of ICU/CCU 
Beds per Institution 



Chapter V.A. 

Chapter V.B. 

Chapter V.C. 

Chapter VI. 

k. Standard Relating to Minimum Space Requirements 
for Intensive Care Unit Patient Rooms 

1. Standard Relating to Conditions for Hospital 
Bed Expansion and Renovation 

2. "Obstetrical and Neonatal Inpatient Services" 

3. 11 Pedia~ric Inpatient Services" 
\ 

4. "Open Heart Surgery" 

5. "Cardiac Catheterization Services" 

6. 11Megavoltage Radiation Therapy Services" 

"Division of Data and Research" 

"Division of Planning and Administration 11 

''Division of Project Review 

"Implementation Strategies 

Glossary of Terms 



.JOSEPH E. BRENNAN 

GOVERNOR 

§TATE OF MAINE 

0F1''1CE OF THE GOVEUNOR 

AlTOtTHTA, .MAINE 

0•1,080 

April 2, 1984 

Sandra Presc,1tt, Chairperson 
Maine State Health Coordinating Council 
Bureau of Health Planning and Development 
De:::iartment. of Hu.man Serv.i 1cP.s 
State House Station 11 
Augusta, Mai 11e 04333 

AFn 3 1984 

I have reviewed the amendments to the 1982 State 
Health Plan for Maine under the terms of Section 1524(c) 
(2) of Title XV of the Public Health Service Act. 

I am pleased to inform the Maine State Health 
Coordinating Council that I approve the amendments. Those 
amendments and the unchanged poLtions of the 1982 Plan 
become the 1984 State Health Plan for Maine. The 1984 
Plan effectively defines and describes the health needs 
of Maine's citizens. It identifies reasonable methods 
to solve the complex and critical demands of the State's 
health care system. I am very pleased to see the Council's 
increased attention to health promotion. 

I attach special importance to the fact that the 
ah1121n:lrt1<2nt.s hau rnany int.erest.ed organizations ;_~•ar·:.:icipate 
in their preparation and received extensive public dis
cussion before the Council adopted them. The development 
of the amendments-also involved many units of State 
government. 

The healthful well-being of the people has been a 
priority of my Administration. I congratulate the Council 
for the considerable effort its membership has expended 
in the development of this Plan and I anticipate a con
tinuing partnership between the Council, the public and 
State government in further planning and in implementing 
the Plan.'s recommendation. 

Sin~er ly, 

JOS . BRENNAN 
Gov rnor 
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I. Introduction 

This section of the State health plan describes the legal basis for 

the State health plan, the health planning structure in Maine, and the 

process whereby the plan was developed. It also discusses federal 

expectations concerning the issues to be addressed in the plan, the 

health issues identified as high priority by Maine, and the uses of the 

State health plano 

A. Legal Authority for the State health plan 

The lega·1 authority for the preliminary State health plan and 

the State health plan is Title XV of the Public Health Service Act, 

the National Health Planning and Resources Development Act of 1974. 

That law called for the creation in each state of regional health 

systems agencies (HSAs), a State health planning and development agency 

(SHPDA), and a Statewide Health Coordinating Council (SHCC). The 

planning efforts of these bodies are to culminate in a comprehensive 

plan for each State - the State health plan. 

Each health systems agency is responsible for preparing a health 

systems plan (HSP) for its health service area. The health systems 

agencies in each State are to forward their health systems plans to 

the State agency and the Statewide Health Coordinating Council for 

use in their plan development processes. 

The plan development responsibilities of the State health 

planning and development agency are described in Section 1523(a) of 

Title XV of the Public Health Service Act: 

Prepare, review at least triennially, and revise as 
necessary a preliminary State health plan which shall 
be made up of the HSP's of the health systems agencies 
within the State .•. o Such preliminary plan may, as 
found necessary by the State Agency, contain such 
revisions of such HSP's to achieve their appropriate 
coordination or to deal more effectively with statewide 

_,_ 



heal th needs determined under p·ar·agraph ( l) (B). Such 
preliminary plan shall be submitted to the Statewide 
Health Coordinating Council of the State for approval 
or disapproval and for use in developing the State 
health plan referred to in Section 1524(c). 

The Planning responsibilities of the Statewide Health Coordinating 

Council are described in Section 1524{c) of Title XV: 

Prepare, review at least triennially, and revise as 
necessary a State health plan which shall be made up 
of the SHP's of the health systems agencies within the 
State. Such plan may~ as found necessary by the SHCC, 
contain revisions of such HSP's to achieve their appro
priate coordination or to deal more effectively with 
statewide health needs as determined by the State Agency 
of the State. o . o Each health systems agency which 
participates in the SHCC shall make available to the 
SHCC its HSP for integration into the State health plan 
and shall, as required by the SHCC, revise its HSP to 
achieve appropriate coordination with the HSP's of the 
other agencies which participate in the SHCC or to deal 
more effectively with statewide health needs as 
determined by the State Agency of the State. 

Title XV was amended late in 1979 to require that the Governor 

of the State and the SHCC approve the State health plan. 

The SHPDA is also authorized to carry out regulatory activities 

under Title XV. The statute requires each State to establish a 

program designed to limit and direct the development of the health 

care systemo This is called a certificate of need (CON) program, and 

generally requires the approval by State government of requests for 

major changes in health facilities and health services and for major 

purchases of equipment. 

B. Health Planning in Maine Under P.L. 93-641 

Maine is designated as a State without a health systems agency 

under Section 1536 of the Public Health Service Acto This means that 

Maine does not have a functioning health systems agency and that all 

planning and regulatory responsibilities are carried out by the Maine 

SHPDA. This "1536'' designation was sought by Governor Brennan in 
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December 1982 after the Board of Directors of the Health Systems 

Agency voted to terminate its designation agreement with the 

Department of Health and Human Services. 

As inferred above, Maine originally identified the entire 

State as a health service area and created a single health systems 

agency. The Maine Health Systems Agency officially terminated its 

activities on March 31, 1983. 

The Maine Department of Human Services was designated and 

funded as the State health planning and development agency in July, 

1976. The Bureau of Health Planning and Development (the Bureau) 

was created to carry out the functions of the SHPDA. Its first 

director was employed in November, 1976. 

The Maine State Health Coordinating Council (the Council) was 

established by Governor James Longley and held its first meeting in 

October, 19760 The Council has 29 members (one is a non-voting 

representative of the Veterans Administration), of whom at least 

sixty percent or seventeen are consumers of health care who are not 

providers of health care. 

During the years 1977 through 1980, the Bureau of Health 

Planning and Development, the Maine Health Systems Agency, Inc., and 

the Maine State Health Coordinating Council made a series of agree

ments which affected the form and content of the Health Systems Plans 

and the first State Health Plan for Maine, adopted in March, 1980. 

The Council amended the State Health Plan in April, 1980, in December, 

1980, in April, 1981, and April, 1982. Governor Joseph E. Brennan 

approved the latter three State Health Plans as provided under amend

ments to the national health planning legislation. The revisions 

considered in 1983 represent a partial revision of the 1982 State 
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Health Plan. The Council will continue to revise portions of 

the Plan during the coming months and years. 

C. Major Themes in the State Health Plan for Maine 

The recommendations in Chapter IV address a wide variety of 

issues. Many are specific, dealing with particular health problems 

or conditions, with characteristics of particular health services, 

with standards appropriate to particular kinds of facilities, or 

with the needs of particular population groups. Other recommenda

tions are more general and address problems or changes which tran

scend the finite components of health care delivery. They encompass 

more than individual conditions, services, facilities, or populations. 

Despite the heterogeneity of the subjects addressed in the 

recommendations, there are several predominant themes which overlap 

specific components of the health care system. Those themes reflect 

the Maine State Health Coordinating Council 1 s over-arching concerns 

about the health of the people of Maine and the services delivered 

to maintain and improve that health. 

Five such themes have been developed. These are summarized 

below. It is important to remember that there is some duplication 

among the themes and, consequently, the division of the goals and 

objectives into categories is somewhat arbitrary. For example, the 

Council's interest in developing reimbursement for health education 

services or prenatal care could be viewed as either concern over 

access to care or a wish to encourage preventive health activities. 
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The themes which run through many of the Council's recom-

mendations are: 

l. Health Education 
2. Preveni"i on 
3. Quality and Continuity of Care 
4. Distribution of and Access to Health Resources 
5. Containment of Health Care Costs 

Each of these will be briefly discussed below. Cost estimates for 

most of the specific research and implementation projects can be 

found in Chapter IV. 

l. Health Education 

Many of the Council's goals and objectives reflect a com

mitment to expand and improve health education services to Maine's 

people. The commitment is based on the belief of the Council 

that Maine's people, properly informed, can do many things to 

improve their health and to avoid disease and other debilitating 

conditions. The Council believes that the eventual consequence 

will be a reduction in the use of costly medical services. 

The commitment also reflects the position of the Council that 

individuals have a large responsibility for caring for themselves 

and their families. Self-care will be improved by people being 

adequately educated in personal health care methods. This theme 

appears throughout Chapter IV. It is found irr goals and objec

tives calling for better patient education by providers and 

institutions. 

The need for health education dominates the primary health 

care recommendations. Regional health agencies are an important 

mechanism in providing education. The settings for health 

education include schools, community, workplace, home, and 

ambulatory and inpatient facilities. 
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While specific areas are highlighted in the recommenda

tions (e.g., dental health, accident prevention, nutrition), 

the paramount objective is comprehensive health education. 

The Council also believes that additional education is 

desirable for health care providers. A better understanding 

of substance abuse, emergency care, nutrition, and mental 

health would improve care for Maine's people. 

2. Prevention 

A second major theme in the recommendations in Chapter IV 

is the importance of aggressive disease prevention activities. 

Many diseases and conditions can be prevented and prevention 

is cost-effective. Prevention can reduce suffering, debilita

tion, and mortality. 

The public health recommendations are dedicated to the 

reduction of morbidity and mortality. The primary activities to 

meet the objectives are education, screening and immunization to 

detect and/or prevent health problems in their early stages. 

The Bureau of Health in the Department of Human Services 

provides services in several disease-oriented programs (e.g., 

tuberculosis, venereal diseases). Among childhood problem~ 

the Bureau addresses genetic diseases, birth defects, vision 

and hearing impediments, and communicable diseases. The Council 

identified various life-threatening and/or debilitating diseases 

such as diabetes, hypertension, and venereal diseases for 

prevention among the general population. The SHCC also strongly 

supports the use of fluoride to prevent dental disease. 
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The Council favors pre11ention of other conditions or health 

problems. In the area of substance abuse, it recommends that 

employers vigorously pursue the identification and treatment of 

employees who are substance abusers. The SHCC also places the 

responsibility on health providers to address the inclusion 

of substance abuse detection and assessment in the delivery of 

health education, diagnostic and treatment services. 

Other prevention objectives in Chapter IV include evaluating 

present school health services, developing an accident preven

tion program, and increasing the availability of family planning 

services to both men and women. 

3. Quality and Continuity of Care 

A third theme in the goals and objectives adopted by the 

Maine State Health Coordinating Council is that of providing 

care of high quality and achieving continuity of such care. 

Quality as conceived by the Council includes care that is 

effectively delivered by qualified providers and which is appro

priate to the needs of the recipient. Continuity refers to the 

idea that people who experience disease or injury should have 

some provider agent (either a person or an organization) which 

assumes responsibility for assµring the over-all provision of 

needed care. When care is continuous, the patient is not passed 

from one provider to another with no overall management of his 

case. Treatment may be given by more than one provider, but 

one agent coordinates and monitors the care. In pediatrics, 

this concept is sometimes referred to as providing the child 

with a 11 medi cal home. 11 
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The SHCC stresses the need for continuity in the delivery 

of health care, including obstetrical, pediatric, emergency, 

long term care and mental health services. 

Specific measures to improve the quality of health care 

include reducing high risk births, improvement in mental health 

services for chi"ldren, decreasing readmissions among mental 

patients, increasing provider training and expanding emergency 

medical services. 

Many of the standards in Chapter IV relating to the National 

Health Planning Guidelines aim at improving the quality of acute 

care services. The standards include those for obstetrics, 

neonatal special care, pediatrics, open heart surgery, cardiac 

catheterization and radiology. 

4. Distribution of and Access to Care 

The fourth theme running through the goals and objectives 

adopted by the Council is that of achieving an acceptable dis

tribution of health care resources so that Maine's people have 

access to needed care. Barriers which limit or hinder access 

can be geographical, financial ~nd sociological. D{st0ibution 

problems can occur when health care resources exceed the needs 

or demands of the population and thus cause inefficient utiliza

tion. Among .the goals and objectives relating to distribution 

of resources in Chapter IV are the duplication of emergency 

services within small geographic areas and the maldistribution 

of primary health care. 

The Council has identified the need to eliminate duplica

tion and to reduce expansion in facilities for long term care, 

obstetrics, pediatrics, and emergency medical services. 
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Among the goals and objectives which address the questions 

of access are those which call for expansion of Medicare cover

age for dental services, the development of mental health 

services for children, creation of a mental health component 

within the emergency medical system, adequate reimbursement 

for free standing substance abuse treatment programs and non

institutional long term care alternatives. 

5. Containment of Health Care Costs 

The final theme, and perhaps the most important, is the 

concern of the Council over the escalation of health care 

costs during the past decade. This concern appears throughout 

the recommendations made by the Council. It is also the principal 

impetus behind the standards adopted under the National Health 

Planning Guidelines. The Council supports limits on the develop

ment of new services and facilities unless they are shown to be 

needed. The Council perceives a need for improved public 

understanding of good health habits and the effective use of the 

health care system. Both factors should eventually reduce the 

cost of health care. The SHCC emphasizes that duplicative 

services and facilities are inefficient and create additional 

costs for the health care system. Alternative forms of service 

delivery, such as health maintenance organizations, could provide 

services more efficiently and promote competitive pricing for 

those services. The ultimate objective is a combination of 

cost-containment and cost-effectiveness without sacrificing 

quality. To this end many of the priority objectives are 

directed at the redistribution of manpower, services and 

facilities. Specific tasks ·include the study of the need for 
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closure and/or consolidation of underutilized facilities, 

the development of less expensive treatment modalities and 

effective triage systems for the delivery of appropriate levels 

of care. 

Weaknesses in existing health insurance policies and third 

party payment mechanisms have been identified by the Council. 

These include coverage for prenatal and neonatal care, ambulance 

services and many forms of outpatient care such as treatment 

for substance abuse. 

Impediments and negative financial incentives to noninstitutional 

cai~e appear to plague long term care services. They are of particular 

importance because Maine has a la.rge and \:)rowing elderly population.• 

It is estimated that 20% of the people who enter nursing homes 

could be cared for outside such facilities. 

Throughout the development of the plan, the Council 

recognized the conflict between needs and resources. Improve

ments in the health care system must be accomplished with finite 

resources. Not all desirable goals can be a~complished. 

D. Purposes and Uses of the State llealth Plan for Maine 

l. Purposes of the plan 

Federal guidelines suggest that the State health plan has 

three purposes: 

a) to develop a coordinated and comprehensive approach 
to the identification and resolution of health 
problems within the State; 

b) to develop State health and health related policies; 
and 

c) to guide resource allocation in the achievement of 
equitable access to quality health care, at a 

, reasonable cost. 
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The State Health Plan for Maine is unique in that it is the 

only State plan to comprehensively analyze and summarize 

existing and emerging State government and federal health 

policies and programs. Chapter III, "State Policy Analysis," 

is devoted entirely to this task. In Chapter IV, the goals and 

objectives of State government are integrated with those relating 

to the private sector. The Chapter on State Policy Analysis 

will provide a major impetus for the continued development of 

State health policy. 

The State Health Plan for Maine provides the framework 

within which decisions are made by public and private agencies 

in allocating their resources to improve health and to improve 

the health care system. 

2. Uses of the plan 

Federal guidelines suggest that the State health plan be 

used by the State-wide Health Coordinating Council and the 

State health pla.nning and development agency in the performance 

of their functions. ·Accardi ngly, the Pl an will be used in the 

following ways: 

a) The Plan provides a framework for the Bureau in 
conducting the health planning activities of the 
State and serves as a foundation for the prepara
tion of subsequent preliminary State health plans; 

b) The Pl an guides the Bureau in its pl an impl ementa
ti on activities; 

c) The Plan is used by the Bureau as a basis for 
administering the State certificate of need 
program and the 1122 program; 

d) The Plan is used by the Bureau in conducting 
appropriateness reviews; 
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(5) The Plan is used by the Council in its review of 
State plans and applications submitted to the 
Department of Health, Education, and Welfare under the 
Public Health Service Act, the Community Mental Health 
Centers Act, the Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment, and Rehabilitation Act 
of 1970, and the Drug Abuse Office and Treatment Act 
of 1972. 

(6) The Plan is used by the Council in reviewing the 
Health Systems Plan of the Maine Health Systems Agency, 
Inc. Both Public Law 93-641 and its amendments in 
Public Law 96-79 state that the health systems agency 
11 sha 11, as required by the SHCC, revise its HSP to ... 
deal more effectively with state-wide health needs." 

In addition to the above uses of the Plan, it has several 

other applications. It is, first of all, a major source of 

information about the health of the people of Maine, the health 

care system in Maine, public and private health programs in Maine, 

and characteristics of the health planning process in Maine. As 

such, it serves an educational function for those interested in 

health and health care in Maine. 

Secondly, the Plan describes the principal issues related to 

health status and health care in Maine. It contains numerous 

recommendations for improv~ments in health status and the 

health care system, and it describes actions which are necessary 

to achieve those improvements. For these reasons, it is a key 

document for developing health care policy in Maine. 

Third, by identifying desired changes in the health care 

system and by setting standards for services and facilities, 

the Plan provides a guide for individuals, organizations, or 

facilities wishing to develop or alter health care services. 

This guidance will strongly influence the allocation of health 

care resources in Maine. 
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Finally, the Plan contains recommendations for further 

study. As the Plan components were prepared, the Council 

found that little useful information exists for many aspects 

of health and health care in Maine. The Plan establishes a 

research agenda for acquiring information essential for health 

planning in Maine. 
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II. Area Level Planning and Analysis 

The federal guidelines for the State health plan suggest that one of 

the components of both the preliminary State health plan and the State health 

plan should be a section on "Area Level Planning and Analysis. 11 That section 

should include "information and intelligence" on such topics as demography, 

health status, health resources and utilization. Other federal expectations 

are that several health status indicators will be addressed, including 

infant mortality, communicable diseases, chronic diseases, dental health, 

accidents and mental health, drug abuse and alcoholism. The remainder of this 

chapter will address these requirements. Additional noteworthy information 

will also be included, such as descriptions of the geography of Maine, its 

transportation system, and its economy. It is assumed that the health of the 

people of Maine is influenced by biological, physical, genetic and environmental 

factors, by choices that individuals make in the conduct of their lives, and 

by the availability of and manner in which medical and other health resources 

are used. 

This chapter consolidates the most current data available on the health 

status of Maine's citizens and characteristics of Maine's health care delivery 

system. The information was obtained from the data files and/or published 

reports of the Bureau of Health Planning and Development and many other agencies. 

In each case, the data were collected using methods and procedures specific to 

the sponsoring agency, and therefore the available data vary considerably with 

respect to source, method of collection, definitions, and timeliness. 

In certain instances it was important that all data in a particular table 

or group of tables pertain to the same period, in order for meaningful analysis 

and conclusions to be drawn. In such cases data for an earlier year may be 

displayed to summarize conditions as they existed at a given point in time. 
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A. The Land Called Maine 

l. Maine as a Rural State 

Maine is New England's largest state with an area of 33,215 square 

miles. Its area is almost equal to that of the five other New England 

states combined. Maine's shoreline is the longest on the East Coast 

extending approximately 3,500 miles and supporting l ,200 islands in the 

Atlantic Ocean. Eighty-four percent of Maine's inland area is forested, 

giving Maine the largest proportion of forested land in the United States. 

Approximately 50% of that land is wilderness territory. The 2,500 lakes 

and 5,000 streams comprise seven percent of the inland area while the 

remaining nine percent of the land supports the municipalities and the 

residential, agricultural, and industrial areas. 

The state is divided into sixteen counties. The northernmost county, 

Aroostook, with 6,453 square miles, is larger than Connecticut and Rhode 

Island combined. The more populated areas of Aroostook County are separated 

from the rest of the State by large tracts of heavily for'ested land. Sagadahoc, 

the smallest county, is located on the mid-eoast. 1 

2. Transportation 

Maine's highways total over 21,000 miles, 91.6% of which are surfaced 

roads. 2 Interstate Route 95 (1-95) and the Maine Turnpike run through 

the central part of the state. U.S. Route l serves the coastal areas. Census 

data indicate that in 1980 at least 802,768 people (71% of the State's population) 

resided in minor civil divisions located within 10 miles of either Interstate 95 

or northern Route 1 (Figure 1). 
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State of Maine Primary Routes· 

a:' 
I 
l'" 
' \-

x t ~ 

i \, 
<( !"-· .. 

l: ~ 3 
~_...I 

"' 

0 

(J 

"' 

,1.1 ••' !,f •u 111 ••1 \II •11 HI Ill Ill •II Ill •11 I•! I\U t •II• Ht\ •H• •n~ t,11\ •II\ llll\ "11\ 

<~1:t 11•l:~• " ... ,:~' •~,~t •~,;:' '!u1," 1~;••• "~,.... '!1 .. _'I 
1:n•:~ 

,·=+----t---+-+---1----l---1-__;_-l--t---l----r-\ 
,'II I" 11 Ill 11 ■•• I) " 1' "" 1' l!< II ._,. I> 11/ 1) Ill 1! llQ 

J •tu •h• "'H' •in •11, •1H •tl\ •tn -.,n .. ,H 

\, i.>J H Ill ll lit h lH B lq 11 11! U Ahl 

i., ~n, •Ill Ul\ .-n, ••11 •HI 

Source: Bureau of Health 
Maine Departm~nt 
February, 1982. 

Minor civil divisions 
located within 10 
miles of either 
Interstate 95 or 
northern Route l. 

Planning and Development, 
of Human Services 



The most prominent geographical transportation problem areas are: 

l) the coast, from Portland to New Brunswick and 2) the northwest section 

of the state. The coastal area contains many peninsulas with some small 

towns on them which are distant from public transportation and many health 

care services. There are no major roads beyond Route l to serve these pen

insulas. Accessibility to the area's islands requires boating services, 

ferries or emergency air travel. The western areas, bordering northern New 

Hampshire and Canada, are also characterized by poor road systems and long 

distances between towns. Helicopters used in case of medical emergency can 

reach any part of the state and are based in Augusta, Bangor and Old Town. 

Maine has no passenger rail service and limited bus and air transporta

tion. An automobile often is essential for travel in Maine, yet 11% of 

Maine's adult residents do not own one. 

3. Economy 

Maine's 1980 labor force of approximately 500,011 persons (44.4% of the 

total state population) is composed of an estimated 43%females and 57% males. 

Maine's leading industries are forestry, fisheries, agriculture, textiles, 

and food processing. Many of these are seasonal, which creates high unemploy

ment in coastal and agricultural areas. In 1980, Maine's unemployment rate 

of7.7% was slightly higher than the U.S. rate of 7.1%. 

In 1979, the per-capita personal 1ncome for Maine residents was $7,051 

which was considerably lower than the per-capita figure for New England 

($8,978) and for the United States ($8,637). Maine ranked 47th in the 

co~ntry on this measure. Aroostook County had the lowest per-capita income 

($5,580) while Cumbe·rland County had the highest ($8,483) in the State. 

In 1980, about 22% of the households in Maine had effective buying incomes 

of less than $8,000. The median hous2hold buying income was $16,336. 3 
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In 1981, approximately 85,000 different households received food 

stamps; approximately 28% of these households included persons 60 years 

and older. Also in 1981, about 20,000 households with a population of 

approximately 54,000· received Aid to Families with Dependent Children. 4 

B. Maine's People 

An individual's health and need for health services are related to such 

factors as age, se), genetic characteristics, and ethnicity. Education, 

social and economic status, too, are often related to disease incidence and 

health service utilization. 

1. Population 

Maine's population totaled 1,125,027 inJ98lJ and is P.xpected tor-each 

1,405,400 by the year 2000 (Tqble l}. The changing age composition of the 

population is presented in Figure 2. The population has increased by over 

13% in the past decade. The distribution of residents is sparse (Figure 3) 

with approximately 67% of the population iiving in communities 

of less than 10,000 people. Piscataquis County (80% of which is wilderness 

territory) has the smallest population density with four people per square mile, 

while Cumba-rland County has247 people per square mile. Maine's average number 

of people per square mile (35) is considerably less than the national average of 

4 l · 1 5 6 · peop e per square m, e. 

The elderly comprise a larger portion of Maine's population than is 

found nationally. Approximately 13% of Maine's population in 1980was 65 years or 

older (Table ll which is greater than the projected 1980 national level (ll%). 

In some rural communities, the figure is as high as 29 percent. As Table l 

shows, the number of Maine's population aged 65 and over is expected to increase 

to approximately 163,400 in 1990, and 180,900 in 2000. 6 
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Population 

Table l 
POPULATION CHARACTERISTICS 

Maine 

Proj ecti ans 
1980 

Total l , 125,027 

Under 5 years 78,531 

5-14 178,486 

15-24 205,913 

25-34 178.858 

35-44 122,784 

45-54 112,071 

55-64 l 07 ,423 
65+ 140,961 

_?OC i odemog ra phi c Characteristics 

Population 
Per square mile of land area 
Male 
Female 
Percent 65 years and older 
Percent Unemployment 
Median Household Buying Income 

Vital Statistics (1980) 
Live Births 
Deaths 
Infant Deaths 
Neonatal Deaths 
Marriages 
Divorces and Annulments 

1990 
1,272,700 

100,500 
188,000 
175,900 
209,800 
190,600 
130,300 
"114,200 
163,400 

(1980) 

l, 125,027 
35.3 

546,427 
578,600 

12.5 
7.7 

$ 16,336 

Number 
16,474 
10,768 

154 
97 

12,040 
6,205 

2000 
l ,405,400 

92,900 

210,100 
190, 100 
180,000 
222,800 

199,500 
129,200 
180,900 

Rate per 1,000 
Population 

14. 6 
9.6 
9.3 (per 1,000 live births) 
5.9 (per 1,000 live hi~ths) 

10.7 
5.5 

Source: Population (1980) - Bureau of the Census, U.S. Department of 
Commerce, 1980 Census of Population and Housing: Maine Summary 
Tape lA; Maine Health Information Center, February, 1982. 
Population Projections (1990 and 2000) - Bureau of the Census, 
U.S. Department of Commerce, Projection Series II-B, Current 
Population Reports, Series P-25, No. 716, March, 1979. 

Sociodemographic Characteristics - Maine State Planning Office 
and Bureau of Health Planning and Development, January, 1982. 

Vital Statistics - Division of Research and Vital Records, 
Maine Department of Human Services, January, 1982. 

-19-



Age-Related Milestones 

Major Health Problems 

Reduced Income 

Retirement 

Greatest Civic Participation 

Declining Household Size 

Maximum Savings 

Peak Earnings 

Major Borrowing 

Major Consumer Purchases 

Child Rearing 

Fu,Tiily Formation 

Career Entry 

College and Vocational Training 

School 

Pre School 

Figure 2 

Maine 

Changing Age Composition 

1960-1985 

Age65 

Age18 

0 

Gs) 1960 

□ 1985 

5 10 15 
Thousands of Persons 

Source: Maine State Planning Office, Population Projection Series, 
PPS-3, August, 1978. 
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2. Ethnicity 

The state population is overwhelmingly white (98.7%). In 1979 the 

Indian population numbered about 3,300 (Table 2); approximately 1,200 resided on 

reservations (one for the Penobscot trlbe in Penobscot County, and two for the 

Passamaquoddy tribe in Washington County). About 141 of Maine's population 

in 1970, both foreign and native born, spoke French as their mother tongue 

(Fig.4). Androscoggin County had the largest concentration of French 
7 

speaking people (39.4%), followed by Aroostook County (29.2%). 

Although the majority of French-speaking people are bilingual, there 

are some newspapers and radio and television'. programs p·roduced in French. 

3. Education. 

Both education and employment status have been associated with 

morbidity risks. These factors may be related to utilization 

of health care services. Education is considered a somewhat better 

indicator of risk, than is employment because changing attitudes have 

influenced.,employment choices for ma·ny individuals. Nevertheless, Maine's 

high rate of unemployment and low family income constitute :a eterious challenge 

to those seeking to improve tbe health of Maine peo~le. 

Of the 17,395 high school graduates (15,554 public and 1,841 private) 

in 1981, 4~.2% of the public school and 70.2% of the private school graduates 

continued their education. Of the 69,889 public secondary students, 2,924 

dropped out of school in 1980-81, giving Maine a dropout rate of 4.2% .. 

Durinq the 1980-81 school year there were i,603 private secondary school 

students in Maine. 8 
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Indian Tribe 

To ~al 

Passamaquoddy(Indian 
Township) 

Passamaquoddy 
(Pleasant Point) 

Penobscot 
(Indian Island) 

Tab1e 2 

INDIAN POPULATION, BY TRIBE 
Maine, 1 979 

umber Res1d1ng 
Total on Reservation 

3,297 l , 212 

579 329 

1,269 532 

1,449 351 

Source: Maine State Planning Office, January, 1980. 

Number Res 1 ,ng 
off Reservation 

2,085 

250 

737 

1 ,098 

Penobscot Tribe, Indian Island, Maine, January, 198U. 
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Qu~bec 

Figure 4 

CITIES, TOWNS AND PLANTATIONS 
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C. Selected Health Status Indicators 

Heart disease and cancer are the leading causes of death in Maine and 

in the United States (Table 3). Maine's rates for all cancer sites combined 

were substantially higher than the national rates in 1977-1979, as they have 

been for many years. Deaths from lung diseases other than cancer are also 

higher in Maine than in the nation as a whole. The use of age-standardized 

rates for these comparisons effectively corrects for the fact that Maine has 

a relatively elderly population.* 

Deaths from heart disease and cancer rank first and second, respectively, 

as causes of lost years of life (Table 4). Table 5 shows the leading causes 

of death by age. Accidents are the leading cause of death in Maine for ages 

l to 34; cancer is the leading cause for ages 35-44; and heart disease, for 

people 45 and over. Cancer is the second leading cause of death at ages 

5 to 14 and 45 and over; suicide is the second leading cause of death in the 

age range 15 to 34. 

Infant mortality has decreased throughout the 1970s in the United States, 

in New England and in Maine. Maine's 1978 rate of 10.2 deaths per 1,000 live 

births was the lowest of the three in that year (Figure 5). During the period 

1976 through 1978, Maine's neonatal mortality rate was the lowest in the country. 

In 1978, for example, Maine's rate was 6.1 deaths per l ,000 live births, compared 

to 8.4 for the United States, and 7.9 for New England.**9 Maine's neonatal rate 

remained very low (5.9) in 1980. Childhood mortality, too, decreased between 

1973 and 1979. Maine's rates for 1976-78 and 1979, in each age group, were 

lower than the national rates for 1977 (Figure 6). The slight increase in 1979 

for ages 15-19 is not significant. 

*Age-standardized rates (direct method) are the rates that the United States 
population would experience if it were subject to Maine's rates in each age group. 

**United States and New England rates for white population. 
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Table 3 

VITAL STATISTICS INDICATORS OF HEALTH STATUS: 
AGE-STANDARIDIZED DEATH RATEsa FOR SELECTED CAUSES 

Maine (three-year average: 1977-1979) and United States (1978) 

(Resident Data) 

Cause of Deathc 

Diseases of the Heart 

Cancer 

Gerebrovascular Disease 
Accidents 

Chronic Obstructive Pulmonary 
Disease and Allied Conditions 

Infiuenza and Pneumonia 

Arteriosclerosis 

Diabetes 

Cirrhosis of 'the Liver 

Suicides 

Congenital Anomalies 

Certain Diseases of Early 
. Infancy 

Deaths 
Maine 19 

Actua Rate 

361. 6 

207.2 

83.8 

43.5 

30.9 

24.3 

16.6 

15. 7 

1 5. l 

13.6 

6.4 

5.5 

351 .0 

205.4 

· 80. l 

44.9 

29.9 

23. 2 

15. 6 

15. 3 

15~ 5 

l 4. 2 

5.9 

4.9 

348.6 

186. 6 

81. 5 

47.9 

26.7 

27.3 

14. 2 

l 5 .0 

l 3. 2 

13. 4 

5.7 

16. 0 

aAge-standardized'death rates per 100.000 population were computed using 
the direct method, i.e., applying the age-specific death rates to 
the standard 1978 United States white population. 

bRates for white population. 
c!CDA-8 used for 1977, 1978 codes; ICD-9 used for 1979 codes. 

Source: U.S. - National Center for Health Statistics, 
H.YattsvUle, Maryland, September, 1980. 

Maine - Bureau of Health Planning.aA<l Development, 
Maine Department of Human Services, 
September, 1980. 
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Table 4 

LEADING CAUSES OF DEATH RANKED BY CRUDE DEATH RATE 
AND BY TOTAL YEARS OF LIFE LOST 

Maine, 1980 
(Resident Data) 

crude Death Ratea Total Years of 
Cause of Death (Rank) Life Lostb. (Rank) 

Diseases of the Heart l l 

Cancer 2 2 

Cerebrovascul ar Disease 3 4 

Accidents 4 3 

Chronic Obstructive 
Pulmonary Disease and 

5 6 

Allied Conditions 

Influenza and Pneumonia 6 9 

Arterioscleriosis 7 12 

Di abet es 8 11 

Cirrhosis of the Liver 9 10 

Suicides 10 7 

Cert a in Diseases of 
Early Infancy n 5 

Congenital Anomalies c l 2 8 

a Actual Number of deaths per l 00 ,000 po_pul a ti on. 

bBased on difference between age at death and.life expectancy from 1977 
United States Life Tables for white population. An infant death 
represents 73.8 years of life lost; .death of a 50-year-old person 
represents 27.7 years of 1ife lost.· 

cThe years ~f life l-0st measure may be misleading when applied to 
deaths from congenital anomalies, sinc.-e such conditions are already 
present at birth. · 

Source: Division of Research and Vital Records 
Maine Department of Human Services 
January, 1982. 
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Table 5 

LEADING CAUSES OF DEATH BY AGE AND RATES PER 100,000 POPULATION 
· Maine 1975-1978 (Four-Year Average Rates) 

(Resident Data) 

1-4 5-9 l 0-14 15-24 25-34 

Accidents Accidents Accidents Accidents Accidents 
21. 8 14. 4 18.4 59.6 43.2 

Cong.Heart Cancer Cancer !Suicide Suicide 
5. l 3.9 2.3 11.0 19. 3 

I & P Cancer Cancer 
4.8 6.2 l 3. 6 

Cancer Cong.Anom. Heart 
4.0 1.9 7.5 

Heart Stroke 
1. 3 3.5 

Cong.An001. 
2.9 

I & P - In l uenza and Pneumonia Diabetes 

COLD - Chrc nic Obstruc ti ve Lung [ i sease 
2.4 

I & P Arteri o - , rteriosclei osis 2.2 Causes of I eath above line accour t for 
over 50% c f all deatt sin age group. 

All Causes: 
42.8 22.2 24.4 82.5 96.4 

Source: Bureau of Health Planning and Development 
Maine Department of Human Services 
December, 1979 

35-44 

Cancer 
55.l 

Heart 
46.6 

Ace i dents 
34.5 

Suicide 
17. 3 

Cirrhosis 
12.5 

Stroke 
7. l 

Diabetes 
3.8 

I & p 
3. l 

184.0 

45-54 

Heart 
212.0 

Cancer 
193.8 

Accidents 
40.3 

Cirrhosis 
34.6 

Stroke 
26.2 

Suicide 
20.5 

I & P 
10.9 

Diabetes 
8.6 

COLD 
7.3 

Bron. Asthma 
7 .1 

Portie Aneur. 
2.5 

566.6 

55-64 

Heart 
587.2 

Cancer 
457. l 

Stroke 
82.8 

Cirrhosis 
51.2 

Accidents 
40.6 

Di abet es 
27.9 

Bron .Asthma 
26.6 

COLD 
22.5 

I & P 
21.2 

Suicide 
20.7 

Portie /JJleur. 
13. 7 

Arterio. 
6.7 

1359 .2 

65+ 

Heart 
2376. 8 

Cancer 
l 060. 6 

Stroke 
642 .6 

I & P 
199. l 

Arteri o 
135. 9 

COLD 
l 03. 6 

Diabetes 
l 00.0 

Accidents 
83.7 

Bron.Asthma 
82.6 

krtic Ar.eur. 
65.9 

Cirrhosis 
45.8 

Suicide 
18. 8 

4916.6 
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INFANT H0RTAL[TY IN HAINE. HEW FNGLAND8 AND U.S. 8 

1971-1980 
{Resi(:cnt Data) 

Rates per 1,000 Live Births 
19.0 

18.0 

17.0 

16.0 

15,0 

14.0 

13.0 

12.0 

11.0 

10.0 

9.0 

8.0 

7.0 

6.0 

5.0 

4.0 

3,0 

2.0 

1.0 
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NEONATAL MORTALITY IN MAINE, NEW ENGLAND, AND U.S. 
1977-1979 

(Resident Data) 

Geographic 
Area 

Maine 
New Engl anda 

a U.S. 

6.2 

8.4 

8.7 

aRates for white population. 
n.a. - not available. 

6. l 

7.9 

8.4 

5.8 

n.a. 

n.a. 

5.9 

n.a. 

n. a. 

Source: U.S. and N.E.-Mortality Statistics Branch, Division of Vital Statistics, 
National Center for Heal th Statistics, ,January, 1982. 
Maine - Division of Research and Vital Records, Dept. of Human Svs., Jan.'82. 
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Figure 6 

CHILDHOOD AGE-SPECIFIC MORTALITY RATE~ 
Maine, 1973-1975, 1976-1978, 1979, and.U.S. , 1977 

t Resident Data) 
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Rates expressed per 100,000 population within an age interval. 
From population estimates and projections produced by the Bureau 
of Health Planning and Development, Maine Department of Human Services, 
1980 Seri es . 

Source: Bureau of Health Planning and Development 
Maine Department of Human Services, Sept., 1980. 
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Table 6 shows Maine's hospital discharges by major diagnosis group. The 

largest proportion was for circulatory problems, which parallels the Social 

Security Administration's report that in 1976 Maine's greatest number of 

disability payments was for circulatory-system disabilities. 10 

Although the 15-34 year age group accounted for the largest number of 

hospital discharges in 1980 (Table 7), it must be pointed out that 36% of the 

discharges in these age groups were pregnancy-related. Over a quarter of the 

discharges in that year were of patients aged 65 and over. This reflects the 

greater frequency of hospital use by older people. Table 8 compares restricted 

activity and bed-disability days in the population. In the northeast and in 

the nation, an average of two acute conditions or illnesses were reported per 

person per year in 1977-1978. Nine days of restricted activity per person per 

year were reported, including fuur days of bed disability. The northeast 

region rates were slightly higher for infective and parasitic diseases and upper 

respiratory and digestive system conditions, and slightly lower for all other 

acute conditions. Data for Maine are not presently available. 

Use of M1ine hospitals by the pediatric, adult and geriatric populations, as 
I 

expressed by the number of hospital-patient days per 1,000 persons, is displayed 

in Table 9a for the years 1975 and 1980. In both years the Southern Maine District 

exhibits the lowest rates for each age group among the eight Planning and 

Development Districts. Hospital discharge rates·for the eight .Districts are 

displayed in Table 9b. 

Geographic variations in hospital usage by all ages are shown in Table 10 

for 66 selected areas. A map showing the boundaries of these areas is included 

as Figure 7. The patient day rates show Maine with an average of 1,034.9 patient 

days per 1,000 persons with these rates ranging from 383.2 patient days per 

1,000 in the Berwick area to 1,525,5 pe~ l ,000 in the Bar Harbor area. Some of 

the lower patient day rates (Berwick, York, Sanford) are caused because many area 



residents travel to New Hampshire for hospital services and the patient days of 

care obtained in New Hampshire, or other states~ are not included in these rates. 
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Table 6 

HOSPITAL DISCHARGES, BY DIAGNOSIS GROUP 
Maine, 1980 

Diagnosis Group Number of Dischargesa 

Totals 176,348 

Circulatory 22,329 

Digestive 20,745 

Pregnancy l 9,651 

Injuries l 6,867 

Respiratory 16,?87 

Gen itouri nary 15,391 

Skin-Musculoskeletal 12, 774 

Neoplasms 10,757 

Ill-defined 9,252 

Mental 8,202 

Nervous system 7,489 

Endocrine, etc. 4,870 

Infective and Parasitic 2,745 

Congenital and Perinatal l , 910 

Special Admissionsb 7,079 

aExcludes newborn~. 

Percent 

l 00. 0 

12.66 

11 . 76 

11. 14 

9.56 

9.24 

8.73 

7.24 

6. l 0 

5.25 

4.65 

4.25 

2.76 

1. 56 

1. 08 

4. 01 

blncludes V codes (except V30-V399) and invalid primary diagnosis 
codes. 

Source: Data - Maine Health Information Center, January, 1982. 

PercentageB calculated by the Bureau of Health Planning and 
Development, Maine Department of Human Services, March, 1982. 
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Table 7 

HOSPITAL DISCHARGES BY AGE 
Maine, 1980 

Number of Rate p6r 
Age Group Dischargesa Percent l ,000 

All ages l 76,348 l 00. 0 l 56. 8 

0-4 8,718 4.94 l ll .0 

5-14 8,763 4.97 . 49. l 

15-24 27,060c 15. 34 131 . 5 

25-34 25,471d 14.44 142.5 

35-44 l 5,242 8.64 124. 2 

45-54 l 7,236 9.77 153. 9 

55-64 21 , 615 12.26 201 .3 

65-74 25,569 14.50 310.7 

75+ 26,674 15. 13 455.0 

a 
Excludes newborns. 

bRate per l ,000 population in ag~ group. Based on population 
figures from the Bureau of the Census, U.S. Department of Corrmerce, 
1980 Census of Popu1ation and Housing: Maine, Summary Tape lA. · 

cThis number includes 10,509 discharges for childbirth, complications 
of pregnancy, and the puerperium (ICD-9-CM 630-676). 

dThis numbe1· includes 8,289 discharges for childbirth, complications 
of pregnancy, and the puerperium (ICD-9-CM 630-676). 

Source: Data - Maine Health Information Center, January, 1982. 

Rates and Percentages calculated by the Bureau of Health 
Planning and Develo~ment, Maine Department of Human Services, 
March, 1982. 
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1ao1e ~ 

ACUTE CONDITIONS, RESTRICTED ACTIVITY, AND BED DISABILITY BY CONDITION GROUP 
United States and Northeastern United States 

July 1977 - June 1978 

*Incidence of "'"Days of Days of 
Acute Restricted Bed 

Conditions Activi tya Dis abil i tyb 
Condi ti on Group 

U.S. I No rtheas.t IJ. s. Northeast U.S. 

All Acute Conditions 2. 19 2.06 9.76 8. 98 4.44 

Infective and 
Parasitic Diseases 0.24 0.28 0.91 1.06 0.48 

Respiratory 
Conditions L 17 1. 08 4.50 4.07 2.36 

Upper Respiratory 
Conditions 0. 61 0.66 1. 86 1. 98 0.82 

Influenza 0.49 0.34 2.08 1.65 1. 22 

Other Respiratory 
Conditions 0.07 0.07 0.55 0.44 0.32 

Digestive System 
Conditions 0 .10 0.11 0.46 0.48 0.23 

Injuries 0.34 0. 31 2 .14 1. 85 0.59 

All Other Acute 
Conditions 0.33 0.29 1. 75 1. 53 o. 77 

*Rates per person, per year. 

aA day of restri~ted activity is one on which a person reduces his usual 
activities for the whole day because of illness or injury. 

bA day of bed disability is one on which a person stays in bed for all or 
most of the day because of a specific illness or injury. All hospital 

Northeast 

4.28 

0.57 

2.26 

0.94 

1. 06 

0.26 

0.22 

0.48 

0.76 

days are, by definition, days of bed disability; all days of bed disability 
are, by definition, days of restricted activity. 

Source: NCHS, Acute Conditions, Incidence and Associated Disability, 
United States, July 1976 - June 1977, Vital and Health 
Statistics, Series 10, No. 132, Septemb,er, 1979. 
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Table 9a 

PATIENT DAY RATES a BY AGE GROUP 
AND PLANNING AND DEVELOPMENT DISTRICT 

Maine: 1975 and 1980 

Patient Days per 1 , 000 Population by Age Group 

b r-ecttatrlc 11au1t 1,eriatr1c Planning and All Ages (0-14 years)C (15-6l1 years) (65 ;ind over) 

Development District 

STATE 

-
Southern Maine 

Cumberland 

Androscoggin 

Kennebec 

Mid-Coast 

Eastern Maine 

Penboscot 

Nor t
0

hern Ma 1 ne 

1975 1980 1975 1980 · 1975 

I ,058,4 I ,050. 2 239. 3 24 I. 6 94 3. 7 

787.3 903.8 .142. 3 I 37, 7 711.0 

1,058, I I ,081. 4 197. 2 178,9 953,8 

1,090,5 1,084.9 24 7. 1 278. 2 974,o 

1,255.6 I, 167. 3 3°13.8 340 7 1,140. I 

1,009.0 96;3.2 I 72 ,9 169. I 890.7 

1,288.6 I, 257. 5 228.8 272. 0 I, 065. 4 

976, I 985,2 247,4 269.6 899.0 

1,075, 5 I ,001.4 368.5 294.4 9 38,_4 

Table 9 b 

a 
HOSPITAL DISCHARGE RATES BY AGE GROUP 

AND PLANNING AND DEVELOPMENT DISTRICT 
Haine: 1975 and 1980 

1980 1975 

844,7 3.471.7 

732. 3 2,S-(3.2. 

850,5 3 ,339-5 

859,2 3 ."h 8.3 

988.3 4 ,Oo4.6 

750. 1 3,206.0 

956,9 4,103.0 

828.2 3;231.3 

7'32. 8 4,293 ,5 

Discharges per I ,000 Population by Age Group 

1980 

3,682.8 

3,293, 7 

3,824.9 

3,779. O 

3,694.9 

3,383. 7 

4, I 82. 'I 

3,401.6 

4,227.0 

Planning and b l'C01atr1c I\OUlt Geriatric 
Al I Ages (0-14 ycars)c (15-64 years) (65 and over) 

Development District 
1975 1980 1975 1980 1975 19eo 1975 

STATE 154.6 153, 9 64.6 62.7 157 .o 146.7 341 . 5 

-
Southern Maine 112 .o 12 3, 1 35,3 37,8 114. 6 119.9 266.0 

Cumberland 139,8 I 44. I 54.0 45,0 145, 3 1 39. 6 285,7 . 
/lndro$cogg In 153, 6 157,5 64. I 71.9 157,8 150.5 331. 8 
Kennebec 186,7 173,9 89.8 89,9 191. I 168.9 384.2 
Mid-Coast 158,7 158,3 54. I 50,3 I 16 I. 8 I 49. I 351. 4 
EaHern Maine I 87. 5 188.6 60.7 63. 9 I"'·' 171. 5 429. I 

Penboscot 14~.3 147, 5 66.3 66.7 148,2 142.6 3 I '.i. 6 
Northern Haine 175,4 155,0 91.8 77.1 169. 3 149,5 47i. I 

8
Based on population estimates and project Ions produced by the Bureau of 
Health Planning and Development, Maine Department of Human Service~, 
1980 Serles. 

b 
Excludes out-of-state admissions and admissions with inval Id residence 

codes. · 

cExcludes newborns. 

Source: Haine Health Information Center, February, 1982. 
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1980 

369. 1 

3 IO. 5 

342. 6 

35~. 6 

363.4 

395,5 

470.6 

344. 4 
453,8 
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Area ID Numbers. 

Source: Bureau of Health Planning and Development, 
Maine Department of Human Services, 
October, 1981 
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Area .. 

ID Name 

l Berwick 
2 York 
3 Sanford 
4 Kennebunk 
5 Buxton 

6 Biddeford 
7 Saco 
8 Sea rborough 
9 So.Portland 

l 0 Gorham 

11 Westbrook 
12 Portland 
13 Baldwin 
14 Gray 
l 5 Falmouth 

16 Brunswick 
l 7 Freeport 
18 Bath 
19 Damariscotta 
20 Bridgeton 

21 N. Gloucester 
22 Auburn 
23 Lewiston 
24 Lisbon 
25 Topsham 

26 Gardiner 
27 Whitefield 
28 Waldoboro 
29 Rockland 
30 Norway 

31. Leeds 
32 Monmouth 
33 Augusta 
34 Bethel 
35 Jay 

Table 10. 

ACTUAL PATIENT DAY RATES BY AREA 
Maine, 1978 

Actual 
Area Patient Day 

Rates per l ,000 
ID Name Population 

383.2 36 Bel grade 
651 . 8 37 Waterville 
796.2 38 Brooks 
673. l 39 Belfast 
666.7 40 Bucksport 

986.4 41 Rumford 
932. 5 42 Farmington 
821 .6 43 Skowhegan 
9 32. l 44 Fa i rfi el d 
741 . 9 45 Pittsfield 

1,113.2 46 Rangeley 
l , 347. 6 47 Greenvi 11 e 

731. 7 48 Dvr-Foxcroft 
793.0 49 Corinth 
775. 3 50 Bangor 

919.2 51 01 d Town 
819.8 52 Orono 

l , 089. 3 53 Brewer 
968.6 54 Ellsworth 
991. 6 55 Deer Isle 

673.9 56 Bar Harbor 
1,274.7 57 Machias 
l , 282. 9 58 Calais 

789.4 59 Lincoln 
695.9 60 Millinocket 

973.6 61 Houlton 
895. l 62 Presque Isle 
890.3 63 ft. Fairfield 

l , l 27. 0 64 Caribou 
952.6 65 Madawaska 

66 Fort Kent 
820.2 

1,016.0 
1,2.'4.0 AREA TOTAL 
1,1:4.9 

8~5.5 

Source: Bureau of Health Planning and Development, 
Maine Department of Human Services, 
October, 1981 
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Actual 
Pati~nt Day 

Rates per 1,000 
Pnr11,i::1 tin n 

995. l 
l , 4 59. 2 
1,102.2 
1,126.9 

882.8 

1,513.6 
763.8 

1,292.5 
l ,324.0 
·1,210.4 

1,123.2 
1,070.0 
1,094.8 
1,121.6 

982.7 

964.7 
377. 4 
950 .9 

1,262.7 
1,173.4 

1,525.5 
l_,222.0 
1,521.6 
l , 211 . 3 
l ,043. 9 

1,277.0 
1,023.5 

786.9 
l , 377. 9 
1,090.3 
1,385.8 

l 1 034. 9 



Communicable disease incidence has generally declined in the United States 

and its impact on the health of the nation has been reduced. The leading 

reported communicable diseases for the period 1977 through 1981 (Table 11) i,,iere: 

strep throat and scarlet fever, influenza, chicken pox, pneumonia and gonorrhea. 

As of September, 1980, approximately 94% of Maine's school children entering grades 1 

through 6 had completed a basic immunization series against diphtheria, pertussis and 

tetanus, and 94% had been immunized against polio, 1neasles and rubella (Table 12). 

The dental health of a population is one element of its overall health. 

Although it is difficult to estimate accurately the extent of dental disease 

in Maine, there is some evidence to suggest that dental disease is a widespread 

and serious health problem. Figure 8, which compares the average number of 

decayed, missing and filled permanent teeth in the nation's and in Maine's 

children, shows a consistently higher rate for Maine. It has repeatedly been 

shown that the use of dental health services is correlated with income. Dental 

care needs are greater among low-income people in the United States (Figure 9). 

Over the years, studies have documented the positive influence on dental health 

where fluoride occurs naturally in the water supply. Studies in Maine and 

elsewhere have proven the value to dental health of fluoridating public water 

l · t t · levels . 11 
~A • • t · h · fl · d t d t l · supp ,es o op ,mum ,~a,ne commun, ,es av,ng uor1 a e wa er supp ,es 

are listed in Table 13. 



Table 11 

TRENDS IN REPORTED INCIDENCE OF SELECTED COMMUNICABLE DISEASES 
Maine, 1977-1981 

Number of Reported Cases 
Disease 

I I I I 1977 1978 1979 1980 1981 

Chicken pox 588 3,262 4,046 4,455 4,488 

German Measles 70 158 68 129 33 

Hepatitis 45 130 158 80 94 

Influenza & Pneumonia 378 9,428 7,898 11,517 22,766 

Measles 178 l ,320 18 33 

Meningococcal 
Infection 27 35 9 47 

Mumps 83 588 278 309 

Pneumonia 704 l , 521 2,508 2,944 

Salmonellosis 111 ld 229 132 

Strep throat/ 
Scarlet Fever 2,048 2,676 4,935 4,717 

Gonorrhea 2, l 03 2, l 09 1,746 l ,470 

Syphilis 61 79 57 6 

Tuberculosis 82 70 56 58 

Source: Division of Disease Control, Bureau of Health 
Maine Department of Human Services, January, 1982. 

Table 12 

IMMUNIZATION LEVELSa AT SCHOOL ENTRY (Grades 1 through 6) 
Maine, September, 1980 

. a 
•• Percent Immunized 

Disease 1980 

DPTb ( 3 doses) 93, 9 

Polio (3 doses) 93. (i 

Measles ( 1 dose) 94.1 

Rube 11 a ( 1 dose) 94.0 

aPercent of children who have received the indicated doses. 
bDiphtheria, pertussis, and tetanus. 

Source: Immunization Program, Bureau of Health 
Maine Department of Human Services 
February, 1982 
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87 

47 

2,848 

246 

4,581 

l , 331 

5 

52 
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Figure 8 

AVERAGE NUMBER OF DECAYED( , MISSING(M), AND FILLED(F) PERMANENT TEETH PER CHILD, BY AGE 
~ited States (1963-65) and Maine (1970-75) 

Average Number 
of DMF 

Permanent Teeth 

8.0 

7.0 

6.0 

5.0 

4.0 

1.0 

2.0 

1.0 

0 

r 

Maine, 

..,, 8 

/ • 

/ 

D'.~F Teeth 8,1,;IS Teeth 
Age 

I" 

U.S. 
,.. . , .a, ne 

6 years 0.20 0.85 

7 years 0.60 1. 60 

8 years 1. 10 2.37 

9 years 1. 60 2.82 

10 years 2.20 3.57 

11 yea rs 2.80 4.52 

Source: Vital and Health Statistics 
Series 11, Nu~ber 106 

"Decayed, Missing, and Filled 
Teeth Among Chi' dren, United 
States" U.S. Dept. of HE',,J,197: 

Maine Department of Healt~ and 
Welfare Dental Heal:h Reports, 
Table III,1970-75 



Figure 9 

AVERAGE NUMBrns OF FILLED AND OF DECAYED PRIMARY AND PERMANENT TEETH 
PER CHILD, .BY FAMILY INCOME 

Fami lJ 
1ncome 

Less than 
s1,00 1J 

$3,000 -
$11,, 999 

$5,00J -
$6,999 

$7,000 -
$9,999 

$10,000 -
$14, 999 

$15,000 
or more 

Less than 
53,000 

$1,000 -
$4,999 

$5,000 -
$6, 999 

$7,000 -
$9,999 

t10.ooo -
$14,999 

$15,000 
or more 

United States, 1974 

1. 7 

FILLED 

3.6 

4 Number of Teeth· 

3.4 

DECAYED 

Source: Vital and Health.Statistics Series 
11, N~mber 106 ttDecayed, Missing, 
an~ Filled Teeth Arnong Children, 
Un1t:ed States" U.S. Deot. of HEW,1~71 
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Table l 3 
MAINE COMMUNITIES WITH FLUORIDATED WATER SUPPLIES 

AND YEAR STABTED 

Maine, 1981 

Ashland 1966 Fryeburg 1971 Orono 1962 

Auburn 1969 Gardiner 1973 Orrington (part) 19G7 

Baileyville 1955 Guilford 1972 Owls Head 1969 

Bangor 1967 Hampden 19GS Perry 1969 

Bar Harbor 1963 Hermon 1967 Pittsfield 19G5 

Bath 1969 Holden (p;irt) 1967 Pittston 1973 

Belfast 1960 Houlton 1968 Presque Isle 1960 

Ben tor\ 1965 Indian Island 1963. Randolph 1973 

Bethel 1970 Island Falls 1967 Rockland 19G9 

Blaine 1971 Jackman 1964 Rockport 19G9 

Bradley 1963 Lewiston 1970 Rumford 1959 

Brewer 1967 Loring AFB 1958 Sanford 1972 

Bridgton 1963 Lubec 1972 Sangerville 1972 

Brunswick 1955 Machias 1966 Skowhegan 1973 

Bucksport 1969 Madawaska 1960 Southwest HJrbor 1!)59 

Camden 1969 Mars Hill 1971 Thomaston 1QG9 

Caribou 1959 Mechanic Falls 1971 Topsham rn·ss 
Clifton 1967 Medway 1966 Van Buren 18G7 

Darnarisc;otta 1971 Mc~ico 1967 Vassalboro l!JG5 

Dixtilild 1971 Milford 1963 Veazie HJG2 

Eagle Lake 1974 Millinocket 19G0 Washburn 19(i1 

East Millin9ckct 1966 Moose River 19G4 Waterville HlG5 

Eastport 1969 Mount Desert 19G2 West Bath l!JG9 

Eddinuton (part) 1967 Newcastle 1971 West Bethel 1!J70 

Ellswonh 1969 Newport 1972 Westfield 1971 

Embden 1981 Northeast Harbor 19G1 Winslow 19G5 
Fairfield 1965 North Haven 19G6 Winterport 1973 

Farmingdale 1973 North Vassalboro 1965 Winthrop 1972 
Fort 'Fairfield 1959 Norway 1952 

Woolwich 19G') 
Fort Kent 1972 Old Town 19G3 

Source: Division of Dental Heil l th, Bureau of Health, 
Maine Depurtment of Human Services, 
Jilnuilry, 1982 
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Estimating the incidence and prevalence of acute and chronic mental h~alth 

problems in Maine ts difftcultbecause cf the lack of consensus on what should 

be included and the lack of data. The President's Commission on Mental Health 

estimates that approximately fifteen percent of the population need mental 

health services at any given time. The Commission also considers mental health 

problems to be somewhat greater among children and considerably greater among 
12 the elderly. 

These figures, extrapolated to Maine, suggest that approximately 162,000 

Maine people need mental health services at any given time. 13 There is little 

reason to believe that the frequency of mental health problems in Maine is less 

than the national rates, considering the relatively ~igh proportions of persons 

living in poverty, low occupational status, and poor housing conditions (Table 14). 

Also, the relative proportions of youths and the elderly to the wage-earning 

population are high in Maine. 
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Table lti 

SF.LECT[O SOCIO-ECONOMIC TMOICA"IORS OF MENT0L HEALTH SERVICES 
Maine and United States, ~970 

Mdine U.S. 

Indicator 
Hian-Ratioa Mean Ratio 
or Value or Value 

Soc i oer.onotni C -~) tat us 

l'.i;ono111fc St.atu~ 

Percent of All Families 
Below Poverty Le~el 

Social Status 

Low Occupational Stitus, 
Males: Percent of 
Employed f!<1les 16 and 
over who are Operatives, 
Service Workers, and 
Laborers Including Farm 

10.3 

Laborers 40.8 

High Occupational Status, 
Males: Percent of 
Employed Males 16 and 
Over who are Professionals, 
Technical and Kindred 
Workets, and Managers 
Except Farm 22.'5 

Educ a ti ona l Status 

Median School Years 
Completed hy persons 25 
and over 12.1 

Hous_chold Composition '!.~d Fa_!_l!_ily Structure 

Percent of All Households with 
Husband-Wife Families 70.8 

Youth Dependency Ratio: 
Persons Under 18 per 100 
Persons 18-64 In Hou5ehold Pop. 67.2 

Ayed Dependency Ratio: Persons 
65 and Over per 100 Persons 
18-64 in Household Pop. 

Jjipe of Hous·in_g_jUrbanizatio~l 

21. 2 

Single Dwelling Units: Percent 
of all Year-Round Housing 
Units that are Single Detached 
(Exe. Mobile Homes & Tr<1ilers) 67.4 

Condition of ILo...!.'~.l!l__(.J_ 

Standard Housing: Percent 
of Occ11pied Housing Units 
with Direct Access/ 
Complete Plum~ing and 
Kitchen Filci l i ti cs for 
Excessive Use 87.l 

l 0.7 

25. 4 

12. 1 

5g_4 

63.4 

17. 4 

66.4 

93.4 

b No. Catchment Areas 
Exceeding U.S. !1can 

4 

6 

7 

2 

2 

8 

7 

4 

8 

ii Value is above or below ·national mean in the direction correlatin'.l vii th increased 
risk of mental disability. 

bThe Maine mental health service•; system encompasses elqht g(!oqraphic C11tch11Hi111. ,\1•.•,11; 
defiI!f-d.according ~-o geographic loc<1tiun r1s ~,rdl as by sociod01111)grilf)filc ,rnd 
econom1c informat1on and transportation availability. 

Source; Mental Health Demographic Profile System, Selected Indicators from 
1970 Census, National Institute of Mental Health, Divisions of Oiometry 
and Epidemiology; and M1mtal Health Service Pl'oyrams, 1977. 
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D. Lifestyle 

Much evidence indicates that many of the major health problems in the 

United States today can be more significantly affected by changes in lifestyles 

and the environment than by changes in the health system. The choices a person 

makes in terms of habits and lifestyle will often affect his or her health. 

Consequently, health professionals and social scientists have studied individual 

behaviors such as smoking, alcohol and other drug use, nutrition, and recrea

tional and work habits. 

The results of several surveys of tobacco use in the adult U.S. popula

tion during the period 1949 to 1978 showed that the prevalence of male adult 

cigarette smoking significantly declined during this period. The prevalence 

of female adult cigarette smoking appears to have increased from 1955 to 1965; 

it has subsequently declined slightly. There was little overall change in the 

prevalence of current regular smoking among teenage males during 1968 to 1974. 

By contrast, the percentage of teenage female smokers has significantly increased. 

For both sexes, the small but significant increase in smoking prevalence among 

children 12 to 14 years old suggests a reduction in the average age of initia

tion of cigarette smoking. 14 . 

It is estimated (Table 15) that approximately 288,800 adults in Maine are 

current smokers. Lung cancer and other diseases resulting from cigarette smoking 

are of high incidence and seriousness. For lung cancer, the vast majority of 

cases are fatal in a short period of time. 15 In 1980, for which the most recent 

statistics are available, 635 deaths were attributed to lung cancer in Maine. 
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Sex &, Age 

Total 

18-34 

34-54 

55+ 

Males 

18-34 

35-54 

55+ 

Females 

18-34 

35-54 

55+ 

Tab I e 15 

SMOKING HABITS OF ADULT POPULATION BY AGE AND SEXa 
Maine, 1980 

Current Smo~er 

288,800 

138,200 

90,200 

60,400 

148,100 

77,400 

45,900 

24,900 

140,700 

60,800 

44,300 

35,600 

Former Smoker 

209,100 

60,000 

68, l 00 

81,000 

l 16,800 

24,200 

39,600 

53,000 

92,300 

35,800 

28,500 

28,000 

NOTE: Figures may not add due to rounding. 

Never Smoker 

305,600 

122,200 

76,500 

106,900 

l 16,800 

57,800 

30,200 

28,800 

188,900 

64,400 

46,400 

aEstimated using (1) 1980 census data and (2) data from the 1981 Maine 
Hypertension Control Project Baseline Survey, The Social Science 
Research Institute, University of Maine, Orono, Maine. 

Source: Bureau of Health Planning and Development, Maine Department 
of Human Services, May, 1982. 



An estimated 80,000 Maine people abuse alcohol and an additional 30,000 abuse 

16 other substances. Table 16 shows that the greatest proportion of alcohol abusers 

are problem users, rather than final-stage users.· As may be seen below, Maine's 

combined death rate for three selected alcohol-related diseases was approximately 

50% higher than the national average in 1974. In that year, Maine ranked 12th in 

the United States in male deaths, and 11th in female deaths, respectively, from these 

d . 17 1seases. In 1978, however, the death rate in Maine from these alcohol-related 

diseases was lower than in 1974 and close to the national rate. 

Sex 

Male 

ALCOHOL RELATED DEATHS BY SEXa 
Maine and United States, 1974, 1978 

Year 
1974 1978 

Maine U.S. Maine 

26.22 18. 36 21. 76 
U.S. 
18. 00 

Female l O .02 6.46 6.23 6.34 

aDeaths from alcohol ism, alcoholic psychosi~, and cirrhosis of the liver with 
alcoholism; expressed per 100,000 adults aged 18 and over. 

Source: 1974 data - Keller, M., and Gurioli, C., "Statistics on Consumption of 
Alcohol and Alcoholism," New Brunswick, N.J., Rutgers Center 
for Alcohol Studies, 1976. 

1978 data - Maine: Division of Research and Vital Records, Department 
of Human Services, October, 1980. 

U.S.: Division of Vital Statistics, National Center for 
Health Statistics, Department of Health and Human Services, 
telephone communication, October, 1980. 

' . 

Approximately two and a ha-lf percent of all arrests for operating a vehicle 

under the influence of alcohol were juveniles (Table 16). As can be seen in 

Figure 10, persons between the ages of 15 and 34 had higher pefrcentages of arrests 

for driving under the influence of alcohol during 1977-1979 than did persons 35 

years or older. Persons in these younger age groups also have a much larger share 

of fatal accidents in comparison with their percentage of the total licensed drivers 

in Maine (Figure 11). Alcohol may have been a factor in these fatalities since in 

Maine, 74% of the single vehicle, rural, fatal accidents and 53% of all fatalities 

were known to be alcohol-related. 18 

An estimated 30,000 Maine residents abuse substances other than alcohol. The 

19 estimated numbers of abusers, by stage, are: Problem Users 

-48-

Early Stage 
Middle Stage 
Late Stage 
Final Stage 

l 7,000 
5,850 
3,900 
2,600 

650 



Table 16 
ALCOHOL ABUSE: SELECTED INDICATORS 

Maine, 1980 

lndi cators 

Estimate of Alcohol Abusers 

Problem Users 
Early Stage 
Middle Stage 
Late Stage 
Final Stage 

Arrests - (Operating 
Under the Influence) 

Juvenile 
Adult 

Disease-related Deaths 

Total 

Total 

Alcohol Primary Cause 
Alcohol Secondary Cause 

Number 

80,000 

40,000 
18,000 
12,000 
8,000 
2,000 

9,118 

233 

8,885 

42 
88 

Sourct: Office of Alcoholism and Drug Abuse Prevention, 
Maine Department of Human Services, January, 1982. 
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30 · 

26.6 

25 

20 

Figure lO 

OPERATINB UNDER THE INFLUENCE (OUI) ARRESTS AS A PERCENTAGE OF 
TOTAL OUI ARRESTS BY AGE GROUP 

Maine, 1977-1979 

Operating Under the 
Influence Arrests 
(Percentage of 16. 6 

I 
(J7 

0 
I 

Total GWI 
Arrests) 15 

12. 3 

1 o. 
8.6 

7.0 

5.5 
4.8 

2.9 
L7 

O..,___...;"L..---J........ii...-..--1---L----L---1.---L_,L---l...--l...--1......1...-...l-_j_-_J_..J__.L-.Ll __ J....IJ..10_._9_L_l,,co=. =29:J•___,.JIL..o _. 4_6_L..l 

15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75 & over 

Age Group 

Source: Bureau of Safety, Maine Department of Transportation, 
August, 1980. 



Figure 11 

LICENSED·DRIVERS AND DRrVERS !NV0LVED'IN FATAL ACCIDENTS 
BY A.GE 

, 

Maine, 1978-1979 

( Percentage Distribution) 

Age 
Group Licensed Drivers Drivers in Fatal Accidents 

' 
<16 .2% .3% 

16-20 0 27% 

21-24 l 0°0 17% 

25-29 0 0 

30-34 2% 0 

35-39 9% 6% 

40-44 8% 6% 

45-49 0 3°0 

50-54 

55-59 7°0 3°0 

60-64 6% 2% 

0 2% 
65-69 

70+ 6% 5% 

25 20 10 0 10 20 25 

Percent 

Source: Bureau of Safety, Department of Transportation, 
September, 1980~ 
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A study of the nutritional status of Maine adults was recently conducted 

by the School of Human Development, University of Maine at Orono.20Analyses 

of the random survey of 1,600 Maine adults, ages 23-50, revealed that: 

• Although of similar height, males averaged 20 to 40 pounds more 
than their reference counterpart.* · 

• Females, although shorter than their reference counterpart, usually 
averaged up to 30 pounds more. 

• The. majority of both males and females weighed 20% more tha~ their 
ideal weightswhen their weights were compared to standards. · 

• Average triceps skinfold measurements were usually high, indicating 
a general trend of overweight or obesity. 

t Average energy intakes of females, and in most instances males, 
were below. recommended levels. 

• Average protein intakes of males and females were much higher than 
recommended allowances. 

• Fat intakes were high, usually 40% or more of dietary calories. 
A more prudent level would be 30%. 

t Carbohydrate levels were generally 39-46% of dietary calories, but 
should be greater than 50% of dietary calories. 

• There was evidence of both very high and very low levels of Vitamin A 
intake. 

• Average Vitamin C intakes were very large. About two-thirds of the 
participants· consumed in excess of 100% of the recommended daily 
allowance, but some very low intakes were found among the other 
third. 

• Iron intakes were usually low among women and high among- men. 

• Phosphorus was usually consumed in excess of calcium. Low calcium 
intakes were found more often among women. 

• Average cholesterol intakes were usually at or below 300 mg. for 
women (prudent level) but between 400-500 mg. for men. 

In early 1978, the Maine Cooperative Extension Service requested from each 

of its county agents information regarding health problems related to poor 

nutrition. Responses indicated that obesity, dental caries, inadequate nutrition 

*Reference counterpart based on National Research Council survey (national 
sample) and recommended dietary allowance (RDA) growth standard, 1974. 
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during pregnancy, and insufficient intake levels of selected vitamins ~nd 

nutrients are problems common to many areas of th~ state, In addition, exten

sion agents identified the need for qualified dieticians and nutritionists, 

nutrition education, and training for classroom teachers. 21 

E. Environment 

In the past several years, many environmental issues which concern health 

status have received increasing public attention. Environment refers to those 

physical, biological and chemical agents transmitted to man through air, water, 

land, food, shelter and transportation. 

Contrary to popular opinion, Maine does have environmental hazards. For 

example, Maine has one of th~ highest rates of respiratory disabilities in the 

nation. As Figure 12 shows, the percent of disability claims in Maine for 

respiratory diseases was considerably higher than for the United States and New 

England in nearly every year since 1970. These high rates may be related to 

Maine's industry composition. Maine's largest· industries (construction, paper, 

agriculture, and textiles) employ many workers who are at risk of exposure to 

hazardous chemical agents which primarily affect the respiratory system. High 

rates of respiratory disease disability claims may result. In 1980 there were 

44 occupation-related deaths and 19,846 disabling cases (Table 17). Workers in 

the fabricated metals, lumber and wood products industries suffered the highest 

rates of injury and illness (346.l per 1,000 persons employed and 337.4 per l ,000 

respectively). However, the likelihood of disability differed substantially among 

these industries. The number of reported cases of occupational lung disease in 

Maine increased from 43 in 1978 to 74 in 1979. In 1980, 70 cases were reported. 

Pneumonia and asthma (toxic and non-toxic) were the significant disabling cate

gories (Table 18). 

It has been claimed that as much as 70 to 80 percent of cancer episodes are 

environmentally induced. Since 1950, Maine's rate of deaths caused by cancer has 

been consistently higher than the United States rate (Table 19), suggesting that 

Maine residents are at higher risk for this disease. Presently available data 
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Figure 12 

PERCENT OF DISABILITY CLAIMS FOR RESPIRATORY DISEASES 
Maine, Ne-,., England, United States. 1970 - 1975 a 
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Table I/ 

OCCUPATIONAL MORBIDITY AND MORTALITY 
BY MAJOR INDUSTRY GROUP a 

Maine, 1980 

Morbidity and Mortality 

Number Total Casef 

Indus try Employedb Number I Rated 

TOTAL - all industries 400,800 51,531 128.6 

Major industry groups 90,300 23,179 256.7 

Industr~ 

Lumber and wood 
products 13,300 4,488 337.4 

Paper 18,200 4,048 222.4. 

Leather 20,300 3,861 190.2 

Food 10. 300 2,861 277. fJ 

Textiles 8,200 l , 831 223.3 

Construction 

Special Trades 8,700 2,319 266.G 

General Bldg. 6,900 2,248 325.8 

Manufacturing 

Fabricated metals 4,400 l , 523 346. l 

aThese data do not include federal employees. 
~verage number employed per year. 

Disablinq easel 

Number }Percent 

19,846 38.5 

9,042 39.0 

l ,988 44.3 

l , 323 32.7 

l, 590 41. 2 

l ,296 45.3 

651 35.6 

900 38.8 

777 34.6 

517 33.9 

Fatalities 

44 

20 

13 

l 

0 

0 

2 

4 

0 

0 

-
°Total number of reported cases of occupation-related injury, disease or death. 

dRates per 1,000 persons employed. 

~eports indicating at least one lost workday. Percent based on total cases 
reported. · 

Source: Data - Bureau of Labor Standards, Maine Department of Labor, 
December, 1981. 
Rates and percentages calculated by the Bureau of Health 
Planning and Development, Maine Department of Human 
Services, December, 1981. 
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Table 18 

OCCUPATIONAL LUNG DISEASES BY SEVERITYa 
Maine, 1978-80 

1978 1979 1980 

Nature of Illnessb Disabledc 
Non- d 

Disabled Disabled 
Non

Disabled Disabled 
Non

Dis aJ led 

TOTAL 

Tuberculosis 

Upper Respiratory 
Conditions 

Pneumonia, Asthma, 
etc., (toxic) 

As bes tosi s 
Other Pneumoconiosise 

Pneumoconiosis with 
Tuberculosis 

Upper Respiratory 
Conditions 
(non-toxic) 

Pneumonia, Asthma, 
etc. ,(non-toxic) 

3 

13 

3 

8 

43 

3 

3 

2 

4 

aThese data do not include federal employees. 

8 

17 

4 

4 

bCoded according to A~SI 216.2 standards (expanded). 
~eports indicating at least one lost workday. 

dReports indicating no lost workdays. 

74 

10 

22 

4 

3 

70 

7 

26 

2 

2 

erncludes pneumoconiosis and related diseases other than aluminosis, anthracosis, 
asbestosis, byssinosis, siderosis, silicosis, and pneumoconiosis combined with 
tuberculosis. 

Source: First Reports of Occupational Injury or Occupational Illness filed 
with the Maine Workers.' Compensation Co11111ission; compiled by Maine 
Department of Labor, Bureau of Labor Standards, Research and Statistics 
Division, December, 1981. 
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Table 19 

AGE-STANDARDIZED DEATH RAlESa FOR ALL CANCERS 
Maine (Total) and United States (White): 1950-1979 

(Resident Data) 

Year Maine United States 

1950 140. 6 7 124. 7 

1955 n .a. 124. 9 

1960 139.26 124. 2 

1965 n .a. 125.8 

1970 145.26 127. 8 

l 971 143.72 127.7 

1972 139.74 128.3 

1973 139.21 l 27. 7 

1974 · 144.56 129. 0 

1975 134. 85 l 2 8. l 

1976 148. 06 129.5 

1977 144.05 130. 0 

1978 l 50. l 6 130.8 

1979 158. 30 n.a. 

n .·a. - not availabre. 

Note - This table is not comparable to Table 3 because 
a different standard population h1s been used 
for calculation of the age-standa~diied death rates. 

"Age- sfancfardTied deatn tates per~roo,OO} population were 
computed using the direct method, i.e., applying the 
age-specific death rates for cancer to 1:he standard 
1940 United States white population. 

Sources - Vital statistics of the United States, 
U.S. Department of Health, Education and 
Welfare, National Center for Health 
Statistics. 

Bureau of Health Planning and Development, 
Maine Department of Human Services. 
September, 19 80. 
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are insufficient to pinpoint the causative factors, however. 

F. Resources 

This section describes the resources from which health care services are 

provided to Maine's citizens. Information characterizing the manpower and fa

cilities by which servict!S are delivered is included, as are data describing 

utilization of services and facilities and expenditures for health care services 

in Maine. 

l. Manpower 

a. Medical Manpower 

In 1980, 1,592 allopathic physicians (M.D.'s) and 179 osteopathic 

physicians (D.O.'s) were actively practicing in Maine (Tables 20,21). 

The most common specialities of allopathic physicians were: Internal Medicine 

(199 physicians); General Practice (100 physicians); Family Practice (200 

physicians); General Surgery (124 physicians); and Psychiatry (85 physicians). 

Among osteopath$, General Practice (86 physicians) was the most common specialty. 

The four populous Maine counties of Androscoggin, Cumberland, Kennebec and 

Penobscot contain nearly two-thirds (1,167) of Maine's physicians, while the 

remaining 12 Counties contain slightly over one-third {604) of Maine physicians. 22 

A 1976 Carnegie Commission report23 indicated that maldistribution, 

rather than shortage, is the primary problem in physician manpower supply in 

the United States today. The number of physicians per 100,000 population in 

1980 was lower in Maine, however, than in the United States as a whole (Table 22) 

and this shortage is reflected in the designation of nineteen primary care 

shortage areas in the State (Figure 13). The locations of these shortage 

areas reflect the unequal distribution of physicians within the state, as shown 

in Table 23. The most populous county, Cumberland, had one physician for every 

4.23 persons in ·1980, while in Waldo County there was only one physician per 

1,235 residents. The variation among different areas of the state was ev~n more 

pronounced with respect to those physicians who provide primary medical care. 

The ratio of primary care physicians to population ranged from 1:2,400:in. 

·sagidahoc County to l: 922· in Cumberland County. 
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Speci,1lty Tot.al 

MAINE • TOTAL I l ,5G?. 

All crgy 10 

Anesthesiology 59 

Cardiovascular Dis, 30 

Dermatology 13 

[mergency Medi c1 ne 59 

Family Pr~ctice 200 

General Practice 100 

Internal Medicine 199 

Neural ogy 12 

OB-GYN 73 

Ophthalmology 47 

Otorhlnolaryngology 26 

Pathology 41 

Ped i a trlc s BJ 

Psychiatry 85 

Pulnunary Disease 12 

Radiology 38 

Radiology (Diag,) J2 

Surgery (General) 124 

Surgery (Neuro,) 11 
Surgery (OrthoJ 59 

Surgery (Urolog,) JO 

All Other b 
Special Hies 137 

Unknown 11l! 

Table 20 
ACTIVE ALLOPATHIC PHYSICIANS IN MAINE* 
BY SPECIAL Tf AND COUNTY OF EMPLOYMENT 

Ju·ly l, 1980 

.. 

COUNTY OF EHPLOYHENl 

C: 

·r,, "~ o, .,, 
" 

.., 
0 0 "' e 1 0 u 0 .. 'r .,, C u 
V, ... :;:; u 0 'O V, e "" 

., 
0 ., L .D 

0 ii C: u C " u 
!~ 

0 

~ e "' " C 

~ 
C C :, L "' 

., >< QJ ,,. 
"" '-' u. :r; ><' _, 0 D.. 

1'i7 01 430 JO 57 222 63 25 44 227 

3 1 l 1 3 

7 4 20 1 5 4 1 0 

J 14 4 1 4 
l 6 1 l 4 

11 l 12 3 0 l 4 10 

23 7 35 7 10 24 9 10 8 25 

9 12 11 3 8 10 2 3 3 14 

15 12 60 3 10 27 12 4 4 21 

5 2 5 
12 J 26 4 7 . 3 9 

4 J · l 3 2 9 2 6 

5 l 7 l 5 l 4 

5 2 fl l l 9 l 2 7 

7 6 211 l 4 11 2 l 2 12 
6 32 l l 20 5 1 l J 

l 6 l J 

5 2 l J ' l 5 l l l J 

3 3 7 1 2 J 2 2 6 
g 11 25 3 6 19 5 2 5 9 

l 4 4 2 

7 l 15 2 10 4 2 8 

4 2 fl 5 2 1 6 

14 J 59 4 20 1 l 28 

15 8 21 3 4 12 4 4 5 17 

v> 

::, u g 
0- _g ~, .., 
.'3 

., 
"' "' "' C 

"' "O I,.. 0 
u "' ~ -u .,:; ... 
"' °' ';;; "' L, ., 

.5! "' t ,~ V, :JC "' 
18 23 20 18 29 122 

1 

2 l I s 
l 1 2 

2 7 

5 4 3 4 2 24 

l l 4 l 9 g 

J 2 J 2 3 18 

2 1 6 

l 1 l 1 4 

l 1 

2 3 
l 1 l l 5 

l 5 

1 

2 l 3 

1 1 1 
2 4 4 J 5 1 Z 

2 l l l 5 

l 1 

2 2 3 

2 3 2 J 2 7 

NOTE: This table is based on edited files which have been corrected for missing and 
erroneous information which came to light subsequent to initial data compilation. 
Tabulations released earlier are superseded by these data. 

*Licensed, active professiona·1s working in Maine who responded to survey. 
aSelf-reported specialty. 

bSpecialty groups reported by less than 10 physicians: Aerospace Medicine, Diabetes; 
Endocrinology, Gastroenterology, General Preventative Medicine, Geriatrics, 
Gynecology, Hematology, Infectious Disease, Laryngology, Neoplastic Diseases, 
Nephrology, Child Neurology, Nuclear Medicine, Obstetrics, Occupational Medicine, 
Otology, Clinical Pathology, Forensic Pathology, Pediatrics (Cardiology), 
Physical Medicine and Rehabilitat"ion, Child Psychiatry, Psychosomatic Medicine, 
Public Health, Therapeutic Radiology, Rheuma.tology, Diagnostic Roentgenology, 
Surgery (Abdominal), Surgery (Cardiovascular), Surgery (Colon and Rectal), 
Surgery (Pediatrics), Surgery (Plastic), Surgery (Thoracic), Other. 

Source: Lemieux, D. Maine Health Professionals 1979-1980, Bureau of Health Planning 
&nd Development, Maine Department of Human Services, December, 1981. 
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Specialty Total 

HAIN[ • TOTAL 

Anes thes lo logy ~ 

Cardiology l 

Pulmonary Dis ease 2 

Gast roente ro logy 3 

General Practice 86 

Getiatrics 9 

Industrial Medicine l 

Jnternal Medicine 5 

Manipulative 
Therapy (Osteo.) 11 

Neuropsych i at ry 1 

Obstetrics l 

Obstetrics -& 
Gyneco 1 ogy 2 

Ophthalmology l 

Otorh i no 1 a ryngol ogy l 

Pathology (Anatomic 
I, Cl in1cal) 1 

Pathology (Anatomic 
I, Clinical and 
Cytopa tho logy) J 

Podiatries l 

Physical Med.&Rehab 2 

Proctoloqy l 

Radiology 6 

Surgery 7 

.Surg.(Obs. & Gyn,) 1 

Surgery (Ortho.) 2 . - -
Surgery (P~riph, Vase) l 

! Other Spe5_ipl ~y g llnknnwn 

Table 21 

ACTIVE OSTEOPATHIC PHYSICIANS IN MAINE* 
BY SPECIALTYaAND COUNlY OF EMPLOYMENT 

April 30, 1181 

County of [mployment 

C: 
·;, .., -~ 
"" "" C: +' :, 
0 0 ,. C: u 8 er 
u 0 ,: ·~ .,, ., C: "' V, 

., u .0 0 "CJ "' +' 
0 V, ., :;; 

8 
., L. .0 ,0 ... 0 .0 C: C: X u 0 0 u 

-0 e § "' C: C: 0 C: .... C: "' C: L :P. dJ C: >< ., 
'E{, "" "' LI lL "" "" -' 0 Q. 

l 4 72 3 2 23 4 3 9 17 2 

2 l 
l 

l 

1 2 

3 31 2 1 8 3 2 4 R 2 

2 l l 2 
l 

2 2 l 

l 4 l 1 1 

l 

l 

l 

l 

l 

1 

l 1 l 

l 

l' l 

4 1 1 

4 3 

2 

l 

5 1 3 1 
l 4 I ' 1 

\;; 
u 0 

+' _g +> ., 
"' ~ "' C: 

L 0 
"' ii " .& .,, 
0-, ';;; V, L. 

"' a "' 0 
V) :,a :,a >-

10 5 2 22 

1 

l 

7 4 11 

1 l l 

l 2 

1 

l 

l 

3 
1 1 1 

NOTE: This table is based on edited files which have been corrected for missing and 
erronr.ous information which came to 1ight subsequent to initial data compilation. 
Tabulations released earlier are superseded by these data. 

*Licensed, active professionals working in Maine who responded to survey. 
aSelf-reported specialty. 

Source: Lemieux, D. Maine Heulth Professionals 1979-1980, Bureau of Health Planning 
and Development, Maine Department of Human Services, December, 1981. 
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Table 22 

ACTIVE PHYSICIANS: NUMBER AND RATIO TO POPULATION 
Maine (1980) and United States (1980) 

Physicians Maine United Statesa 
1980 1980 

An Physicians 1,771 449,500 

A 11 opath i c 1,592 432,400 

Osteopathic 179 17,100 

Ratio of Physicians per 157 202 100;000 Population 

aincludes physicians in F.ederal service; also includes 
physicians practicing in Puerto Rico· and other U.S. 
Possessions. 

Source: U.S. Estimates - U.S. Department of Health and , 
Human Services, Health - United States, 1981. 

Maine - Cooperative Health Manpower Resource Inventory, 
Bureau of Health Planning and Development, 
Maine Department of Human Services, September, 1981. 
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Figure 13 

Primary Care Shortage Areas 
Maine, 1982 
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I 
O"I 
w 
I 

County 

TOTAL 

Androscoggin 

Aroostook 

Cumberland 

Frankl in 

Hancock 

Kennebec 

Knox 

Lincoln 

Oxford 

Penobscot 

Piscataquis 

Sagadahoc 

Somerset 

Waldo 

Washington 

York 

Table 23 

ACTIVE PHYSICIANSa: NUMBER AND RATIO TO POPULATIONb BY COUNTY 
Maine, 1980 

1980 Allopathic I Osteopathic Total Ratio to 
Population (M. D.) j ( D. 0.) Physicians Population 

l, 125,027 l, 592 179 l, 771 l : 635 
·- ---· .. 

99,657 167 l 168 l : 593 

91 , 331 81 4 fl 5 l:l,074 

215,789 438 72 510 l : 423 

27,447 30 3 33 l : 832 

41,781 57 2 59 l : 708 

109,889 222 23 245 l : 449 

32,941 63 4 67 l : 492. 

25,691 25 3 28 l : 918 

48,968 44 9 53 l : 924 

137,015 227 l 7 244 l : 562 

17,634 18 2 20 l : 882 

23,795 23 23 l :l ,252 

45,046 28 10 38 l : l , 185 

28,414 18 5 23 l :l ,235 

34,963 29 2 31 l :l ,128 

139.666 122 22 144 l : 970 

Primary Care Ratio to 
Physicians Population 

871 l : 1,292 

80 l : 1 ,246 

50 l : l , 827 

234 l : 922 

18 l : l ,525 

41 l : 1 ,019 

108 l : l ,017 

33 l : 998 

21 l : l ,223 

26 l : l ,883 

102 l : l ,343 

12 l • l ,470 '. 

12 l : 2,400 

21 l : 2,145 

14 l : 2,030 

18 1 : 1,942 

81 l : 1,724 

Note: This table is based on edited files which have been corrected for missing and erroneous infonnation which came 
to light subsequent to initial data compilation. Tabulations released earlier are superseded by these data. 

aLicensed, active physicians working in Maine 1-1ho responded to survey. 

bBureau of the Census, U.S. Department of Commerce, Advance Reports, 1980 Census of Population and Housing: Maine, 
Final Population and Housing Unit Counts, March, 1981; Maine State Planning Office, personal communication, 
November, 1981. · · 

cPrimary care physicians include all allopathic and osteopathic physicians providing direct patient care who prac
tice principally in general or family practice, 9eneral internal medicine, general pediatrics or·obstetrics and 
gynecology. 

Source: Cooperative Health Man[)o1-1er il.esource Inventory, Bureau of Health Planning and Development, Maine Depart
ment of Human Services, October, 1981. 



Future efforts to identify areas of Maine with shortages of primary 

care physicians will make use of recently developed Primary Care Analysis 

Areas (Fi1ure·l4). These areas were developed by the Maine Health Systems 

Agency, Inc. in 1979. The 62 areas identify rational areas for the 

delivery of primary care as defined by federal criteria used in the 

designation process. 

It has been generally noted that physicians living in rural areas 

are retiring at a higher rate than younger doctors are re~acing the~~4 

A 1975 survey of primary care physicians in Maine found their average 

age to be 52, fiv~ years older than the national average. More than 

one-third of the responding primary care physicians were over 55, and 

less than 10% were under 35. 
25 

Data available for 1978 indicate an 

influx of younger physicians, with 35.8% of primary care physicians 
26 

aged 55 and over and 24.6% aged 35 and under. 

Several studies have documented a need for family physicians in 

Maine, as assessed by physicians presently active in the state and by 

t d t d d f h . ' d. t . b t. 2'7' 28 0 th t f. accep e s an ar s or p ys1c1an 1s r, u ,on. ver e pas 1ve 

years, six family practice residency training programs have been 

established in southern, central and northern Maine. Fifty of the 62 

graduates of these residency programs as of December, 1979, were 

practicing in Maine. 29 

The New England College of Osteopathic Medicine (NECOM) began 

instruction in October, 1978. NECOM is Maine's sole medical school. 

Its graduates will have received a heavy emphasis on primary care 

training through clinical experience at several sites in Maine. 
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The utilization of physician extenders is one way to ameliorate the 

problems of the maldistribution of primary care physicians. The two most 

common types of these mid-level health practitioners in Maine a,re the 

physician's assistant (including Medex) and the nurse practitioner. As of 

June, 1980, 76 physician assistants and 195 nurse practitioners were 

licensed to practice in the state. 30 

In 1981, Maine had 6,377 active registered nurses (Table 24) working 

most frequently in the areas of Medical-Surgical Care (2,397 R.N.'s) and 

General Practice (996 R.N.'s). Comparative data show that in 1979 the 

number of hospital-based registered nurses and licensed practical nurses 

per 1,000 patient days was not statistically significantly different in 

Maine than in the United States (Table 25). As with physicians, there 

is considerable variation within the state in the supply of nurses (Table 26). 

lh. nental Manpower 

The major index of dental health resources is the number of practicing 

dentists. In 1980, there were 483 actively practicing dentists in the state, 

or about one dentist for each 2,329 people in Maine. The national ratio was 

estimated at about one per 2,000 people in 1977!1 The ratio of dentists to 

population varies among counties (Table 27), although, as shown in Figure 15, 

dentists in Maine are widely distributed geographically. 

As of April, 1982, five areas in Maine were designated by the federal 

government as dental shortage areas (Figure 16:. Future dental shortage areas 

will be identified using 45 Dental Care Analysis Areas (Figure 17) which have 

been developed by the Bureau of Health Planning and Development, the Maine 

Dental Association, and the Maine Health Systems Agency, Inc. 

Another category of dental manpower is the dental hygienists. In 1979, 

there were 287 dental hygienists active in Maine, or approximately three 

hygienists for each five practicing dentists (Table 27). 
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Table 24 
·ACTIVE REGISTERED NURSES IN MAINE* 

BY AREA OF PRACTICE AND COUNTY OF EMPLOYMENT 

January 1, 1981 

Area of Practice 

QJ ,.... 
u ru .... u 

.c .µ ..... .r:. .µ u 01 .µ ,.... ru I,.. ,.... 
ru !,.. ::, >, ru ru 

County QJ CL u V) u !,.. (lJ ..... 
:r: ..... ......_ ·;:: .µ :i: (/) 

of · ,.... I,.. ,.... ru QJ C u ru .µ z ru .µ ..... ,.... ..c 3: Employment Total ..... I,.. ru >- u ru ..c "' .µ I,.. 0 ,.... QJ ..... <.!) ..... .... u .µ (/) Q) C 
.0 C I,.. ......_ "CJ "CJ >, C QJ .s:::. .:,;. 
::, QJ QJ ro QJ QJ (/) QJ C .µ C 

CL <.!) <.!) 0 ~ CL CL:C:: c:( 0 => 

MAINE TOTAL 6,377 376 996 699 524 2 ,39i 300 307 l 04 356 318 

Percenta 100.0 6.2 16. 4 h l . 5 8.6 39.6 5.0 5. l l. 7 5.9 -

Androscoggin 611 33 84 91 59 203 37 22 14 33 35 

Aroostook 373 30 l 01 39 30 96 20 4 7 26 20 

Cumberland l ,816 93 240 h 85 l 55 760 l 03 74 26 94 86 

Franklin l 02 10 19 7 11 33 l 3 5 13 

Hancock 182 19 43 23 18 51 3 4 5 8 8 

Kennebec 900 31 l 02 77 59 358 46 116 18 57 36 

Knox 213 20 31 25 22 80 6 5 16 8 

Lincoln 63 2 13 11 7 20 l 3 6 

Oxford 187 9 27 39 9 70 4 2 3 6 18 

Penobscot 870 3·9 143 66 62 3 51 44 52 18 59 36 

Piscataquis 69 5 12 6 7 26 l 2 6 4 

Sagadahoc l 06 11 16 l 7 8 33 8 l l 8 3 

Somerset l 35 lo 39 20 12 38 2 l 2 8 3 

Wal do 72 8 14 4 5 24 l 2 2 2 l 0 

Washington 132 13 27 15 lG 39 2 2 4 6 8 

York 546 43 85 74 44 215 21 19 2 19 24 

NOTE: This table is based on edited files which have been corrected for missing and 
erroneous information which came to light subsequent to initial data compilation. 
Tabulations released earlier are superseded by these data. 

*Licensed. active professionals working in flaine who res1,onded to survey. 
aPercent of knowns. 

Source: Cooperative Health Manpower Resources Inventory, Clureau of Health 
Planning and Development, Maine Department of Human Services, 
October, 1981 . 
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Type of 

Table 25 

REGISTERED NURSES AND LICENSED PRACTICAL NURSES 
BY NUMBER OF NURSES PER 1,000 PATIENT DAYS 
Maine, New England, and United States:1979 

Geographic Area 
Nurse/Parameter Maine I New England I United States 

Registered Nurses (RN) 

Number (FTE) 3,435 45,081 627,215 
RN/1,000 
patient days l. 76 1.84 l. 65 

Licensed Practical Nurses (LPN) 

Number (FTE) l ,305 15,482 257,209 
LPN/1,000 
patient days 0.67 0.63 0.68 

All Nurses (RN and LPN) 

Number ( FTE) 4,740 60,563 884,424 
Percent RN 72.5% 74.4 % 70. 9% 

Source: /lmerican Hospital Association, Hospital Statistics 1980 Edition; 
Chicago, 1980 (1979 data). 
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1981 County Population b 

TOTAL l , 128,300 

Androscoggin 97,500 

Aroostook 99, l 00 

Cumberland 211,400 

Franklin 27,000 

Hancock 43,400 

Kennebec l 07, l 00 

Knox 35,200 

Lincoln 26, l 00 

Oxford 48,000 

Penobscot 141,500 

Piscataquis 17,000 

Sagadahoc 29,000 

Somerset 46,500 

Waldo 29,700 

Washington 36,400 

York 133,100 

Table 26 
ACTIVE NURSESa: NUMBER AND RATIO 

to POPULATION BY COUNTY 

Maine: 1981 (RN), 1980 (LPN) 

Registered Nurses 1980 
Popu-

Number Ratio to Pop. l ationc 

6,377 l : 177 1,125,027 

611 l : 160 99,657 

373 l : 266 91,331 

l ,816 l : 116 215,789 

102 l : 265 27,447 

182 l : 238 41,781 

900 l : 119 109~889 

213 l : 165 32,941 

63 l : 414 25,691 

187 l : 257 48,968 

870 l : 163 137,015 

69 l : 246 l 7,634 

106 l: 274 28, 79S 

l 35 l: 344 45,046 

72 l : 412 28,414 

132 l : 276 34 ~963 

546 l : 244 139,666 

Licensed Practical Nurses 

Number Ratio to Pop. 

2,365 l : 476 

205 l : 486 

251 l : 364 

543 l : 397 

44 l : 624 

79 l : 529 

292 l : 376 

54 l : 610 

20 l : l ,285 

89 l : 550 

342 l : 401 

28 l : 630 

39 l : 738 

97 l : 464 

24 l : l , l 84 

47 l : 744 

211 l : 662 

NOTE: This table is based on edited files which have been corrected for missing and 
erroneous information which came to light subsequent to initial data compilation. 
Tabulations released earlier are superseded by these data: 

aLicensed, active professionals working in Maine who responded to survey. 
bFrom population projections ~roduced by the Bureau of Health Planning and Development, 

Maine Department of Human Services, 1980 Series. 
C Bureau of the Census, U.S. Dept. of Commerce, Advance Reports, 1980 Census of Population 

and Housing: Maine, Final Poµulation and Housing Unit Counts, March, 1981; Maine State 
Planning Office, personal communication, November, 1981. 

Source: Bureau of Health Planning and Development 
Maine Department of Human Services, December, 1981. 
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I 
-..J 
0 
I 

County 

TOTAL 

Androscoggin 

Aroostook 
Cumberland 

Franklin 

Hancock 

Kennebec 

Knox 

Lincoln 

Oxford 

Penobscot 

Piscataquis 

Sagadahoc 

Somerset 

Waldo 

Washington 

York 

Table 27 

ACTIVE DENTISTSa AND DENTAL HYGIENISTSa: NUMBER AND RATIO TO POPULATION BY COUNTY 

Ma.foe: 1980 (Dentists), 1979 (Oental Hygienists) 

1980 Populatio~t 1980 ·Ratio to 1979 Populationc 1979 Ratio to 
Dentists Pooulahon Hvai enistc:: Pon 11l;ition 

l. 125,027 483 1:2,329 1,105,200 287 1 : 3,851 

99,657 42 1:2,373 96,600 18 l : 5,367 

91,331 27 1 :3 ,383 98,400 11 1 : 8,945 

215,789 136 1:1,587 208,200 107 l : 1,946 

27,447 9 1 :3,050 26,200 6 l : 4,367 

41 , 781 21 1 : 1 , 990 41,900 8 1: 5,238 

109,889 49 1: 2,243 105,100 26 l : 4,042 

32,941 18 1; l, 830 34, l 00 9 l : 3,789 

25,691 12 1:2,141 25, 1 00 7 l : 3,586 

48,968 16 1 :3, 060 47,300 9 l : 5,256 

137,015 57 1 :2,404 138,800 41 l : 3,385 

17,634 6 1:2,939 .16,900 4 1 : 4,225 

28,795 11 1 : 2,618 28,000 .,. l: 7,000 

45,046 15 l: 3,003 45,500 11 l: 4,136 

28,414 7 1:4,059 28,500 1 l : 28,500 

34,963 10 l :3,496 35,200 2 1:17,600 

139,666 47 1:2,972 129,300 23 l : 5,622 

NOTE: This table is based on edited files which have been corrected for missing and erroneous information 
which came to light subsequent to initial data compilation. Tabulations released earlier are super
seded by these data. 

alicensed, active professionals working in Maine who responded to survey. 

bBureau of the Census, U.S. Department of Commerce, Advance Reports, 1980 Census of Population and 
Housing: ~aine, Final Population and Housing Unit Counts, March, 1981; Maine State Planning Office, 
personal communication, November, 1981. 

cFrom population projections produced by the Bureau of Health Planning and Development, Maine 
Department of Human Services, 1980 Series. Figures may not ijdd due to rounding. 

Source: Bureau of .Health Planning and ilcvelopr.ient, tlainc O.c;rnrtr.icnt of Human Service5, Dae.ember, 1981. 
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Ill ~~~~~e~~sM:~~ew~~~~~ 
a 15 mile radius of 
the location of the 
primary practice of an 
active dentist as of 
January, 1980. 

Source: Bureau of Health Planning and Development, 
Maine Department of Human Services, in 
cooperation with dental health coordinators 
for Veterans Administration Medical and 
Regional Office Center. September, 1980. 
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Figure 1Z 

MAINE DENTAL CARE ANALYSIS Ar~EAS 
·1980 

CJ 

"' 

0 

Source: 

@ 1978 LtAm::: Of PMTMUIT OF TRAJ-iSK!RTATION 

Bureau of Health 
Maine Department 
October, 1980. 
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Unorganized Townships 
Not Included in Dental 
Care Analysis Areas. 

Planning and Development, 
of Human Services, 
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2. Facilities 

Maine had 46 genet·al hospitals in 1981 containing a total of 4,525 beds. Of 

the 49 hospitals in 1980, nineteen ~\/ere in the 51-100 bed category; only three 

facilities had more than 300 licensed beds (Table 28). Table 28 also indicates 

the number of hospitals that provided specialized obstetric, neonatal care, 

emergency, skilled nursing, and psychiatric services. 

Kennebec, cine of the more populous counties, has the highest rate of hospital 

beds per thousani popu ation, while Waldo, a rural coastal county, has the lowest 

(Table 29). Pen)bscot has the highest skilled nursing bed rate, with eight counties 

having no beds in this category. 

The geographic distribution of hospitals in Maine is displayed in Figure 18 

which shows Maine hospitals located within the 42 Hospital Analysis Areas developed 

by the Maine Health Dat1 Service in 1974. The hospitals plotted on Figure 18 are 

identified in Table 30. The numbers of acute care beds, skilled nursing 

beds, intermediate care beds, and boarding care beds in each hospital (licensed as of 

July, 1981), are displayed in Table 30. 

Intermediate care is provided inl59facilities with 8,560beds, and boarding 

care in296 facilities with 3,572beds. Table 31 shows that Oxford County has 

the highest rate of intermediate care beds per l ,000 residents. Knox County has 

the highest rate for boarding care beds. Waldo County has the lowest rate of 

intermediate care beds, and Franklin and Hancock Counties have the lowest rates 

of boarding care beds. 
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Table 28 

SELECTED HOSPITAL CHARACTERISTICS IN MAINE 
ACUTE CARE 

Hospital Characteristics 

Acute Care Hospitals 

Licensed Beds: 

0-30 
31-50 
51-100 
101-300 
301+ 

Obstetric UnHs 

1980 

Number of 
Hospitals 

49 

8 
ll 
19 
8 
3 

~~33 

Neonatal Units: "-\ ~\_ ~ 
Neonatal Intermediate Care U~~\'\~ 
(Level II) '("\C\i\~ 
Neonatal Intensive Ca~~ts 
(Level III) 

Emergency Departments: 
Initial Care, Triage & Referral 
(Level . ) 
Standby Emergency Care (Level I I) 

24-hour EmergE·ncy Care (Level III) 
Level not reported 

None 

Skilled Nursing Beds on Premises 

Psychiatric Units 

3 

4 

19 
25 

9 

9 

Source: Cooperative Health Facilities Resource Inventory, 
Bureau of Health Planning and Development, 
Maine Department of Human Services, 
July, 1981 
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Table 29 

HOSPITAL AND SKILLED NURSING FACILITIES AND BEDSa IN MAINE BY COUNTY 
July, 1981 

Number of Number of Rate/l ,000 Number of Number of Rate/1 ,000 
Pop u l a ti on c Facilities ~ounty Hospitals Hos pi ta l SNF Beds 

Beds with SNF Beds b 

Total 4-6 4,525 4.0 17 43D 

Androscoggin 2 472 4.8 l 71 

Aroostook 6 396 4.0 3 37 

Cr@berland 7 l ,073 5. l 4 87 

F·anklin l 60 2.2 - -
Hancock 4 166 3.8 - -
Kennebec 3 599 5.6 l 18 

Knox 2 139 3.9 l 20 

Lincoln 2 68 2.6 - -
Oxford 2 147 3. l - -
Penobscot 6 646 4.6 3 122 

Piscataquis 2 66 3.9 l 12 

Sagadahoc l 92 3.2 - -
Somerset 2 128 2.8 - -
Waldo l 58 2.0 - -
Washington 2 11 5 3.2 - -
York 3 300 2.3 3 63 

alncludes all facilities with these beds regardless of licensure level, except 
for stat~federal, and college facilities. 

bFacilities with several bed types (levels of care) are counted more than once 
in this table. 

Population 

0.4 

0.7 

0.4 

0.4 

-
-
0.2 

0.6 

-
-
0.9 

0.7 

-
-
-
-
0.5 

cl981 Projected Population, From population projections produced by the Bureau of 
Heal.th Planning and Development, Maine Department of Human Services, 1980 Series. 

Source: Division of Licensing and Certification, Maine Department of Human Services, 
Health Care Facilities Dir(•ctory, July, 1981. 
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Figure 18 

LOCATION OF MAINE ACUTE CARE 
HOSPITALS HITHIN 42 HOSPITAL 

ANALYSIS AREAS 
July, 1981 

Note: Area numbers are 
keyed to Table 30. 

Consolidated as one facility 
in January, 1981 40 

• 
34 

29 

Consolidated as one facility in July, 1980. 

INE 
Source: Bureau of Health Planning and Development, 

Maine Department of Human Services, 
January, 1982. 
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Table 30 

ACUTE CARE HOSPITALS IN MAINE 
BY HOSPITAL ANALYSIS AREAa AND 

NUMBER OF LICENSED BEDS 

July, 1981 

Hospital 
Hospital Analysis ,~rea 0 No. of Licensed Beds 

Aroostook Medical Center 

Bath Memorial 

Blue Hill Memorial 

Calais Regional 
Camden Community 

Cary Medical Center 

Castine Community 

Central Maine Medical Center 

Charles A. Dean Memorial 

Community General 

Down East Community 

Eastern Maine Medical Center 

Franklin County Memorial 

Henrietta D. Goodall 

Houlton Regional 

James A. Taylor Osteopathic 
Kennebec Valley Medical Centrr 
Maine Coast Memorial 

Maine Medical Center 
Mayo Memorial 

Mercy 

Mid Maine Medical Center 

Mil es Memorial 

Millinocket Community 

Mount Desert Island 

Northern Cumberland 

Northern Maine Medical Center 

Area 
Number 

41 

l 

24 

25 

7 
36 

26 

14 

31 

37 

33 

22 

l 3 

11 

39 

22 

17 

30 

9 

28 

9 

21 

8 

34 

23 

5 

38 

Area Name Acute 

Presque Isle 110 
Bath 92 

Blue Hill 24 

Calais 77 
Camden 33 

Caribou 

Castine 

65 

12 

Lewiston 239 

Greenville 14 

Ft. Fairfield 47 

Machias 

Bangor 

Farmington 

San ford 

Houlton 
Bangor 

Augusta 
Ellsworth 

38 

349 

60 

82 

75 

60 

220 

64 

Portland 525 

Dover-Foxcroft 52 

Portland 176 

Waterville 301 

Damariscotta 36 

Millinocket 50 

Bar Harbor 66 

Bridgton 34 
Fort Kent 70 
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Table 30 (con't.) 

ACUTE CARE HOSPITALS IN M1INE 
BY HOSPITAL ANALYSIS AREA AND 

NUMBER OF LICENSED BEDS 

July, 1981 

Hospital 
Hospital Analysis Areab No. of Licensed Beds 

Area 
Number 

Area Name Acute SNF 

Osteopathic Hospital of Maine 9 Por 1 and 160 

Parkview Memorial 6 Brunswick 58 

Penobscot Bay Medical Center 10 Roe kl and 106 

Penobscot Valley 32 Lincoln 44 

Plummer Memorial 27 Dexter 13 

Redington-Fairview General 20 Skowhegan 92 

Regional Memorial 6 Brunswick 90 8 

Rumford Community 16 Rumford 97 

Sebasticook Valley 19 Pittsfield 36 

St. Andrews 4 Boothbay Hbr. 32 

St. Mary's General 14 Lewis ton 233 

St. Joseph's 22 Bangor 130 

Stephens Memorial 1 5 Norway 50 

Van Buren Community 42 Van Buren 29 

Waldo County 2 Belfast 58 

Waterville Osteopathic 21 Watervil 1 e 78 

Webber Hos pi ta 1 3 Biddeford 150 

Westbrook Community 9 Portland 30 

York Hospital 12 York 68 18 

aHospital analysis areas as developed by the Maine Health Data Service, 1974. 

bSee map of analysis areas (Figure 18). 

Source: Analysis Areas - Maine Health Data Service, 1974. 

Licensed Beds - Division of Licensing and Certification, 
Maine Department of Human Services, 
Health Care Facilities Directory, July, 1981. 
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Table 31 

INTERMEDIATE AND BOARDING CARE FACILITIES AND BEDSa IN MAINE BY COUNTY 
July, 1981 

Number of Number of Rate/1 ,000 Number of Number of 

County Facilities !CF Beds Popu la ti one Facilities BC beds 
with ICFBedsb ~ with'BC beds 

Total 159 8,560 7,6 296 3,572 

Andros co gg in 16 l , 081 11 . l 27 247 

Aroostook 14 705 7. l 25 318 

Cumberland 25 l ,484 7.0 35 552 

Franklin 5 139 5 .1 3 22 

Hancock 6 423 9.7 2 11 

Kennebec l 5 934 8.7 47 603 

Knox 4 277 7.9 30 311 

Lincoln 2 124 4.8 8 81 

Oxford 8 546 11 .4 13 139 

Penobscot l 7 754 5.3 18 345 

Piscataquis 2 94 5.5 3 75 

Sagadahoc 5 203 7.0 10 78 

Somerset l 3 522 11. 2 31 259 

Waldo l 60 2.0 18 142 

Washington 8 361 9.9 5 81 

York 18 853 6.4 21 308 

a Includes ill facilities with these beds regardless of licensure level, 
except for state, federcl, and college facilities. 

bFacilities with several bed types (levels of care) are counted more than once 
"in this table. 

Rate/1,000 
Popu l ati one 

3.2 

2.5 

3.2 

2.6 

0.8 

0.3 

5.6 

8.8 

3 .1 

2.9 

2.4 

4.4 

2.7 

5,6 

4.8 

2.2 

2.3 

cl98l Projected Population. From population projections produced by the Bureau of 
Health Planning and Development, Maine Department of Human Services, 1980 Series. 

Sources: Divis ion of Licensing and Certification, Maine, Department of Human Services, 
Health Care Facilities Directory, July, 1981. 

Division of Licensing and Certification, Maine Department of Human Services, 
Maine Licensed Boarding Homes Directory, July, 1981. 
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The occupancy percentages in Maine health facilities are displayed in Table 32. 

The table shows that the hospitals with greater numbers of beds also have higher 

occupancy rates. Maine's intermediate and boarding care facilities have very high 

occupancy rates. 

The state also has more than 30 ambulatory care centers which provide medical 

and other types of primary care. The centers are not-for-profit, often free-standing 

facilities and they serve approximately half of Maine's towns and cities. Many 

of these centers have been established since 1970. 

Approximately 18,000 persons are cared for each year at Maine's two mental 

health institutes and 30,000 persons are served at the eight corrmunity mental health 

centers. The locations of these and other facilities are shown in Figure 19. 

About 4,000 people are admitted to inpatient psychiatric services for treatment 

of acute disturbances. Table 33 shows admissions and discharge data for the 

institutes and community mental health centers. Utilization figures for community 

Based Psychiatric .Units are shown in Table 33A. 

Of those admitted to the institutes, approximately half have had prior 

admissions to the same institution; and somewhat fewer than half of those readmitted 

had been released within the prior six months. Aftercare programs have been set 

up to help maintain former psychiatric patients in the community, with a caseload 

of approximately 2,950 clients. 32 

Figure 20 depicts Maine's substance abuse facilities which, in 1981, 

provided residential, shelter and detoxification services to approximately 4,600 

people with alcohol-related problems (Table 36). In addition, halfway house, 

outpatient, and extended care were provided to approximately 4,800 people who 

abuse alcohol and other drugs as well (Table 36). Tables 34 and 35 show substance 

abuse outpatient and residential treatment facilities by region. 



Table 32 

PERCENT OCCUPANCY IN HEALTH FACILITIES IN MAINE* 
Hospitals and Other Facilities 

Facility Type/ 
Bed Size Grou 

Hospitals 

0-30 
3l-50a 
51-1 00 

l 01- 300 
300+ 

1980 

Percent 
Occupancy 

~~.) 

<::)'<"" 51 .8 
-~✓ 56.9 

~~... 61.3 
§)' 74. 8 

\\s 88.8 
~\'-'' 

Skilled Nursing Car~ 76.4 

Intermediate Care~ 98.4 

Boarding Cared 91 .0 

*Facilities open as of December 31, 1980. 

aExcludes l facility with unknown inpatient days. 

bExcludes 2 facilities with unknown inpatient days. 
C Excludes 30 facilities with unknown inpatient days. 

dExcludes 106 facilities with unknown inpatient days. 

Source: Cooperative Health Facilities Resource Inventory, 
Bureau of Health Planning and Development, 
Maine Department of Human Services, September, 1981. 
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Figure 19 

Community Mental Health Centers, 
Children Services Progr,ms, and 

Corrections Programs 

Maine, 1981 
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Source: Maine Department rof, 
Mental Health ~nd 
Mental Retardation, 
December, 198 I 
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Table 33 

ADMISSIONS AND DISCHARGES 
COMMUNITY MENTAL HEALTH CENTERS AND MENTAL HEALTH INSTITUTES 

Maine, FY81 

Community Mental Health Centers 
FY81 

Beginning 
Counties Population 

Admissionsa Area CMHC Served 7 /1 /80 Discharqes 
Total 12,070 14,346 12,977 

I Aroostook Mental Aroostook 920 1,526 1,379 
Health Center 

I I The Counseling Penobscot 1,808 1,903 2,074 
Center Piscataquis 

Hancock 
Washington 

I II Kennebec Va 11 ey Kennebec 2, 151 3,406 2,023 
Mental Health Ctr. Somerset 

IV Tri-County Mental Andro- 2,953 2,616 2,672 
Health Services scoggi n 

Oxford 
Franklin 

V Area V Board Cumberland l, 369 1,450 1,689 
. VI York City Coun- York 1-,720 l ,295 l , 172 

seling Services 
VII Bath-Brunsl'li ck Lincoln 532 l, 156 l ,005 

Mental Health Assn. Sagadahoc 
VIII Mid-Coast Mental Knox 617 994 963 

Health Center Waldo 

Mental Health Institutes 
FY81 

Beginning 
Populat'ion Additional Discontinued 

Facil it.v 7 /1 /80 Clients Clients 

Total 757 1,552 1,514 

Augusta t1en ta l Hea 1th Institute 397 934 891 
Bangor Mental Health Institute 360 618 623 

6 Includes readmissions. 
Source: Maine Department of Mental Health and Mental Retardation,personal 

communication, January, 1982. 
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Ending 
Population 

6/30/81 
13,439 

1,067 

1,637 

3,534 

·2,897 

l, l 30 
l ,843 

683 

648 

Ending 
Population 

6/30/81 

795 

440 
355 





Hospital Name 

Webber Hospital 

Maine Medical Ctr. 

St. Mary's General 

Regional Memorial 

Kennebec Valley 
Medical Center 

Aroostook Med. Ctr. 

Mid-Maine Med. Ctr. 

Penob. Bay Med. Ctr. 

Veteranr Administra-
tion Facility at 
Tagus 

Table 33A 

Selected Utilization Figures_for 
Community Based Psychiatric Units in Maine 

1981 

Beds Set up # # Patient % 
and Staffed D"sch 

12 422 3,953 90.25 

26 877 8,906 93.85 

21 600 5,403 70.48 

11 322 2,370 59.00 

11 244 3,229 80.45 

10 279 l , 815 49.59 

24 417 8, 130 92. 79 

6 130 l_, 440 65.83 

211 l, 263 66,819 86.52 

Av. Length Average 

9.37 10.83 

10.16 24.40 

9.01 14. 80 

7.36 6.49 

13. 23 8.95 

6.50 4.96 

19.50 22. 27 

11. 08 3. 95 

52.90 182. 87 

Source: Maine Health Facilities Resources and Utilization, 1981, Bureau of Health Planning 
and Development, Maine Department of Human Services. 
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Source: Office of Alcoholism and Drug Abuse Prevention, Maine 
Department of Human Services, January, 1982. 
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SERVICE 

Shelter 

Detox. 

I 
o:i 
-.....J 
I 
Residen-
tial 

Rehab. 

Halfway 
Houses 

Extended 
Care 

REGION I 

York, Cumberland, Knox 
Sagadahoc, Li nco 1 n, 
Waldo 

TWENTY FOUR HOUR CLUB-
Portland 

TWENTY FOUR HOUR CLUB-
Portland 

CROSSROADS- So. Windham 

CROSSROADS- So. Windham 

DAY ONE- Bar Mills 

MERRYMEETING HOUSE 
- Bowdoinham 

SERENITY HOUSE 
- Portland 

MILESTONE FOUNDATION-
Old Orchard Beach 

fable 34 

SUBSTANCE ABUSE RESIDENTIAL TREATMENT FACILITIES 
BY SERVICE AND REGION, 1981 

REGION I I REGION III REGION IV 

Androscoggin, Franklin, Kennebec, Somerset Penobscot, Piscataquis, 
Oxford Hancock, Washington 

FELLOWSHIP HOUSE- HOPE HOUSE- Bangor 
Lewiston 

FELLOWSHIP HOUSE- HOPE HOUSE- Bangor 
Lewiston PLUMMER MEMORIAL HOSP. 

- Dexter 

ST. MARY'S HOSPITAL KENNEBEC VALLEY ALCOHOL INSTITUTE, EMMC 
- Lewiston COMP. ALCOHOLISM - Bangor 

ELAN III, V, VII, VIII TREATMENT PROG. HOPE HOUSE - Bangor - Waterville - Poland Springs 

ELAN IV- Waterford VET. ADMIN. 
ALCOHOL TREAT-
MENT UNIT-

Togus 

BANGOR HALFWAY HOUSE 
(Men) 

BANGOR HALFWAY HOUSE 
(Women) - Bangor 

NOTE: Programs specifically organ~:ed to serve substance abusers. 

Source: Office of Alcoholism and Drug Abuse Prevention, 
Maine Department of Human Services, January, 7982. 

REGION V 

Aroostook 

AROOSTOOK MENTAL 
HEALTH SERVICES 
RESIDU"'TIAL 
TREATMTh1 

- Limestone 



REGION I 

York, Cumberland, Knox 
Sagadahoc, Lincoln, Wa1dc 

CO~TNITY ALCOHOLISM 
SE?.VICES- Portland 

- Rockland 
- Belfast 

DA: ONE- Portland 

BA':"""tl-BRGNSWICK MENTAL 
HEALTH- Brunswick 

- Bath 
I 
co - Boothbay Harbor 
f - Damariscotta 

ITU CIRCLE- Brunswick 

hESTERN MAINE COLTNSELING 
SERVICE- Bridgton 

SIT~ARD- Rocklaud 
- Damariscotta 
- Belfast 

YORK COUNTY COUNSELING 
SERVICES- Kezar Falls 

- Saco 
- Sanford 
- York 

Table 35 

SUBSTANCE ABUSE OUTPATIENT TREATMENT FACILITIES 
BY REGION, 1981 

REGION I I 

Androscoggin, Oxford, 
Franklin 

TRI-COUNTY MENTAL 
HEALTH SERVICES 

- Lewiston 
- Farmington 
- Norway 
- Rumford 

REGION II I 

Kennebec, Somerset 

CRISIS AND 
COUNSELING

-Waterville 
-Augusta 

NEW DIRECTIONS 
- Waterville 
- Augusta 
- Madison 

KENNEBEC VALLEY 
COMP. ALCOHOLISM 
TREATME1'-'T FROG. 

- Madison 

I 
REGION IV 

Penobscot, Piscataquis, 
Hancock, Washington 

ALCOHOL INSTITUTE, EMMC 
- Bangor 

r i..lj}J.M.t.K M:E.MORIAL HOSP. 
- Dexter 

MILLINOCKET COMMUNITY 
HOSPITAL- Millinocket 

MAYO REGIONAL HOSPITAL 
- Dover-Foxcroft 

MID-COAST MEMORIAL HOSP. 
- Ellsworth 

BLUE HILL MEMORIAL HOSP. 
- Blue Hill 

MOUNT DESERT ISLAND 
HOSPITAL- Bar Harbor 

CALAIS REGIONAL HOSPITAL 
- Calais 

DOWNEAST HOSPITAL 
- Machias 

REGION V 

Aroostook 

AROOSTOOK MENTAL HEALTH 
SERVICES - Caribou 

- Fort Kent 
- Houlton 
- Madawaska 
- Presque Isle 
- Van Buren 

~iOTE: Programs speci fi cal ly organized to· serve substance abuse rs. 

Source: Office of Alcoholism and Drug Abuse Prevention, 
Maine Department of Human Services, January, 1982. 



Table 36 
CLIENTS ADMITTED TO SUBSTANCE ABUSE FACILITIES 

Maine, 1981 

Service Number of Clients 

TOTAL 9,368 

Shelter l ,940 

Detoxification l ,085 

Residential Rehabilitation l ,545 

Halfway Houses 212 

Outpatient 4,543 

Extended Care 43 

Note: These figures reflect only those agencies which report 
to OADAP. Therefore, persons receiving services at 
community mental health centers, general hospitals 
and other agencies which do not report to OADAP are 
not- included. The numbers are derived from clients 
admitted in the first three quarters of 1981 projected 
through the fourth quarter. 

Source: Office of Alcoholism and Drug Abuse Prevention, 
Maine Department of Human Services, December, 1981. 
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G. Health Expenditures 

One measure of resources utilized in the delivery of health care is the 

amount of dollars expended for services within this system. Increasing 

expenditures for health care have raised concern about the allocation of our 

resources to various sectors of the health economy, as well as the ability of 

people to pay for and obtain needed health services. 

As part of an ongoing project to accumulate and study information on health 

care expenditures, the Bureau of Health Planning and Development has developed 

a "funds flow analysis". The analysis provides information on the total 

investment for health care in Maine, the services that are being bought and the 

sources of payment for these services. 3'3 

Figure 21 shows the estimated distribution of personal health expenditures in 

Maine for 1978 by services bought (i.e., by type of expenditure). Of the total 

expenditures of $778 million, hospitals accounted for $326 million or 41 .9%, 

followed by Physicians at· 131 m·illion, or 16:9%. 

Figure 22 displays the estimated distribution in 1978 of the sources of funds 

for health expenditures. The federal government was the largest funding source 

at 32.4%, followed by consumer and other (30.6%) and private insurance 

(24.7%). 

Table 37 displays estimated per capita health expenditures for four major 

categories. Per capita hospital expenditures were $330.50 in 1979 and have 

increased at an average rate of 13.7% per year. Physician expenditures 

per capita have increased at an annual average rate of 12.8% and were 

$130.59 in 1979. Expenditures for nursing home care have experienced the greatest 

average increase per year at 17.l %. 
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Figure 21 

HEA[TH EXPENDITURES, BY TYPE OF EXPENDITURE 
Maine, 1978 

Other Health 
Professionals 

2. 1 % 

Eyeglasses and 
Appliances. 

2.0% 

(Percentage Distribution) 

Physicians 
16.9% 

Hospitals 
41.9% 

$778 Million 

Figure 22 
HEALTH EXPENDITURES, BY SOURCE OF FUNDS 

Maine, 1978 
(Percentage Distribution) 

Federal Government 

32 ,4% 

Private Insurance 
24. 7'I, 

Federa 1 Private 
'---- Insurance 

2.9% 

$778 Mi11 ion 

aGovernment Public Health Activities. 
Source: Armstrong, B., Health Care Expenditures, Maine 1978 

Augusta: Maine Department of Human Services, August, 1981. 
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Table 37 

ESTIMATED PER CAPITA HEALTH EXPENDITURES FOR HOSPITALS, 
PHYSICIANS, NURSING HOMES AND DRUGS AND SUNDRIES 

Maine, 1974-1979 

Hospitalsa Physicians b Nursing Homes Drugs and Sundries 

Year $ Per % $ Per % $ Per % $ Per 
Cao. Increase Cap. Increase Cap. Increase Cap. 

1974 173. 84 -- 71. 85 -- 41. 36 -- 41 .76 

1975 202.64 16.6 87.06 21.6 49.85 20.5 44.96 

1976 237. 32 l 7. l 96.17 10.5 59. 55 19.5 46.95 

1977 267.33 12.6 l 08. 44 12.8 71.68 20.4 50.24 
1978c 296. 52 l O. 9 120.24 l O. 9 80. 86 12.8 54.12 
1979d 330.50 11. 5 130. 59 8.6 90. 77 12.3 58.01 

Mote: This is a revised version of the preliminary estimates for 
1974-1979 as given in a similar table in the preceding issue 
of this document. 

aEstfmates include hospital based physicians. 

bEstimat~s exclude hospital based physicians. 

cPreliminary Estimates. 

dProjections .. 
Source: Armstrong, B., Health Care Expenditures, 1974-79. 

Augusta; Maine Department of Human Services, 
December, 1980. · 
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Figure 23 

SELECTED HEALTH EXPENDITURES 
Maine, 1974-1979 

1976 1977 1978 

' Hospitals 

Physicians 

Nursing Homes 

Drugs and Sundries 

1979 

Source: Armstrong, B., Health Care Expenditures, Maine 1974-79, Augusta: Maine 
Department of Human Services, December, 1980. 

Figure 23 displays selected health expenditures in Maine. Expenditures for 

community hospital services amounted to $365.2 million in 1979 and have experienced 

an average annual increase of almost 15% since 1974. Physician expenditures 

were $144.3 million in 1979 and have averaged a 14% increase per year since 

1974. Expenditures for nursing home care have increased at an average annual rate 

of 18% and amounted to 100.3 million in 1979. 
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Table 38 shows third party insurance coverage through public programs 

in Maine for 1980. These two programs protect nearly one-quarter of all 

Maine residents. These public insurance programs provide more uniform types 

of coverages, but the cost to the individual may vary due to income limitations 

and deductibles. 

Table 39 displays third party private insurance coverage in Maine and the 

United States for persons under age sixty-five. These estimates represent 

persons with some form of coverage within the four basic categories. Both the 

premium cost and the extent of coverage may vary for each individual depending 

on the type of policies held. 

Data for Maine's Medicaid Program are presented in Figure 24. Almost 

three-quarters of the eligibles have been qualified on the basis of the 

federally assisted welfare programs of "Aid to Families With Dependent Children" 

(AFDC) and "Supplementary Security Income" (SSI). 

Since 1974, Medicaid expenditures have increased at an average annual rate 

of 18%. Medicaid Program recipients received $135.2 million in benefit 

payments in FY 1980. Of this, nearly one half ($63.l million) was for nursing 

home care. Inpatient hospital benefits accounted for the second largest amount 

at $31 .o million or 23%. 
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Table 38 

PUBLIC INSURANCE PROGRAM COVERAGE 
Maine, 1980 

Program People Enrolled % of Population 
or Eligible 

Medicaid l 09 ,611 9.8% 

Medicare - Part A 156,926 14. l % 

Part B 155,244 13.9% 

Source: Office of Statistics and Data Management, 
Health Care Financing Administration, 
July, 19 81 . 

Table 39 

PRIVATE INSURANCE COVERAGE 
FOR PERSONS UNDER AGE 65 

Maine, 1979 

Maine U.S. 

Expense People Protected j % Population % Population a 

Hospital 749,000 77. 3% 

Surgical 725,000 74.8% 

Physician 709,000 73.2% 

Major Medi cal* 283,000 29.2% 

*Note: Major Medical expense coverage does not include 
Blue Cross and Blue Shield. 

85.9% 

83.0% 

78 . .4% 

52.6% 

aThese are revised figures and supersede all data previously 
published. 

Source: Health Insurance Institute, Source Book of Health Insurance. 
1980-1981 Edition. 
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Medicaid Eligibles 
by Category 

FY 1980 
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Figure 24 

MAINE MEDICAID PROGRAM 

June 1978 - July 1980 

Medicaid Expenditures by 
Type of Service FY 1980 
(in $1,000's of dollars) 
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NOTE 

The reader should be aware that several of the State agencies responsi

ble for delivering or regulating health services have been reorganized since 

this section was written in 1980. Consequently, the information contained 

in Chapter III should be considered only as a general guide to programs. 

For more current information, the reader should contact the specific agency 

or the Bureau of Health Planning and Development. 
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Introduction 

This section of the State Health Plan for Maine is written in part to 

satisfy the requirement of the federal guidelines which calls for a 11 State 

Policy Analysis. 11 According to the guidelines, 

State level policy analysis should contain (1) an inventory 
of existing state and federal health policies and programs, 
(2) a review of planned, proposed, or emergent policies and 
programs, (3) an articulation of goals and objectives 
reflected in the plans of other health and health related 
programs, (4) an analysis of state-wide forecasts of 
demand and need for health services and their supportive 
resources; (5) a cost impact analysis of current and proposed 
policies, health care financing methods, regulatory activities, 
and programs in the health field, on the performance of the 
health delivery system, and health status. 

In addition, the guidelines state that the examination performed by the 

SHPDA of state and federal programs operating in the state 11 should include a 

review and analysis of population coverage, expenditures, utilization, goals 

and objectives of these state and federal programs. 11 

Accordingly, the following sections of this chapter of the State Health 

Plan will employ a format which addresses each of the subjects mentioned above. 

Thus, Section A (p. l 071 below corresponds to (l) above .. an inventory of 

policies and programs. Section A includes: a description of each program, 

including the pertinent legislation and regulations; the health problems addressed 

by each program; the population in need of each program's services and the number 

of people being served by each program; and a description of the services rendered 

by each program. 
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Section B (p.1ss) corresponds to (2) in the federal guidelines quoted above 

a review of planned or emergent policies identified for each of the programs 

described in Section A. 

Section C (p.168) corresponds-to (3) in the federal guidelines quoted above. 

This section references Chapter IV, Section A (p. 19.o) which contains the goals 

and objectives for the programs described in Section A. 

Section D (p.168) corresponds to (4) in the federal guidelines quoted above 

an analysis of state-wide forecasts of demand and need for the services of the 

programs described in Section A. Often, these have already been described in 

Section A and, if so, Section A is duly referenced. 

Section E (p.176) below corresponds to (5) in the federal guidelines quoted 

above -- a cost impact analysis of the programs described in Section A. Due to 

the difficulty of conducting such an analysis, it is frequently not possible to 

link program activities to indicators of system performance and health status. 

However, at a minimumj the expenditures for the programs have been identified. 

The programs identified in the following sections are primarily located 

within the Department of Human Services. The Department is the principal 

agency of State government in Maine for developing, ·implementing or administer

ing State and federal health programs and policies. It is the department charged 

with conducting the public health activities of the State. It is also the 

department which administers the Medicaid program and other elements of the 

Social Security Act. It conducts the health regulatory activities of the State. 

The remaining programs are located within the Maine Department of Mental 

Health and Corrections, the entity of State government responsible for mental 

health programs. The Department is charged with developing a system of services 

to promote mental health, prevent mental illness, and provide effective treat

ment and rehabilitation services. 
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Policy directions underlying the programs described in Sections A through 

E were, in many' cases, initiated by the administration of the former Governor 

of Maine. Health policy has become a major priority of the current Governor, 

Joseph Brennan and his administration. Governor Brennan assumed office in 

January, 1979, and subsequently appointed Michael Petit to the pos i ti o,n of 

Cammi ss i oner of the Department of Human Services. Si nee becoming Cammi ss i oner, 

Mr. Petit has established several priority health policy directions for the 

new administration. These are reflected in policy statements and speeches that 

Mr. Petit has made in the last eighteen months._ 

Mr. Petit delivered v,hat he termed his "inaugural health address as the 

new Commissioner of the Department" on May 23, 1979. Mr. Petit stated that 

"the ·major goal of this administration will be the development and implementa

tion" of "a positive health strategy, one which emphasizes the promotion of 

health and the prevention of disease as an equal partner to the development of 

more sophisticated ways to diagnose and treat our afflictions." Among the 

initiatives identified by Mr. Petit was the development of a state-wide Governor's 

Task Force on Maternal and Child Health "to examine the problems of adolescent 

pregnancy and the other problems associated with prenatal care and the health 

care of young children. Our goal will be to develop a comprehensive state-wide 

system of maternal and child health services available to all who need and want 

them. 11 

In addition, Mr. Petit convened 11 a Governor's Task Force on Long Term Care 

to examine the health and social needs of adults unable to function independently. 

Its primary purpose is to help shape the State's future actions for aiding, at a 

cost we can afford, those persons, most elderly, who are temporarily or permanently 

unable to assume total responsibility for their own health care." The administra

tion will "actively pursue" the development of alternatives to institutional long 

term care. 

Further, Mr. Petit stated that the administration would ''develop and promote 
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a state-wide health education effort, 11 both in school health education programs 

and programs to assist people with chronic diseases such as diabetes and hyper

tension. 
Mr. Petit stated that the development of needed primary care services 

was also important, especially in areas where they presently do not ex·ist. 

Finally, Mr. Petit said that 11 development of a comprehensive State health 

plan which identifies not only the primary care services we want to be avail

able to all Maine people, but also the hospital a~d long term care services we 

need 11 is an impo.rtant step 11 toward development of an improved health care 

sys tern. 11 

In remarks prepared for the Maine Health Care Association on September 19, 

1979, Mr. Petit defined the role of the nursing home in the care of the elderly 

and the disabled. 11 We must move to establish a better balance between home 

based and community based services and institutional care. 11 He went on to add 

that 11 the nursing home must become one part ... of a system of social and health 

services, 11 including congregate housing, personal care services, homemaker and 

home health services, day care and boarding care facilities. 

Turning his attention to cost containment in a September 22, 1979 address, 

Mr. Petit urged that 11 we commit ourselves to restraining increases in the costs 
II 

of health care services. He described the State 1s Health Information Disclosure 

Act and the creation of the Voluntary Budget Review Organization of Maine 

emphasizing that 11 it is now possible for Maine 1 s hospitals to join toC;etller 

in an attempt to voluntarily limit the rate of increases in their charges and 

expenses to reasonable levels. 11 

Mr. Petit went on to state that he views the regulation of new investment in 

the health care system through the Maine Certificate of Need Program as critically 

important. The Department would review proposals carefully and approve only those 

proven to be absolutely necessary. 11 We may well decide that other proposals, 

including some which may be desirable, must be set aside. 11 
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In a speech to the Maine Dietetic Association on November 8, 1979, Mr. 

Petit announced that a new Risk Reduction Program would "expand the Department 

'of Human Service's ability to meet its broad mandate of prioritizing, preserv

ing and promoting the public's health through influencing personal lifestyles 

in Maine. 11 The Risk Reduction Program assesses personal behavior which is 

detrimental to good health and attempts to modify such behavior (smoking, 

druq and alcoho·1 abuse. overeatinq. etc.) through health education. 

While addressing the Portland Journal Club on January 16, 1980, Mr. Petit 

described the Department's major thrust as 11 working to promote and implement 

in Maine many of the basic goals contained in the Department of Health, Education 

and Welfare's recent major paper on preventing disease and promoting health. 11 

He indicated that this involves ''individuals assuming greater personal responsi

bility for their health. 11 

Mr. Petit went on to announce that an Environmental Health Hazard bill had 

been prepared for the Legislature. He pointed out that 11 no single State agency 

is charged with or equipped to detect, evaluate and respond to environmental 

factors posing a threat to our health" and proposed the establishment of an 

environmental health unit within the Department of Human Services. 

Mr. Petit also discussed with the Portland Journal Club the Department's 

plans to assume a larger role in the federally funded diabetes and hypertension 

control projects and in the Emergency Medical Services Project. And, finally, he 

referred to the need to improve the management of the Department's health prog

rams and services. 

These are the administration's priorities for the health care of the people 

of Maine. The Governor's Task Forces on Long Term Care and Maternal and Child 

Health were convened in September 1979. Their recommendations were delivered to 

the Governor in September 1980. The administration is currently reviewing these 
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recommendations to establish priorities for legislation and/or implementation. 

With respect to the Department's environmental health initiatives, the 

administration's Environmental Health Hazards bill was not passed in the last 

legislative session. This bill will be resubmitted for legislative consideration 

in January, 1981. 

The development of the State Health Plan has been another important vehicle 

for pursuing many of this administration's policies and priorities for the 

State's health care system. These policies are gradually being reflected in 

plans for the programs described in the following sections of this "State Policy 

Analysis." 
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A. Inventory of Existing State and Federal Health Policies and Programs 

l. Department of Human Services 

a. Bureau of Health 

(l) Description 

Departmental 

As indicated in the following Organization Chart the Bureau of 

Health is one of three Bureaus in the Office of the Deputy Commissioner 

for Health and Medical Services of the Department of Human Services 

(the other two: Bureau of Medical Services and Bureau of Health 

Planning and Development). 

Division 1_1[ 

Child HeJl th 

?:taternsl & 

Child Heal th 

Gene t1'.:s 
:-1cwborU 

ScrP,·oln,., 

Periu;.itnl 
Children 8 

Prg., (Pre-
ventive 

\./IC 

Med1ca1/Dental 
(Trcaunent) 

Figure l 
Deputy Commi&sioner o 

Health & Medical Services 

I - O[fico of -r 
~~n_l~t----------

Divl~ion of P1Jblic 
l!ettlr.h Nursing 

PIIN Consultants 
Health Station 
ltPr,ional t pt.:r:Hiono 

Hurenu of llcnl t:h 
D1 n·ctor 

Public H,•alth 
Lnboratory 

Clll'mir:tr • I Drlnkine 1./nter 
Toxicology 
Mic r 1·,h1-01~ y 
,0~r--•11~g 
Lib l."provl!

n:1~tl t 

LQ_n!. of FuncrAl Srvc. 
~1 ur:1bc>n>..J;xam. Brd. 
Ht·<l. ,,f Ilea r l n~. Aid 

L),,alPr!i f, Fitters_ 
v~rd. u.f Ct'rt. tor i:.:itP.:r 
t-P~ant_ (l_el_•raturH ___ -

s,~rgency l 
Medical Services 

lllvJslon of 
Di~:!.tRe Control 

E idemiolo 
TB Control 
VD C1Jntr0l 
111~1o!~l.Ton 

D_i_vlsion of 

lkalt h l'dt cat ion 

J.il.1rar 
Ri~k Reduction 

p~-~-
Jq:~: Pi."o!.?r.im 

The Deputy Commissioner also manages the Offices of Dental Health 

and Emergency Medical Services and, in cooperation with Medical Care 

Development, Inc., the Hypertension and Diabetes Control Projects. Ongoing 
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relationships between the Bureau of Health and the other entities in 

the Office of Health and Medical Services are indicated by broken 

lines in the Chart. The internal management of the Bureau of Health 

is the responsibility of the Director, who also functions as State 

Health Officer, representing Maine's public health interests with the 

federal government. 

Functional 

Of the five Divisions in the Bureau of Health, three programmatic 

Divisions (Child Health, Disease Control and Health Engineering) are 

responsible for program planning, management and evaluation. The other 

two Divisions (Public Health Laboratory and Public Health Nursing) 

provide support services to, and on behalf of, the Programs managed 

by the programmatic Divisions. The Programs of the Bureau of Health 

are also supported by the activities of the State Epidemiologist and 

the Health Educator. 

In addition to the services provided by its staff directly to the 

people of Maine, the Bureau of Health awards a number of grants and 

contracts to community health agencies and other organizations for the 

provision of public health services, or for the performance of educa

tion and research tasks considered vital to the accomplishment of the 

Bureau's objectives. 

Pertinent Federal and State Laws, Regulations and Guidelines 

Although the Bureau of Health is established by State Statute, 

its internal structure and functions are subject to definition by the 

Commissioner of Human Services. A substantial number of state and 

federal laws, regulations, and guidelines relate to the operation of 

programs encompassed by the Bureau, and are listed in the nineteen 
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Program and Project Plans prepared for the development of the State 

Pl an for Public Heal th • * 

(2) Qurrent Status 

The following charts (pfJ. H0..;115') describe the Bureau of Health 

Programs according to the following key inter-related dimensions: 

1. public health problems addressed; 
2. population served (estimated); 
3. services rendered; 
4. expenditures (estimated); 
5. principal sources of funds. 

Special projects sponsored by the Divisions are described in terms 

of purpose, expenditures and sources of funds. The supporting 

Divisions, Public Health Laboratory and Public Health Nursing, are 

described in terms of their activities in support of Programs. 

(Expenditures incurred by these Divisions on behalf of the Programs 

have been included in the Programs' expenditure estimates.) The infor

mation in the charts reflects the status of the Divisions and Programs 

in State Fiscal Year 1980. 

b. Bureau of Medical Services 

(1) Maine Medicaid Program 

(a) Description 

Departmental 

The Maine Medicaid Program is administered through the Bureau 

of Medical Services, Department of Human Services. 

Functional 

Medicaid is designed to pay the medical expenses of those 

categories of people who are eligible to receive cash payments 

under one of the existing welfare programs. Established under 

*The nineteen Five-year Program and Project Plans are available at the Bureau of Health 
Library, 157 Capitol Street, Augusta, Maine. 
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Table l 

'l'rogra111111 

Clllilcln1a '• 

l'lureau of Health Program Inforr:,ation by Divisions (TT 1980_) 

Division of Child Health Progrsas 

Public Health 
Problems Addressed 

Visioa Impsiraente 
Bearing Impsiraente 
Juuu11ia 
Overweight 
'Onderveight 
Other 

Popcilation 
Served (estimated) 

Children ages O - 20 
throughout the State 
with pre-schoolers ia 
the majority 

children served: 
39,000 

Servicea 
tendered 

Health Scree11icg 
Counselimg 
Health Education 
Laboratory 
DiagDOllill 
Treat•eut 
Provision of Drugs 
Tra11sportation 
School Bursing 

lxpei.clituree 
(e11ti1111ated) 

$ 2,552,000 

Principal Sources 
of l"uach (%) 

Fed. 
Tith XIJ: 
(IU'Sl>T) 

l"ecl. 
Title 

State 

Other 

V 

- 53% 

- 31% 

- 13% 

11.---------------<1--------------+-------------+--------------+--------------+-------------i 

, 
.;.eaetic Diseases 
I __, 

__, 
0 
I 

Medical/Dental 

Inborn Errors of 
Metaboli11m 

Beural Tube Defects 

~etinitia Pig■ entosa 

Otber 

Chro~ic handicapping 
condition• of 
ct- ·~ldren 

Visual Iapairaeata 

Dental Coaditioaa 

Other 

families or iudivid- Genetic couuseliag 
uals at risk of pro-
ducing offspring vith Health educatio11 & 

Genetic Dia.; newborn traiaiag 
iafaats vitb iubora 
errors of aetabolisa Laboratory 

persons served: 

22,000 

Children vith chroaic 
handicapping con
ditions 

Diagnostic 

Faaily History 

Counseling 
Health Education 
Laboratory 
Diagnoaia 

$ 
384,000 

S 1,357,000 

Fed. 
Title V 

Fed. Other 
Fee,. 

Other 

State 

l"ed. 
Ticle 'Ii' 

I 
- 63t 
- 23% 
- lO't 

- 49% 

- 39% 
Persons (all ages) 

vith visual inpair
aents Surgical • 

Treat•ent Other -12% i' 
persons serv•~ (eye Radiology I~ 

cara): 6 ,0_00 Traasportati.011 I 
children served (all Dental 

handicaps): 3,500 ,, 
!l.--------+------+-----+----+------+----11 

Bi~th defects Pregnant voaen Health scree11ing Fed. 
Birth injuries throughout the State Coumaeling - Title V - 84% 
Lov birth veight Healcb education 
aeapiratory Distress Laboratory 

Syndrome Diagnosis 
Perinatsl $ 405,000 State - 14% 

Toxemia Treatment Other 
Other Voaea 11erved: 1,320 Provision of Drugs 

Traaaportatioa 
P'aaily plall11ing 

_ __. ___________ -1-_______ _,_ ___ _i_ ___________ -J._ __________ ~ 

Source: Maine State Plan for Public Health, Department of Human Ser~ices, Office of~ealth and Medical Services, 
Bureau of Health, October 1980. 



Table 2 
Bureau of Health Pro ram Information b Division& YT 198 

Division of C~ild Health Projects 

Principal So.arces 
Pro~ects Purpose Exoenditurea cf f,;,nds (t) 

Define specific perinatal health prob leas th rough a study of th• 
Kaine Fetal Risk 111aternal health conditions and their relationship to perinatal 

outco111es, as encountered in " 111u,ple of perinatal care B&ttiug11 $ 60,000 '!"ad. Title ., - 100% 

Jileon.atal Reduce the adverse effects upon Haine families of serious illness 
Intensive Care in ne\/born infants through specialized patient care., provi&ler s 96,000 Fed. Title V - 100% 

Center* education, and patient evaluation. 

-

Decrease the aciverse :!..!:1 p 8 Ct of accidental pofsoning through health 
Poison Control education for providers & consucie:rs, ecergency treatment a,::id s 99,000 711d. Title V - 100% 

Center* public infon,ation. 

~ 

I Establish locally developed and .approved health-problem-oriented 
__, health education curriculum guides o::-12) in all Maine scbool111 
--' School Health "ishing to participate, in order reduce the incidence of __, to 
I Education selected preventablse diseases. $ 450, cor, Fed. !it le V - l C 2'% 

: -
To provide specific nutritious foods and nutrition education to I 
pregnant, post-partum and b re as t-feed ing '-'Oill.en, and to children 

of .;re .. at and fall :!"ed. Dept • under f i Ve, vho medically/nutritionally rislt" $ 4,415,000 are 
Agriculture - 100% 

"ithin Title xx income guidelines. 

"Partial funding 

Source: 

Total !sti~ated Division !xpenditures $ 5,120,000 

Principal Sources of Funds: USDA 

Fed. Title V 

State 

86% 

9% 

5% 

Maine State Plan for Public Health, Department of Human Services, Office of Health and Medical Services, 
Bureau of Health, October, 1980. 
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Table 3 

l Public 
11' rogr""'"' Problem" 

I 

iureau of He.i.lth Program ln~orarntion by Divimionm (f'f 1980) 

Division of Dieeame Control 

ihslth 

\ 

Popt'lla:ioc Serve<! I Services I Add reseed (e®ti.,mred) Recdered 
I I 

t 

E:,q,eadi tar@m 

) 
'l"rincipsl Source 

(1l'!:6timeted) of l",u,de {%) 

..__ -
Diphtheri& !children to "!l:" 14 ! 1,.aunization I s '" t@ - 41% 

i 
Me.a,alem ye.%r~ "ho ar,s e.<ii>t I 11:piGleml.ology Ve~(ii Tl.Cl- V - 13% . !"lumps immuoi:i:ed by priW&l.'tG l 1!.ecruitS!!e<>t I ll'e&. CDC Cr,iic t - 44% 

I!llm<!lciz.ntioa Percu,u,iw phylllicieos Dime&iiH!l ,aurv.,illac.ce $ 567,000 
Polio C&sm iovam t 1.gmtiott Othar - 2% 
li'l.ubell!i ?u,wider lllOUCllltiOCJ 

T@tll!CJIUI il'ilU!lal!l<!> Co111trol ---

children 
277,000 

merved: I 

i l'erl!lOilS "7:!.th a.ct :I. v,e j Epl.de12:l.ology Stat@ - 67% 
Tuberculomim, muapecte!Health screeoiog l\i'ecL H4-~ - 23% 
contact® of cases & Health education Otl:lsr - l0% 

T,,.bercolo®i'" Tuberculomie ouepect1D, mnd Tuber- Laboratory s 281,000 
Co,:itrol culio. roactore Diagnoetic 

Treatilllent 
I ProYiis ioc of Drugs 

ll.llldiology ---
l><!!l"l!IOil!I served:19.90fl I 

- -
I Gonorrhe"' Per0100" with, or ex- Epidemiology fed. 314-d - 37% _, 

_, po,.ed to, venere&l Health mcreecios l!'ed. Cl>C CE"a.ct - 416% 
N illoc.-gooococcel dimease. Yoi!leo age Counmeliag Stat@ -16'% 
I 'i'eeereml Orethriti@ 15-315 (gooorrhe& Be.11lth educmtioo s 184,000 Othe, - h 

Dim,"'"'"· I 
screeoiag) Laboratory 

Control I Elllrly Syphilis Diagaomtic: l Froviaioo of drugi;; 

I Other ---
I per5ons gerved: 60 l"\(l()i 

Other Divioioa !Pub He Heal th Froblemm Expe:1ditur,ui I i'riocip&l S~;na'l:"C>?.l -· 1 
ll!.espoooibil:1.ties Addressed Act i.wit !::'=& (App rozill'l'.I c.111) of l\i'uedrn 

Geaer&l Com.,,unic:able diseases Disea~e ll!urveill11.nce, cmse iovea tigmtioc., l Fed. 314-d-

Epidemd.ology other th,io the above prow id er educmtioo, d!.ae&@e control, s 17,000 I State 

for vhich " poteatial lmbormtory iu,r'll'icea I lees 

for e1>1des1c:e ex:!.o ts Other 

Infectious ::::ommunicable diseases Bacteriology, virology, serology, para- State 

Disease ::>ther than the above. sitology, mycology-screening, diagnosis Other: 

Activity & test of cure for private sector $ 224,000 Federal 

(P.H. Lab.) 

. •· -.. 

Total Estimated Division !xpendituree:S 1,273,000 

rrioc:ipal Sources o! fu~dsi Sta.te 40% 

Source: Maine State Pl Rn for ~ublic Health, Department of Human Services, 
Office of Health and r'tedical Services, Bureau of Health, October 1980. 

F~C. 314d -
-:-:-:c Grants-

:'ed. Ot:-1.er -

12% 
:26% 

69F 
16% 

en 
-100% I 
- 0 - 0 
- 0 

- 271!1 
- 26% 
- 47% 
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Table 4 

'l'ro,:ra1111111 

Co1111111u:aity 
l!:cv iron111eQ t& 1 

Be111ltb 

Drinking Water 

ll.adiological/ 
Occupational 

Beal th 

Vaste Yater 

'l!ureau of Health Progra .. Infor .. ation by IH-.i11ion (FT1980J 

Baaltb Bazarda 
A.ddre111lll@d 

lact@ria, Fungi. 
par111111itea 

Batural cbe111icala 

llloc-ioniiting 
radi8lltiom 

lacteria, &iardia 
la1111blia 

Batural, coaplex 
cb1u•ical11 

Pesticides,. chloride 
& fluoride coap. 

Ionizing radiation 
Chlorine gas 
Multiple vater 

pollutiot1 

Viruses, bacteria, 
fucgi, parasites 

Allergens, natural & 

complex chemicals 
Pesticides 
Accidental injury, 

noise, ligbt, 
theraal 

lonixiag and non-io
nixini:t radiatioa 

Viruses, bacteria, 
parasites 

natural & complex 
cbe111d.cal111 

teaticidea & herbi
. ,cidel!I 

Phosphate, ni~rates 
aod bydrocarbcn 

Water~ land pol
lution 

Division of Health Engineering 

Targets for 
ActiYiti@l!ll 

A.ctiviti&ill 
Coaducted 

Food & lodging pro- Plan & facility re-
vided by recreat- viev 
ional industry ~romulgation/lavs & 

School luach programs rules 
veading machines, !nforcemeat 
boys & girls camps ~icecsiD~ & traiaiog 

Scuba coepres11orm, Laboratory 
dvellinga vith lead-Investigatioa 
based paint Public Info. & educ. 

r.eneral sanitation Plannin& 

Community & aon-com
muoity drinking ~ater 
supplies (regulatloa) 

Water-treat1111ent-~:aat 
operatio~s (training, 
ezmminatioo/certifi
cation} 

X-ray equipoent, me
dical radio-iso
topes, industrial 
use of ionizing ra
diation, atoaic re
actor oonitoring 

Industrial health & 
safety (oa-site 
consultation) 

Municipal plumbing 
control (technical 
assistance & record 
keeping 

All municipal pluab• 
iog inspectors, 
sub-surface vaate
vater disposal sys
tem designers (e>i:
am. /cert. /licenuura) 

Plan & facility ra
viev 

Proaulgatioa/lavs & 
rules 

IEnforceaeut 
licensing & training 
!Laboratory 
InYestig.ation 
Public info. & ~due. 
IPlanain!t 

Plan & facility 
reviev 

Enfo rceaen t 
~icensing & training 
~aboratory 
1I11-..estigation 
Planning 

Plan & facility re
Yiev 

Proaulgacion/lavs & 
rules 

l!:nforceaent 
Licensing & training 
In-..eatigation 
Public info. 6 educ. 

Expeodi tur<iu 
(e11thu1ted) 

$ 326,000 

s 505,000 

s 2so,oor 

s 244,000 

Source: Maine State Plan for Public Health, Department of 
Human Services, Office of Health and Medical 
Services, Bureau of Health, October 1980. 

Total !aciaated Division Expenditures: 

Priccipal Sources of fuod11 

Principal Sourceo 
of Funds (I) 

State -

Other -

Fed. 314d -

fae11 -

EPA -

State -

Other -

Fed. JH-d -

Fed. Other -
State -

Fees 

IStata 

ll4-d 

Other 

$1,325,000 

.. -.... 

1% 

28% 

55% 

15% 

2% 

32% 

22% 
31% 

53% 

34% 

8% 
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Table 5 Division of Public Health Laboratory 

Pro&rams Supported Support Activities Expenditures Oil :t of Total Divisio1 
Behalf of Programs"' Expenditures 

!Children's 

Community Environ-
llllental Health 

I f rinking \.later 

i 

hene ra 1 Ep 1-
~eniology 
I 

I 

r,enetic Diseases 

I __. 
·--' 
+" 
III !!l mun i z a t i on 

iRadiological/ 
bccupational 

:Tuberculosis 
Control 

Health 

Venereal Disesse 
Control 

Screening and dia&aosis; erythroprotoporphrine; 
lead analysis. 

Bacteriological, chemical and parasitological 
testing. 

I 

Bacteriological Ei chec::1.cal testing; testing 
for td,-halo :.iethaoes, herbicides & pesticides; 
certification of water-testing labs under Fed. Act. 

! 
I 

virology, se:-ology, parasitology, I Bacteriology, 

I mycology-screening, diagnosis & test of cure. 
i 

Tests for PKU, 1naple sugar urine disease, 
homocystinuria, galactose111ia, hypothyroidism. 

' 
I 
I 
; Rubella screening & immunizati.-.n tests; dis-
: tribution of biclo!';icals for all immunizable diseases. 

I 
I Wiscasset reactor environment testing (food, seaveed 1 

I milk., etc.); wipe testing; tests for org.inic 
solvents and atciospheric gases & dusts. 

Sputum smear for A. F .B.; sputum culture for TB and 
0th er mycobacteria; sensitivity testing/six 
chemotherapeutic agents. 

. 
Goiiorrhea screening, diagnosis &- tes·t of 
cure; syphilis screening, diagnosis & test of cure 

Tot~l Division Expenditures on behalf of Programs* 

$ 29,000 4% 

$ 29,000 4% 

$162,000 24% 

s 224,000 35% 

I 

s .1s,onn l 7% 

I 
I $ 14,000 2% 

I 

$ 49,000 7% 

$ 54,000 8% 

$ 57,000 9t 

S 666,000 

• These estimated expenditure~ of the Division of Public Health Laboratory on behalf of Prograaa have been iccluded in tha 
Proara~ expenditure esti2mc s which appear in the preceding charte. 

Source: Maine State Plan for Public Health, Department of Human Services, Office of Health and Medical Services, 
BurPr11i of ~p;:ilth, nr-t:obev- 1q30_ 
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Table 6 FY 1980 

Bureau Df Health Support Activities 

Division of Public Health Nursing 

Expenditures on • % ot Total Division 
Programs Supported Support Activitie!I. Rehalf of Programs Expenditures on Re-

half of Pro2rams 

Ass essr::lent • referral, follo,.,-up & counseling; clinics; (estimated) 

I services 'Dlanage-oent & standards; consultat:.on: case 
Children's registries; health education; staff deve lo rment, s 452,000 I 35% 

I 
I Assessment, referral, f O 110 ,_,_up & counseling; services l . penetic Diseases ~Bnage~ent ~ standards, consultation, staff development, s 13,000 

f Assessment, referr.al, .follow-up & ccunseling; services 

I management E, standards; consultation; health education; 
rypertension staff development. $ 142,000 11% 

I Assessment, referral, follov-up ' counseling; clinics; 

I 
seri,ices management & !!tandarc!s; consultation; health 

~e,muoization edccation; staff develop,,.ent, s 310,000 24% 

Assessment, referral, follow-up & counseling; clinics; i 
services management E, staudards; consultation; case I 91 Medical/Dental registries; health education. I 

$ 116,noo 

--
Assessment, referral, follov-up ' counseling; seri,ic:ea I management & standards; consultation; c:as e registries; 

Perinatal health education; staff development. i $ 77,000 6% 

Clinics; testing of school employees; patient & family i 
lruberc:ulosi11 11.anagement; services management " standards; consultation; 

Control case registries; health education; II ta ff developaect.· $ 116,000 9% 

Epidemiology Disease investigations and/or surveys; routine or 
65,000 5% ,...,....,.,.; r,::,.-:1 ~; .,.,,,,,.,.,, reoortina: other records, screeninq $ 

Total Division Expenditures on. Behalf of Programs* Sl,2Ql,OOO 
* These eatiaated expenditures of the DiYisioc of Public.Health Nursing oo behalf of Progra=a bai,e been inc:lurl11d in the 

Program expenditure estimates vhic:h appear in the preceding charts. 

Source: Maine State Plan for Public Health, Department of Human Services, Office of Health 
Bureau of Health, October 1980. 

and Medical Services, 

I 

I 



the Social Security Act, these programs include Title IV, the 

program of Aid to Families with Dependent Children (AFDC), and 

Title XVI, the Supplemental Security Income (SSI) program for the 

aged, blind and disabled. In general, receipt of a welfare pay

ment under one of these programs means automatic eligibility for 

Medicaid. States may also provide Medicaid benefits to the 

11 medically needy 11 who meet all requirements for the AFDC or SSI 

programs except the income criterion. These people generally have 

enough money to meet their daily living expenses (and so are not 

welfare recipients), but family income is insufficient to meet 

medical expenses. 

The Medicaid Program is administered through a vendor payment 

mechanism. This means that payments are made directly to the pro

vider of service (e.g. physician, hospital, dentist) for care 

rendered to an eligible individual. Providers must accept the 

Medicaid reimbursement amount, determined through a fee schedule, 

as payment in full. 

Pertinent Federal and State Laws, Regulations and Guidelihes 

- Title XIX of the Social Security Act, Public Law 89-97 

provided for a program of medical assistance (Medicaid) 

for low-income individuals and families. 

- The State of Maine, through 22 MRSA, §3272, recognized 

that many people would still be in financial need after a 

more restrictive federal SSI program replaced the State 

administered Aid to Aged, Blind, and Disabled Program 

on January l, 1974. State funds were appropriated to 

administer an 11 optional settlement 11 to augment the 

income of this group, mostly residents of boarding homes. 
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This group was also provided with Medicaid coverage on 

the theory that an income too inadequate to meet basic 

needs would certainly not meet medical expenses. 

- The Catastrophic Illness Program (22 MRSA ~3185) which 

was implemented on July l, 1974, actually encompasses 

two programs: the Medically Needy Program and the Cat

astrophic Illness Program. The Medically Needy Program 

provides for an expansion of the Medicaid Program to 

include borderline AFDC, SSI and Optional State Supple-

ment eligibles. The Medically Needy Program is approxi

mately 70% :federally funded. It is intend~d to rrovide 

medical care for families who were thought to have enough 

income to meet their basic needs, but unable to handle 

medical expenses. The Medically Needy Program is essentially 

an expansion of the Medicaid Program to provide coverage for 

slightly higher income people. Approximately thirty (30) 

states in the country have a similar program for the 

Medically Needy. 

The Catastrophic Illness Program is designed to help 

moderate to high income people with large medical bills 

which are beyond the financial capability of the individual 

or family. The CI Program is not a Medicaid program and is 

totally State financed through an increased cigarette tax. 

(b) Health Problems Addressed 

The Medical Assistance and Medically Needy Programs under 

Medicaid provide reimbursement to physicians, hospitals, nursing 

homes and other health care providers for certain types of 
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medical services rendered to those who are financially or 

otherwide eligible for assistance. In general, the Medicaid 

program provides access to a broad range of health and medical 

services for people with many health and medical needs or 

problems. However, certain types of health problems for 

certain populations (e.g., hearing loss in elderly) are not 

covered under Medicaid because of state discretion in determining 

which "optional" services it will provide. 

(c) Population Served 

Medicaid eligibility is linked to the federally assisted 

welfare programs of "Aid to Families with Dependent Children" 

(AFDC) and "Supplemental Security Income" (SSI) which provides 

financial assistance for the aged, blind and disabled. Approxi

mately 10% of Maine's population, or about 108,000 people, are 

currently eligible under the Medicaid Program. 

Aid to Families with Dependent Children (AFDC) provides a cash 

payment to a parent or other person caring for one or more eligible 

children. The eligible child, usually up to age 18, has been 

deprived of a parent through absence, illness, or incapacity. 

Families receiving AFDC payments are automatically eligible for 

Medicaid benefits. 

The Supplemental Security Income (SSI) Program provides addi

tional income for some persons who are 65 and over, legally blind, 

physically disabled, or retarded. In order to receive payments 

under th•is Program, the applicant's Social Security payments must 

be determined inadequate to meet his financial needs. Persons 

receiving SSI are eligible for Medicaid. 
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The federal government requires that some groups or categories 

of people must be covered under the State Medicaid Program. Child

ren under the AFDC Program, for example, are guaranteed coverage 

under Medicaid. This guarantee is mandated by federal law. On the 

other hand, certain groups of people may be declared eligible to 

receive services at the discretion of the State. These groups of 

people are referred to as optional categories. 

States exercise a great deal of control over eligibility for 

Medicaid as they generally determine the income criterion for AFDC 

and the State supplements to persons under SSI - together the 

majority of medical assistance recipients. It is important to 

point out, however, that Medicaid does not pay for medical assist

ance for all of Maine's poor. Income is only one test of eligi

bility. Resources are also tested. Most importantly, a person 

must belong to one of the groups designated for welfare eligibility 

in order to be covered. 

(d) Services Rendered 

Medicaid is the largest program within the Maine Department 

of Human Services and generates more than $85 million a year in 

federal monies for services. Federal Medicaid regulations require 

that certain basic services must be offered in any State Medicaid 

Program. These include inpatient and outpatient hospital services, 

laboratory and X-ray services, skilled nursing facility (SNF) 

servic~s for individuals 21 years and older, home health care 

services, physician services, family planning services, rural health 

clinic services and early and periodic screening, diagnosis and 

treatment (EPSDT) services for individuals under the age of 21 years. 
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In addition, states may choose to pay for a number of other optional 

services including drugs, eyeglasses, private duty nursing, inter

mediate care facility (nursing home) services, inpatient psychiatric 

care for the aged and persons under 21 years, physical therapy, 

dental care, and others. 

(2) Catastrophic Illness Program 

(a) Description 

Departmental 

Maine's Catastrophic Illness (CI) Program, although 

not a Medicaid program (as no federal funds are used) is admin.istered 

through the Bureau of Medical Services, Department of Human Services. 

Functional 

The Catastrophic Illness Program functions with a purpose 

similar to Medicaid, that is, to pay for medical services that are 

beyond the financial capacity of a particular individual or family. 

The CI Program, which was implemented July l, 1974, is designed to 

help moderate to high income people with medical bills. 

(b) Health Problems Addressed 

Provides payment under certain circumstances for medical 

services that are beyond the financial capacity of a particular 

individual. 

(c) Population Served 

In January of 1980 there were 655 persons receiving benefits 

under the Catastrophic Illness Program. This is about two 

times the number covered in July of 1977, two and one-half 

years earlier. Expenditures for this Program increased from 

$1,418,000 in FY 1978 to $1,821,000 in FY 1979, or by about 28%. 
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A person remains eligible for Catastrophic Illness benefits 

for a period of one year. Benefits may also be retroactive for 

a perfod of one year. A ·person may reapply for benefits ueyonu 

one year. 

(d) Services Rendered 

No services are rendered. The Program is designed to provide 

payment for medical debt beyond the capacity of a~ individual or 

family to pay. 

r;. Bureau of Rehabilitation 

(l) Office of Alcoholism r1nc! nrnn Ah11s~ PrPVP.ntion 

( a ) Des c r i p ti on 

Departmental 

Alcohol and Drug Abuse Services Programs are developed 

and administered by the Office ot" Alchohlism and Drug Abuse Pre

vention, one of several offices under the Bureau of Rehabilitation, 

Department of Human Services. 

Functional 

As a planning agency, OADAP delivers only a limited number 

of direct services to substance abusers. OADAP employs three 

counselors. One provides services for State employees through 

the State's Employment Assistance Program, one provides court 

counseling services, and one, general counseling. The Driver 

Education and Evaluation Program (DEEP) section of OADAP provides 

DEEP instruction and evaluati0n courses to persons convicted 

of Operating Under the Influence. Although approximately 3,500 

persons take these courses, the majority are served by agencies 

or individuals operating under contract to DEEP~ Services are 

provided to employers seekihg to establish occupational prog-
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rams by the Occupational Program Consultant. Materials and 

presentations are provided to organizations and schools conducting 

prevention and education activities. Technical assistance is 

provided to persons or agencies initiating involuntary commitment 

proceedings for alcoholism. The bulk of OADAP 1 s activities involve 

setting policy, planning for services, and monitoring the per

formance of agencies funded to provide those services. 

Pertinent Federal and State Laws, Regulations and Guidelines 

o In 197O,Congress enacted Public Law 91-616. This law established 

the federal alcohol formula grant program of allotments to the states, 

and the alcoholism prevention and treatment grants and contracts 

program. States participating in the formula grant program must 

submit a state plan for alcoholism services. This plan must desig

nate a single state agency with the sole responsibility for administer

ing the plan. The plan must also designate a state advisory council 

to consult with the single state agency on the plan. 

• In 1972, Congress enacted Public Law 93-255 establishing a 

Federal Special Action Office for Drug Abuse Prevention. This Act 

also created the formula grant program of allotments to the states 

for drug abuse prevention and treatment activities. In order to 

receive formula grant n~ney, a state must submit a state plan. The 

plan must designate a single state agency for administering the plan. 

-122-



• The Office of Alcoholism and Drug Abuse Prevention was 

created in 1973 by combining the existing Division of Alcoholism 

Services and the Governor's Council on Drug Abuse. Under MRSA 

~7101 et. seq., OADAP is empowered to establish Maine's overall 

planning policy, objectives and priorities for all alcohol and 

drug abuse functions except prevention of drug traffic. OADAP 

is the designated agency for both the alcohol and the drug abuse 

services state plans. 

(b) Health Problems Addressed. 

There are numerous health problems associated with sub

stance abuse. At one level are the possible underlying psycho

logical, emotional, or psysiological difficulties which pre

dispose individuals to substance abuse. A separate level of 
/ 

problems involves the actual acute toxic effects of substances 

on the body and psyche of the abusers. The most dramatic of 

these is the life-threatening overdose. Related to this are the 

acute behavioral consequences of these effects. 

Yet another level of problems is that of the long-term conse-

quences of continual excessive substance use. Long-term use of 

alcohol can lead to damage to the liver, brain, and digestive 

system. Long-term use of amphetamines can lead to excitability, 

malnutrition, psych?sis and skin disorders. 

In addition to the physical and psychological effects of the 

substance on the abuser, substance abuse is implicated in a wide 

range of social, economic, legal, and other problems, both for the 

abuser and for others in society. 

(a) Population Served 

The Alcoholism and Drug Abuse Program,through its central office 

and affiliated regional offices, serves an estimated 94,000 substance 
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Sex 
Male 
Female 

Marital Status 
Married 
Divorced 
Widowed/Never 

Married 

abusers state-wide. Characteristics of persons entering Alcoholism 

Treatment Programs in 1978 are described in the following table: 

Table 7 
CHARACTERISTICS OF PERSONS ENTERING ALCOHOLISM 

% 

79.9 
20. l 

% 

34.6 
38.5 

26.9 

TREATMENT PROGRAMS IN MAINE (1978)* 

Occupation 
Professional 
Sales & Clerical 
Craftsman 
Laborer 
Service Worker 
Student 
Homemaker 
None 

Ethnicity 
White 
Indian 
Black 
Other/Unknown 

% 

6.6 
6. l 

27 .4 
19.5 
11. 3 
1. l 
4.6 

23.4 

% 

96.7 
2.8 

.3 

.2 

Mean annual household income $6,321 
% Employed in labor force 78.6 

Mean years heavy/frequent drinking 13.3 
Mean ounces of alcohol consumed/day 6.6 

% With prior alcoholism treatment 47.l 

*Includes shelter. Excludes family members of person with primary alcohol problem. 
Based on a virtually unduplicated count of 2,654 individuals, representing over 
5,000 admissions. 

Source: Maine State Plan for Alcohol and Drug Abuse Services for FY 1979/80, 
Office of Alcoholism and Drug Abuse Prevention, Maine Department of 
Human Services 

(d) Services Rendered 

Services rendered within the substance abuse treatment system 

are centralized assessment, extended care, halfway house, inpatient 

care, outpatient care, outreach, residential rehabilitation, and 

shelter. 

d. Bureau of Health Planning and Development 

(1) Certificate of Need Program 

(a) Description 

The Maine Department of Human Services assigned administrative 

responsibility for the Certificate of Need Program to the Bureau 

of Health Planning and Development. 
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A certificate of need from the Department of Human Services 

is required for: 

Any new health service proposed to be offered or developed 
within the State. 11 New health service 11 shall include 
only the following: 

-The construction, development or other establishment 
of a new hea·lth care facility; 

-Any expenditure by or on behalf of a health care 
facility in excess of $150,000 which, under generally 
accepted accounting principles consistently applied, 
is a capital expe~diture. When a person makes an 
acquisition by or on behalf of a health care facility 
under lease or comparable arrangement or through 
donation, which would have required review if the 
acquisition had been by purchase, the acquisition 
shall be deemed a capital expenditure subject to review; 

-Any change in the existiDg bed complement of a health 
care facility which: · · 

·Increases or decreases the licensed bed capacity of 
the health care facility by more than 10% or more 
than 5 beds, whichever is less; 

·Increases or decreases the number of beds licensed 
by the department to provide a particular level of 
care by more than 10% of that number or more than 
5 beds, whichever is less; or 

·Relocates more than 10% of the health care facility 1 s 
licensed beds or more than 5 beds, whichever is less, 
from one physical plant to another; and 

-Health services which are offered in or through a health 
care facility or health maintenance organization and 
which were not offered on a regular basis in or through 
the health care facility within the 12-month period prior 
to the time the services would be offered; and 

Predevelopment activities. Any expenditure of $150,000 or 
more for predevelopment activities proposed to be undertaken 
in preparation for any project which would itself require a 
certificate of need. 

No person shall enter into any commitment for financing a project 

which requires a certificate of need or incur an obligation for 

the project without having sought and received a certificate of 

need, except that this prohibition shall not apply to commitments 

-125-



for financing conditioned upon the receipt of a certificate· of 

need or to obligations for predevelopment activities of less than 

$150,000. 

Pertinent Federal and State Laws and Regulations 

• P.L. 93-641 (the National Health Planning and Resources 

Development Act of 1974) calls for each state to establish a certifi

cate of need program. Such a program is to be administered by the 

State Health Planning and Development Agency. [See Section l523(a)

(4)(B)] 

• The One Hundred and Eighth Legislature found that unnecessary 

construction or modification of health care facilities and .duplica

tion of health services are significant factors in the cost of 

health care and the ability of the public to obtain necessary medical 

services. 

Accordingly, the Legislature passed the 11 Maine Certificate of 

Need Act of 1978, 11 22 MRSA § 301 et. seq., which became law on 

March 30, 1978, and was amended June 8, 1979. Full implemehtation 

occurred September l, 1978. 

The purposes of the Act are to: 

-Promote effective health pl~nni~g; 
-Assist in providing quality health care at the 
lowest possible cost; 

-Avoid unnecessary duplication in health facilities 
and health services and ensure that only those 
facilities that are needed will be built or 
modified; 

-Assure that state funds are not used to support 
unnecessary capital expenditures made by or on 
behalf of health care facilities; 

-Provide an orderly method of resolving questions 
concerning the need for health care facilities 
and health services which are proposed to be 
developed; 

-Permit consumers of health services to participate 
in the process of determining the distribution, 
quantity, quality and cost of these services, and 
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A certificate of need from the Department of Human Services 

is required for: 

Any new health service proposed to be offered or developed 
within the State. "New health service" shall include 
only the fol lowing: 

-The .construction, development or other establishment 
of a new health care facility; 

-Any expenditure by or on behalf of a health care 
facility in excess of $150,000 which, under generally 
accepted accounting principles consistently applied, 
is a capital expe~diture. When a person makes an 
acquisition by or on behalf of a health care facility 
under lease or comparable arrangement or through 
donation, which would have required review if the 
acquisition had been by purchase, the acquisition 
shall be deemed a capital expenditure subject to review; 

-Any change in the existiDg bed complement of a health 
care facility which: · · 

·Increases or decreases the licensed bed capacity of 
the health care facility by more than 10% or more 
than 5 beds, whichever is less; 

·Increases or decreases the number of beds licensed 
by the department to provide a particular level of 
care by more than 10% of that number or more than 
5 beds, whichever is less; or 

·Relocates more than 10% of the health care facility's 
licensed beds or more than 5 beds, whichever is less, 
from one physical plant to another; and 

-Health services which are offered in or through a health 
care facility or health maintenance organization and 
which were not offered on a regular basis in or through 
the health care facility within the 12-month period prior 
to the time the services would be offered; and 

Predevelopment activities. Any expenditure of $150,000 or 
more for predevelopment activities proposed to be undertaken 
in preparation for any project which would itself require a 
certificate of need. 

No person shall enter into any commitment for financing a project 

which requires a certificate of need or incur an obligation for 

the project without having sought and received a certificate of 

need, except that this prohibition shall not apply to commitments 
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for financing conditioned upon the receipt of a certificat~ of 

need or to obligations for predevelopment activities of less than 

$150,000. 

Pertinent Federal and State Laws and Regulations 

• P.L. 93-641 (the National Health Planning and Resources 

Development Act of i974) calls for each state to establish a certifi

cate of need program. Such a program is to be administered by the 

State Health Planning and Development Agency. [See Section 1523(a)

(4)(B)] 

• The One Hundred and Eighth Legislature found that unnecessary 

construction or modification of health care facilities and .duplica

tion of health services are significant factors in the cost of 

health care and the ability of the public to obtain necessary medical 

services. 

Accordingly, the Legislature passed the 11 Maine Certificate of 

Need Act of 1978, 11 22 MRSA § 301 et. seq., which became law on 

March 30, 1978, and was amended June 8, 1979. Full implemehtation 

occurred September l, 1978. 

The purposes of the Act are to: 

-Promote effective health pl~nni~g; 
-Assist in providing quality health care at the 
lowest possible cost; 

-Avoid unnecessary duplication in health facilities 
and health services and ensure that only those 
facilities that are needed will be built or 
modified; 

-Assure that state funds are not used to support 
unnecessary capital expenditures made by or on 
behalf of health care facilities; 

-Provide an orderly method of resolving questions 
concerning the need for health care facilities 
and health services which are proposed to be 
developed; 

-Permit consumers of health services to participate 
in the process of determining the distribution, 
quantity, quality and cost of these services, and 
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-Provide for a certificate of need program which meets 
the requirements of the National Health Planning and 
Resources Development Act of 1974, Public Law 93-641 
and its accompanying regulations. 

To accomplish these purpo$eS, the Act establishes a review 

program whereby certificates of need may be issued for proposals 

falling within clearly defined limits. The Maine Department of 

Human Services and the Maine Health Systems Agency, Inc. are 

assigned key roles in this program. 

(~) Health Problem Addressed 

No specific health problem is addressed. This is strictly a 

regulatory program. 

(c) Population Served 

Decisions made in Maine's Certificate of Need Program ultimately 

affect the entire population of the State in terms of health care 

costs and ability to obtain health care services. 

(d) Services Rendered 

See Section A.l.d(l)(p.122tL, 

(e) Standards Used in Regulatory Decisions 

- Health Systems Plan 
- HSA Annual Implementation Plan 
- State Health Plan 
- National Guidelines for Health Planning 
- Research of pertinent literature 
- State CON law and criteria [Section 3O9(l)(a)] 

e.· Office of Dental Health 

(1) Dental Health Program 

(a) Description 

The Office of Dental Health is a part of the Office of Health 

and Medical Services in the Maine Department of Human Services. 

The office has a director and a secretary. It is advised by the 

Maine Dental Health Council, made up of dentists and consumers. 
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Per.tinent Federal and State Laws and Regulations 

• 22 MRSA § 2091 et. seq., the 1975 Dental Health Act,created 

the Office of Dental Health and the Maine Dental Health 

Council. The intent of the law is to create a coordinated, 

comprehensive approach to resolving the problems of dental 

disease in Maine. 

The bill instructs the Office of Dental Health to develop 

a comprehensive State dental plan, to review funding sources, 

to provide technical assistance and consultation to agencies, 

schools, and health professions. It requires the Office to 

conduct studies, annual reviews and provide coordination among 

parties involved in dental health. The Office administers funds 

related to dental health. 

This law also created the Maine Dental Health Council. The 

Council advises, consults and assists the Executive and Legislative 

Branches of the State Government on activities related to dental 

health. It serves as an advocate for dental health and provides 

public forums for dental issues. 

• 22 MRSA ~ 2121 et. seq., 11 Administration of School Dental Health 

Programs 11 
- this 1979 law specifies that the Office of Dental Health, 

Department of Human Services, administer a program to provide 

financial reimbursement for the costs of providing dental health 

education to children in any public or private educational system. 

(b} Health Problems Addressed 

Conditions associated with dental disease include dental caries, 

periodontal disease, malocclusion, cancers, and other diseases of 

the oral cavity. 
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(f) Population Served 

Virtually all of Maine's population will need dental care 

at some time in their lives. The Office of Dental Health has been 

active in promoting the fluoridation of public and school water 

supplies, the use of dental health education programs in schools, 

and the provision of dental care to Medicaid recipients under the 

age of 21. Approximately forty percent of Maine's population, or 

435,000 people, lives in communities with fluoridated public water 

supplies. Approximately the same number of Maine's people live 

in communities with public water supplies which are not fluoridated. 

Under Maine law, school systems whi'ch meet certain conditions may 

install machines which fluoridate school water supplies. In 1978, 

twelve schools with approximately 1,000 students had such water 

systems. 

There are approximately 120,000 children enrolled in grades 

kindergarten through six. About 40,000 of those students are 

participants in dental health education programs of which fluoride 

tablets and rinses are a component. 

Additionally, a law passed by the 108th Legislature provides 

financial reimbursement for the costs of providing dental health 

education to children in any public or private educational system. 

The Office of Dental Health will administer the program. 

(d} Services Rendered 

These are described under the legal responsibilities of the 

Office and Council (p.128). 
f. Other Programs 

(1) Emergency Medical Services (Office of) 

(a) Description 

The Office of Emergency Medical Services is a part of the 

Office of Health and Medical Services in the Maine Department of 

Human Services. 
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The Office has a Director, 2 part-time Medical Directors, a 

Training Coordinator, Regional Coordinators and a data staff. 

Federal Department of Health and Human Services grants have 

been awarded to the Maine Department of Human Services since 1975. 

Current annual funds total $1.2 million. 

The Emergency Medical Services (EMS) Project consists of a 

central management unit in Augusta, regional units for coordination 

and education, a State-wide advisory board, and regional advisory 

councils. 

Pertinent Federal and State Laws and Regulations 

• In 1966, Congress passed the National Highway Safety Act. 

The Act authorized the United States Department of Transportation 

(DOT) to set guidelines for emergency medical services. Under 

Standard II of the Law, DOT has prov1ded funds for the purchase 

of ambulances, equipment, installation of communication systems, 

the development and support of Emergency Medical Technician (EMT) 

programs, and the development of Emergency Medical Services (EMS) 

Systems Plans. 

• Emergency Medical Services Act, P.L. 93-154 of 1973, as amended 

by P.L. 94-573 in 1976 - the Emergency Medical Services Act 

established a federal program to assist communities in the 

development of a comprehensive emergency medical services program. 

• Evaluation Guidelines, issued by the Department of Health 

and Human Services have identifierl critic~l care areas 

which are used to evaluate the program's success. Emergency 

medical services programs utilize these critical areas as standards 

for planning, manpower training, facility and equipment development. 
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1 32 MRSA § 71-76, Chapter 2-A. In general, this ·law provides 

requirements for l i censure for delivering emergency care and 

ambulance services. The law authorizes the establishment of 

an advisory board to the Governor and the Department of Human 

Services. The Board is to advise on: standards and pro-

cedures for the licensing of the operation of-ambulance services, 

experience and qualifications of ambulance and air ambulance 

personnel ,and procedures for the licensing of such personnel, 

standards and procedures for the licensing of ambulance vehicles 

and air ambulance aircraft, revocation, refusal to renew and 

suspension of licenses. The Department of Human Services is 

required to adopt regulations to fulfill the purposes of the 

Chapter ~nd has done so effective October l, 1978. 

• 22 MRSA § 6 c.143 - Requires the.Advisory Board for the Licensure 

of ~mbulance services or vehicles and personnel to hold hearings 
' .. ,. 

in all counties before any changes may be made in existing rules. 

• 22 MRSA § 73, Sub. t 6 - Establishes by statute minimum standards 

for ambulance personnel and removes that authority to set standards 

from the Department of Human Services. The Advisory Board must 

also review the EMS budget to ensure an equita,ble. d.is.tribution of 

funds between.urban and rural areas. 

(b) Health. Problems Addressed 

Major conditions for which emergency, medical, services are 

designed include condiiions resulting from ~cci¢ents, heart 

attacks, newborn illness, poisoni rig, and behavioral probJ,ems. 
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(c) Population Served 

Maine's total population of l, 123,670,has a potential need 

for emergency medical care, al 4hough a much smaller number of 

people demands services in a given year. (See Section D. l. f. (1 ), 

p,171 ). 

(d) Services Rendered 

The EMS Project supports a systems approach to emergency care 

including: manpower, training, and continuing education; communi

cations; transportation; facilities; and public sector activities. 

The organization of proje~t staff and agency priorities have 

allowed for emphasis on each component. In the area of manpower, 

training and continuing education, a basic life support system 

including trained emergency medical technicians is in place ~tate

wide. Prehospital advanced cardiac life support is available in 

Rortland, Waterville, and Sk~whegan. Citizen cardio-pulmonary 

resuscitation courses are jointly sponsored by .the EMS Project and 

the Maine Chapter of the Heart Association. Training programs are 

coordinated and often taught by EMS regional coordinators. The 

project is responsible for testing individuals for certification 

and licensure where applicable. 

Categorization of hospitals, developed jointly by the EMS 

Project and Maine hospitals, has been designed to assure that the 

most appropriate level of care is provided to individuals in need. 

The Joint Commission of Accreditation of Hospitals suggests that 

categorization be implemented. In conjunction with categorization, 

there has been a development of transfer agreements and transfer, 

triage, and treatment prot~cols. 
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A VHF radio communications system is available state-wide and 

UHF is available in Portland and Waterville. The EMS Project pro

vides technical assistance to hospitals, ambulance services, and 

towns and cities to design access, dispatch, and communication 

systems. The Department of Transportation, which funds equipment 

purchases, works closely with the EMS Project and makes its work

pl an compatible with EMS goals. 

The EMS Project also ha~ major responsibility for coordinating 

EMS education and information programs. The agency works closely 

with the Maine Heart Association, local chapters of the American 

Red Cross, Maine Emergency Medical Technical Association, Maine 

Safety Council, and the Health Education Resource Center. Methods 

used include training programs in CPR, pub'lic safety agency involve

ment in EMS planning and implementation, development of disaster 

plans and exercises and technical assistance to communities regarding 

utilization of media resources for EMS education. 

(2) Long Term Care 

(a) Description 

There is currently no single agency administering the provision 

of rehabilitative and maintenance long term care services. Within 

the Department of Human Services, the Bureau of Medical Services 

is responsible for administering the Medicaid Program which provides 

reimbursement for certain health and long-term care services 

provided to persons eligible for medical assistance. The Bureau 

of Resource Development, which administers the federal-state 

Title XX programs, administers a variety of homemaker and other 

social support services. The Bureau of Maine's Elderly is the 

third major state agency with responsibilities for long-term care 
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services and programs. BME is, the state agency responsible for 

administering funds provided under the Older Americans Act for 

social services, nutrition and multi-purpose senior centers. 

Pertinent Federal and State Laws and Regulations 

• Medicare, Social Security Act, as amended, Title XVIII (42 U.S,C. 

1385 et. seq.) - Medicare is a federally administered, federally 

funded health insurance program aimed primarily at the elderly. 

It covers persons eligible for S:.0cial S.ecurity without rega.rd 

to their income. Benefits are generally limited to contributors. 

Despite significant variations in contributions, which are based 

on personal income, recipients receive equal benefits. Two 

programs exist under the Medicare umbrella. Part A coverage 

provides insurance protection aga;nst the costs of inpatient 

hospitalization, post-hospital extended care, and medically 

necessary post-hospital home he.alth visits. Part B, the 

Supplemental Insurance Program, focuses primarily on payments 

to physicians. Home health visits are also reimburseable under 

Part B. 

@ Medical Assistance Program, Social Security Act, as amended. 

Title XIX (P.L. 89-97) - The Medical Assistance Program, more 

commonly known as Medicaid, is a state administered program 

providing medical assistance for low income individuals. While 

a number of categories of persons are eligible to receive bene

fits, the present description of Medicaid will be limited to 

and focus on the services most relevant to the rehabilitation 

and maintenance needs of the elderly. 
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To qualify for federal matching funds, State Medicaid pro

grams must offer certain specified services. Skilled nursing and 

home, heal th <::are are two of, these mandatory services. The State 

may also offer optional services. 

The largest optional program currently offered to the elderly 

by Maine 1 s Medicaid program is intermediat,e level nursing home 

care. This is proyided in facilities desJgnat~d. a~ ICFs (inter

mediate care facilities). (/\lso see Section A.l.b.(l) p. 109). 

• Title XX Social Security Act (P.L. 93-647) - The, Title XX program 

provides grants to states for a variety of,social services. Two 

of the Title XX goals are relevant here: 

To prevent or reduce inappropriate instttutional care 

by providing for• community or home based care, or other 

forms, of less, intensive care. 

To secure referral or admission for institutional care 

when other forms of pare are not appropriate or provide 

services to individuals· in institutions. 

In Maine these, services are -Offered either· directly through 

the Bureau of Resource Development or purchased from local .pro

vider agencies. Of tangential interest is the Homemaker Service 

Program which is designed in par.t to aid older and/or handicapped 

persons to remain in their. homes.rather than being placed in 

institutions. 

• Housing and Related Facilities for Elderly or Handicapped Families. 
,! ' : i 

12 U.S.C.A. il70lq. The Secti.on .. 20? congr;egate housing pro,gram 

specifies that HUD provide dir~ct long-term l-0ans for the con

struction or rehabilitation of mul ti-:family housing projects 

for the elderly or handicapped. Development of a wide range .. . - . . ' 
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of services for project residents is encouraged. These include 

health, homemaker, welfare, and recreational services. Section 

202 projects are permitted to establish congregate dining rooms, 

community rooms, infirmaries, and inpatient and outpatient health 

facilities for use by project residents. 

1 Comprehensive Older Americans Act Amendments of 1978. (P.L. 

95-478). The Older Americans Act was enacted in 1965 and has 

been amended frequently since then, most recently in 1978. The 

Act provides funds to States to provide social and nutritional 

services, to develop multi-purpose senior centers and to plan 

for comprehensive and coordinated systems for the delivery of 

services to older persons. 

The 1978 Amendments to the Older Americans Act (Title III) 

established the following goals relevant to long-term care for 

the elderly: 

11 1. secure and maintain maximum independence and dignity in a 

home environment for older individuals capable of self care 

with appropriate supportive servicei; 

2. remove individual and social b~rriers to economic and 

personal independence for older individuals; and 

3. provide a continuum of care for the vulnerable elderly." 

The 1978 Arlendm_~rits ·also empowered the state agency to develop 

an Omnbudsman Program to: 

11 1. investigate and resolve complaints made by or on beh_alf 

of older individuals who are fesidents of long-term care 

facilities relating to administrative action which may 

adversely affect the health, safety, \•Jelfare, and rights 

of such r~sidents; 
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2. monitor the development and implementation of federal, 

state, and local laws, regulations, and policies with 

respect to long term care facilities; 

3. provide information as appropriate to public agencies 

regarding the problems of older individuals residing in 

long-term care facilities. 

Section 3030(d) of the 1978 amendments authorizes funding 

to the states to assist the elderly in avoiding institutionali

zation. Services such as adequate and available pre-institu

tional screening, home health, homemaker chore services, 

nutrition services, and counseling services are specified as 

means to effect this. 

(b) Health Problems ~ddressed 

There are a number of ways in which health problems affecting 

the elderly can be examined. Measures of functional disability 

(activities of daily living) are one commonly accepted indicator 

of health status. Unfortunately there are no data in Maine 

describing functional disability among the elderly in Maine. A 

study by the General Accounting Office in Cleveland, Ohio, p,rovides 

some information in this regard. In their survey of a sample of 

the elderly population in Cleveland. the GAO found that 40 percent 
' 

of the elderly surveyed were either unimpaired or slightly i.mpaired. 

They found 34% of the elderly were mildly or moderately impaired. 

Sixteen percent were generally or greatly impaired and 10 percent 

were extremely impaired. 

National data show that arthritis or rheumatism (34.3 per

cent of the nursing home population) and heart trouble (33.5 

percent of the nursing home population) are the chronic conditions 

most frequently afflicting nursing home patients. An estimated 
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2,740 of Maine's nursing home patients have arthritis or 

rheumatism; an estimated 2,675 suffer from heart trouble. 

The two leading primary diagnoses for nursing home residents are 

~ardening of the arteries (22.5 percent) and stroke (10.5 percent). 

An estimated 1,795 nursing home patients are afflicted with hardening 

of the arteries in Maine; an estimqted 840 nursing home patients have 

a primary diagnosis of stroke. 

(c) Population Served 

Table 8 displays estimates of the numbers and per-

centages of persons 65 and over and 75 and over in the United States 

and Maine for the years 1970 to 1985. For both age groups, the pro

portion of elderly in the total population is expected to increase 

in ~is 15 year period, Increases in Maine are anticipated to be 

slightly higher than in the United States. By 1985, Maine's elderly 

will account for 13.2 percent of the total population. 
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Tgble 8 

Elderly Populations of the United States and Maine. Number and 
Percent of General ·Population for Age Groups 65+, 75+, 1970 - 1985 

Year 

1970 
1975 
1980 
1985 

1970 
1975 
1980 
1985 

Age 65+ 

20,0Sb,000 
22,400,000 
24,523,000 
28,933,000 

9.8 
10.5 
11. 0 
12.4 

United States 
Age 75+ 

Number of Persons 
7,598,000 
8,527,000 
9,112,000 

11,402,000 

Age 65+ 

114,500 
125,400 
140,600 
154,200 

Percent of General 
3.7 

Population 

4.0 
4. l 
4.9 

11. 5 
11. 9 
12.6 
13. 2 

Maine 
Age 75+ 

45,800 
52, l 00 
60,400 
67 AOO 

4.6 
4.9 
5 .4 
5 .8 

Source: U.S.: Series II, 11 Projection Demoqraphic Aspects of the Aging and the 
Older Population in the United States, 11 Bureau of the Census, 1976. 
Maine: Population Projection Series, PPS-3, Maine State Planning Office 
1979. 

(d) Services Provided 

• Home Health Services: As the name implies, home health 

agencies provide health cafe•to per~ons in their homes, 

in boarding care facilities, or in other domiciliary or 

quasi-domiciliary facilities (e.g. congregate housing, 

adult day care). 

~ Homemaker/thore Services: Th~se services are designed 

to support thi functionally disabled p~~son, who though 

medically stable, still requires as·sistance in personal 

care or household management~ Although these services 

cahnot be construed to be h~alth condition oriented, 

they are important in that they may forestall or prevent 

institutionalization. 

@ Adult Day Care: These programs provide medical and social 

services to functionally disabled adults who require 

supportive and intermediate level care. If family or friends 

are available (and willing) to provide care during the 

evenings and weekends, but unable to do so during working 
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hours, adult day care can serve as a useful alternative 

to institutionalization. Day Care Centers provide 

"group care during the day in a safe, comfortable 

environment in which selected therapeutic and personal 

care services, food and social opportunities are offered 

by professional and para-professional staff. 

• Congregate Housing: This is defined as: 11 a residential 

environment which includes services such as meals, 

housekeeping, health, personal hygiene, and transportation, 

which are required to assist impaired, but not ill, 

elderly tenants to maintain or return to a semi-independent 

lifestyle and avoid institutionalization as they grow older. 11 

• Boarding Care: Boarding care facilities can serve as 

alternatives to nursing homes by providing a supervised 

environment for ambulatory persons who need some assistance 

but not the total care provided in institutions. 

• Intermediate Level Nursing Care: Intermediate level ca re 

must be authorized by a physician and provided under the 

direction of a registered nurse or licensed practical 

nurse who is required to be on duty not less than (40) 

hours per week. 

Intermediate nursing services include: provision of 

medications not requiring 24 hour skilled nursing 

observation; implanted tubes required for maintenance of 

a fairly stable condition; tube feedings not requiring 

24 hour observation; aspiration not requiring skilled 

observation; routine care and dressing changes for 

patients with temporary casts, braces, splints, 
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: 

restorative procedures where assistance or training 

for self-care is enhanced; physical and mental 

limitation where protectice restraints are needed; 

unstable physical and mental conditions not requiring 

24 hour skilled care; in short, ,care for general 

degenerative conditions. 

• Skilled Level Nursing Care: In SNFs, patient care 

must be authorized by a physician and furnished by/or 

under the direct supervision of a registered nurse or 

licensed practical nurse on duty 24 hours a day. 

Skilled nursing services include: the provision 

of medication which requires obs:ervation ov·er a 24-hour 

period; implanted tubes ordered by a physician which 

are necessary for the promotion ,of rehabilitation, 

training or treatment; tube feedings; aspiration; 

asceptic bandages requiring skilled nursing observation 

or teaching; restorative nursing procedures r~quiring 

direct service or supervision on a 24 hour b~sis; 

dietary services requiring teaching of a new dietary 

regimen; care of physical and mental limitations 

resulting in instability~ 



2. Department of Mental Health and Corrections 

a. Bureau of Mental Hea 1th 

(1) Description 

Departmental 

The Bureau of Mental Health is one of three Bureaus within the 

Department of Mental Health and Corrections (the other two are the 

Bureau of Mental Retardation and the Bureau of Corrections). 

Functional 

The Bureau of Mental Health is the entity within the Department of 

Mental Health and Corrections responsible for developing a system of 

mental health services to promote mental health, prevent mental illness, 

and provide effective treatment and rehabilitation services in the most 

natural setting appropriate to the needs and capabilities of mentally 

ill clients and their families. 

The Bureau has adopted a balanced service system model for delivery 

of care. This system encourages utilizing a full spectrum of locations 

and providers from family oriented services to care in an institutional 

setting. 

The Department of Mental Health and Corrections administers the 

two State institutions for the mentally ill, located in Augusta and 

Bangor. An office of advocacy exists to receive client complaints. 

Other offices provide nutritional, public information and volunteer 

services to the Department and the public. 
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Pertinent Federal and State Laws, Regulations and Guidelines 

• Public Law 94-63 the Community Mental Health Centers Act, provides 

the main focus for development and delivery of mental health services. 

• Title XVIII (Medicare), Title XIX (Medicaid) and Title XX (Social 

Services) of the Social Security Act provide the major sources of 

funding for mental health services, 

• Public Law 93-641, the National Health Planning and Resources 

Development Act, delegates certain mental health planning responsi~ 

bilities to health systems agencies and state planning entities 

established by the Act. Also under P.L. 93-641, health systems 

agencies will soon ~ave revi~w and approval authority of local 

applications for certain federal monies for the development of 

mental health resources. 

• MRSA Title 34, Chapter 181 authorizes the operation of the Department 

of Mental Health and Corrections. Under the Statute, the Department 

is responsible for "ensuring the provision of certain mental health 

services, and provides for a system to coordinate the planning, 

development and provision of those services." The Department is also 

authorized to license services. 

• MRSA Title 13, Chapter 31, authorizes the Maine Council of Community 

Mental Health Centers, a private not-for-profit corporation. 

(2) Health Problems Addressed 

Mental disorders generally fall under one of two major classifica

tions, neuroses and psychoses. Affective problems, sµch as depression, 

constitute a third category of mental 'disorders. A neurosis does not 

manifest itself in severe personality changes. A psy~hosis is a severe 

mental disorder manifested by abnormal behavior, reactions, and ideas. 



(3) Population Served 

There are no uniform data available which describe the population 

utilizing mental health services. Nationwide, the 1978 report of the 

Presidential Commission on Mental Health states that 15% of the popula

tion is in need of mental health services. Applying this percentage 

to Maine, an estimated 150,000 .people are experiencing emotional problems 

severe enough to need suppo(t or help. 
. ' . 

The Department of Mental Health and CQrrections has developed the 

following utilizaqon figures for a single point in time in Maine in 

1977. This estimate does not include patients in general hospitals or 

outpatient units for primary psychaitric diagnosis. 

CMHC's 
Pri va.te. pratti ce 
Institutions (State) 
VA Hospital 

(4) Services Provided 

l 7, 192 
4,700 

644 
320 

22,856 

The Department of Mental Health and Corrections provides direct 
··i 

services to the chr;-.onically_ mentally ill at the two State institutions. 

The Department also. seeks to assu.re that the following mental health 

services are available throughout Maine in the c;ommunity setting; out

patient; emergency inpatient; day activity and partial hospitalization; 

community residential,; community _support; consultation and education, 

and services to courts and other agencies. 

b. Office of Children's Services 

(l) Description 

Departmental 

The Office of Children's. Services is one of several Divisions, 

Offices and Bureaus locqted.within the Department of.Mental Health and 

Corrections. The Office was established administratively in late 

1977. 
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Functional 

The Office of Children's Services functions as a separate 

Bureau, although it does not have a separate statutory authorization 

in Title 34. Although this function was originally provided through 

the Bureau of Mental Health, it became necessary to give the area 

divisional status. 

The purpose of the Office is to provide and assure the provision 

of services to children falling within the Department's jurisdiction. 

This is done primarily through placement review services and contracts 

with a number of residential treatment centers throughout the State. 

Pertinent Federal and State Laws, Regulations and Guidelines 

( See Section A.2.a. (1) (p. 143)). 

(2) Health Problems Addressed 

The Division makes provisions for care and treatment of severely 

emotionally or behaviorally handicapped children as well as the mentally 

retarded or developmentally delayed. 

( 3) Population Served 

( See SectionA.2.a.(3), (p.144)). 

(4) Services Provided 

The Division provides access to six private day and residential 

treatment centers for children as well as group homes and outpatient 

counseling. (Also see Section A.2.a.(4), (p.144 )). 

3. Other State Policies/Programs 

a. Health Facilities Cost Review Board/Voluntary Budget Review Organization 

In 1978 the Legislature enacted Sec. l, 22 MRSA, C. 105 entitled "The 

Health Facilities Information Disclosure Act. 11 

The Legislature found that the rising costs of health care and services 

provided by health care facilities were matters of vital concern to the 
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people of this State and had a direct relationship to the ability -0f the 

people to obtain necessary health care. It was determined that the 

informed development of public policy relating to health care required that 

the State regularly assemble and analyze information pertaining to health 

ca re costs. 

The 1 aw requires that uniform systems of reporting health care infor

mation be established in such a way as to not violate the privacy rights 

of patients and health care practitioners. All health care facilities will 

be required to file reports in a manner consistent with these systems. 

Proposed budgets of any hospital must be reviewed and commented on by 

either the Health Facilities Cost Review Board or an approved voluntary 

budget review organization. The Health Facilities Cost Review Board 

approved the Voluntary Budget Review Organization of Maine in 1979. 

The Hospital Budget Review Panel of the Voluntary Budget Review 

Organization of Maine reviewed and commented upon the budget submissions 

received from 35 short-term acute care hospitals in Maine from May 24 to 

December 19, 1979. These hospitals represent 79% of th~ acute care, non

governmental hospital beds in Maine and approximately 82% of the total 

operating expense. Overall, total operating expenses are projected to 

increase by 11.8% during 1980 compared to the cunrent national forecast of 

13.5% (Rate Controls, November, 1979). 

The Health Facilities Cost Review Board has adopted rules for submission 

of budgets and issuing decisions; established policies for providing public 

access to budget information filed with the Board or the VBRO; and has begun 

work on a uniform system of reporting financial, scope of service and 

discharge data from hospitals and nursing homes. 
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The Health Facilities Cost Review Board also reports to the Legislature 

and the Governor annually on the status of the cost of services rendered 

by health facilities and recommends, if appropriate~ mechanisms to control 

these costs. 

b. Other Dental Health Programs or Policies 

(1) Description 

There are several other State laws and regulations which establish 

policies and programs relating to dental health. These are described 

below. 

Pertinent Laws and Regulations 

• 32 MRSA § 1061 et. seq., Laws Relating to the Practice of Dentistry 

and Dental Hygiene. This law governs the practice of dentistry by 

dentists and several auxiliary specialists. The law authorizes a 

Board of Dental Examiners and defines its administrative procedures 

and functions. It defines the practice of dentistry and the methods 

for qualifying and obtaining a license. It also defines the unlawful 

practice of dentistry and establishes penalties for such practice. 

Specific duties are enumerated which can be performed by specific 

dental auxiliaries and specialists. 

The 108th Legislature legalized the practice of denturism. It 

created a licensing process for the specialty of denture technology 

and authorized the Board of Dental Examiners to define educational 

standards for the new profession. Since passage of the law, the 

Board has held hearings and defined rules and regulations for the 

practice of denture technology in Maine. 

• 22 MRSA §2271 et. seq., 11 Postgraduate Education in the Field of 

Medicine, Dentistry, Optometry, and Veterinary Medicine. 11 This law 
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was created to compensate for Maine 1 s lack of postgraduate schools 

for the four health sciences described in its title. It defines the 

eligibility requirements for students participating in the program 

and establishes a contractual relationship between the student and 

the State. 

It also created an Advisory Committee on Medical Education. 

Through a legislative appropriation, the bill guarantees seats for 

Maine residents in several graduate schools of health sciences in the 

northeastern United States. 

• 22 MRSA § 2652, et. seq., 11 Water for Human Consumption. 11 The law 

specifies that no community shall fluoridate its water system without 

the written consent of the Department of Human Services. It also 

requires that before fluoridation can begin, the citizens of the 

municipality must vote to approve it. 

There is a special provision for water systems that serve multiple 

municipalities. 11 Authorization by municipalities representing 80% of 

the customers served by such public water system shall be sufficient. 11 

The Public Utilities Commission is granted the authority to allocate 

the costs of installing and maintaining fluoridation equipment among 

the customers of a public water system. 

• 
11 The Dental Component of the Maine Medicaid Assistance Manual 11 

-

Chapter II, Section 25, of this manual, entitled 11 Dental Services 11
, 

defines the policy of the Department of Human Services as it relates 

to the provision of dental care through the Medicaid program. 

The dental policy defines eligibility for care, covered services 

for both Early and Periodic Screening, Diagnosis, and Treatment 

clients (EPSDT) and Medicaid recipients not covered under EPSDT. It 
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defines administrative policy and procedures including requests for 

prior authorization. It also contains billing information and 

explains the Department's reimbursement policies. 

A table of maximum allowances for dental procedures is included 

in this manual. 

• 22 MRSA § 2651, et. seq., "Fluoridation of Public Water Supplies"-

The Department's Division of Health Engineering has established regula

tions concerning public water fluoridation. These regulations define 

the term "public water system" and the method for obtaining approval 

of fluoridation systems. 

They also describe the types of approved equipment to feed fluoride 

into water systems and define safety precautions, water sampling and 

reporting procedures. 

(2) Health Problem Addressed 

Dental disease as described under A.l.e. (p. 128) is the health 

problem addressed. 

(3) Population Served 

The population served through most of these laws and regulations 

is described in Section A. l .e. (p. 129) .. Additional discussions are 

found under Section B. l .e below. 

( 4) Services Rendered 

These are discussed under Section A. l .e. (p. 129). 

c. Primary Care 

As noted in the introduction to this chapter, primary care is a high 

priority for Governor Brennan and for the Comm1ss1oner of the Department of 

Human Services. Currently no agency of state government has formal respon

sibility for primary care. There are, however, numerous federal and state 

statutes related to primary medical care which state agencies administer. 
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(l) Description 

Primary medical care is the health care most people seek most of the 

time. Primary care usually provides the patient with his first contact with 

the health care system. The primary care provider assumes continuing 

responsibility for the patient's care, The care is ordinarily for minor 

illnesses and injuries or for health maintenance, although a significant 

part of a primary care physician's practice will include caring for patients 

with serious chronic and debilitating diseases and conditions. The primary 

care provider refers patients to appropriate specialists for more serious 

or complicated health problems. 

There are several providers of primary medical care in Maine, including 

physicians, new health practitioners, and ambulatory care centers. The 

primary care physician is the principal source of primary medical care in Maine. 

In 1978, there were 902 primary care physicians (those whose first specialty 

is general practice, family practice, obstetrics and gynecology, internal 

medicine, or pediatrics) practicing in Maine. The primary care physician to 

population ratio was l :l ,213 for that year. (See also Chap. II, Sec. F, p.58 ). 

About 21% of Maine's primary care physicians are in group practices. 

Although the number of group practices has grown substantially in New England 

in recent years, the percentage of Maine's primary care physicians in group 

practice is smaller than the national average. 

Rural sections of thirteen of Maine's sixteen counties have been 

designated "health manpower shortage areas". As of October, 1978, there were 

fifteen National Health Service Corps physicians in Maine. 

A variety of new health practitioners represent another important source 

of primary care in Maine. As of Jun,e, 1980, 76 physician assistants and 

195 nurse practitioners were licensed to practice in the state. They 

practice in a variety of settings, including hospitals, phys,icians offices, 

and ambulatory care centers. 
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Many people in Maine receive primary medical care from ambulatory 

care centers. There are more than thirty such centers in the state providing 

primary care services to approximately half the towns in Maine. More than 

25% of Maine's population live in these towns. 

Maine encourages Maine students to r,ttend medical school, study 

primary medicine, and return to Maine through the 11 purchase 11 of seats in 

schools and a loan program with provisior1s for forgiving the loans. These 

arrangements are contained in legislation passed by the Legislature. 

Maine also has an increased capacity to train primary care physicians, 

although there is only one medical school in Maine -- the New England 

College of Osteopathic Medicine. There are six Family Residency Programs in 

Maine. Two of these are osteopathic, four are allopathic. Their purpose 

is to provide training, education, and job-related experience to physicians 

intending to practice family medicine. Their goal is to encourage 

graduates to remain in the State subsequent to completing their training 

Also, fourteen schools of nursing are located in Maine. Nine train 

registered nurses (R.N. 's) and five others train licensed practical nurses 

(L.P.N. 's). Two of the R.N. programs offer Baccalaureate degrees, three 

programs offer an Associate degree, and in four, a Hospital Diploma is 

awarded. There is presently one nurse practitioner program in Maine. 

Pertinent Federal and State Laws and Regulations 

• National Health Priorities, National Health Planning and Resources 

Development Act. (P. L. 93-641, § 1502) 

This law provides ten health priorities which should be given 

consideration in the development of federa·l, State, and area health 

planning and resources development programs. Among these health 

priorities, the following relate to primary care: 
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The provision of primary care services for medically 

underserved populations, especially those which are 

located in rural or economically depressed areas. 

- The development of medical group practices (especially 

those whose services are appropriately coordinated or 

integrated with institutional health services), health 

maintenance organizations, and other organized systems 

for the provision of health care. 

- The training and increased utilization of physician assist

ants, especially nurse clinicians. 

• National Health Planning Goals [P.L. 93-641, §1401(6)(2)] 

Regulations have been proposed for a statement of National 

Health Planning Goals which constitute the second set of National 

Guidelines for Health Planning and which supplement the statement 

of resource standards for certain acute inpatient resources and 

services issued March 28, 1978. The proposed guidelines consist 

of national health planning goals with respect to institutional 

and personnel resources and systems of care and goals with respect 

to disease prevention, health promotion and health status. 

Among the goals, the following relate to primary care: 

- The supply of primary care health personnel in a community 

should be no less than the equivalent of one physician per 

2,000 population. This ratio can be achieved by fostering 

the use of nurse practitioners and physician assistants; 

- To the extent that shortages of primary care personnel and/ 

or excesses of other medical specialities exist and are 

documented, these imbalances should be corrected; and 

-152-



The integration of mental health services in general 

health care delivery programs should be increased through 

in-service mental health training of primary care providers 

and placement of mental health professionals in primary care 

programs. 

•National Health Services Corps (42 USCA § 254b and 254d, etc. seq., 

42 C.F.R. § 23) 

This law provided for placement of Corps physicians and physi

cian extenders in areas with critical health manpower shortage. 

• Community Health Centers (42 U.S.C.A. § 254c; 42 C.F.R. § 51c) 

These sections of the code and regulations provide funds for 

the development of community health centers whose~rimary pur-

pose is to provide primary care services to medically underserved 

populations. In Maine, these centers are funded through the federal 

Health Underserved Rural Areas and Rural Health Initiative programs. 

•Grants for Family Medicine, Training, Traineeships and Fellpwships 

(42 U.S.C.A. S 295; 42 C.F.R. § 57) 

Funds are made available by this legislation for the development 

of family medicine training programs including continuing education 

and family practice residency programs. There are also funds avail

able for student financial assistance. 

•Health Maintenance Organizations (42 U.S.C.A. § 300 e; 42 C.F.R.§ 110) 

These sections of the code and regulations define health main

tenance organizations and regulate their establishment and operation. 

Under Maine law, three licensing boards exist, one each for nurses, 

a1lopathic physicians, and osteopathic physicians. 

•Nurses and Nursing (32 MRSA Title 32, Chapter 31, § 2101 et. seq.) 

This legislation governs the practice of nursing, both LPN's 

and RN's. The law authorizes the State Board of Nursing and defines 
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its administrative procedures, functions and composition. 

Differences between LPN 1 s and RN 1 s are defined and procedures 

for qualifying for a license are established. 

,osteopathic Physicians and Surgeons (32 MRSA, Title 32, Chapter 

36, § 2561, et. seq.) 

This law governs the practice of osteopathic medicine in 

Maine. It authorizes the Board and specifies procedures, functions, 

and composition. Requirements and regulations for certification 

are stipulated in this law, as are grounds for suspension and revoca

tion of a license. It also defines the use of physicians assistants 

by 0.0. 1 s and outlines their regulation. 

•Physicians and Surgeons (Me. Rev. Stat. Ann. Tit. 32, Chapter 48, 

§ 3263 et. seq.) 

Legislation governing physicians and surgeons resembles the 

legislation governing osteopathic physicians and nurses. The law 

defines the practice of allopathic medicine, delineates the compo

sition, functions, and procedures of the governing board, specifies 

requirements for registration and licensure, defines the use of 

physicians assistants and their regulation, and sets out the grounds 

on which license suspension and revocation proceedings may be 

initiated. 

Maine law also contains provisions for health maintenance organiza

tions. 

,Health Maintenance Organizations (Me. Rev. Stat. Ann. Tit. 24-A, 

Chapter 56, § 4201 et. seq.) 

This law outlines procedures for establishing, operating, and 

maintaining HM0 1 s. The law specifies the duties, functions, obliga

tions, operating procedures and administrative organization of the 

HMO; among these, evidence of coverage and availability of informa

tion to the enrollees are required. 
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( 2) Hea 1th Prob 1 ems Addressed 

Primary medical care treats common illnesses and injuries, such 

as respiratory illnesses, aches and pains of unknown origin, general 

fatigue and malaise, minor injuries and infections, and gastro

intestinal disorders. Primary care providers also treat and manage 

more serious conditions. 

(3) Population Served 

There are no general state-wide data available to describe the 

proportion of the Maine population that receives primary medical care. 

There is some limited information available from two surveys conducted 

in Maine during the past seven years. Over 94% of the respondents to a 

survey in Cumberland County in 1973 who wanted to see a doctor during 

the year prior to the survey indicated that they had no trouble in 

seeing a doctor. Approximately 83% of the respondents to a survey of 

the elderly in 1975 had seen a physician in the year preceding that 

survey. 

A national survey conducted in 1976 found that 80% of the popula

tion of the Northeast region visited a physician in the year prior to 

the survey. This percentage applied to t·1aine's population would mean 

800,000 Maine people would have visited a physician in 1976. It also 

found that those people in the Northeast that visited a physician 

averaged about five visits for the year. 

(4) Services Provided 

Primary care providers render basic preventive, diagnostic, and 

treatment services. 
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State Department - Motor Vehicle Division - Medical Advisory Committee 

(1) Description 

The Motor Vehicle Division is empowered to issue and control 

the Maine driver's license and registration of motor vehicles. 

Maintaining a Maine driver's license is a privilege and is based 

on the observance of laws established by and for the Secretary of 

State. The Department maintains a Medical Advisory Committee which 

is authorized by statute to advise the Department on medical criteria 

and vision standards to be used in licensing drivers. Another major 

function of the Committee is to evaluate the capabilities of drivers 

operating under medical restrictions. 

Pertinent Federal and State Laws and Regulations 

• In 1967 the Federal Highway Safety Program Standard #5 required 

each state to have "a system providing for medical evaluation of 

persons whom a driving agency has reason to believe may have 

mental or physical conditions which might impair their driving 

ability." Further, Standard #5 stipulates the creation of a 

"Medical Advisory Board" to advise driver agency personnel on 

medical criteria and vision standards. Maine's Medical Advisory 

Board was established in 1971. 

The Department's responsibilities and authority for establishing 

medical and vision criteria for licensing drivers ace fo.unld i.n 

29 MRSA § 51, 547, 581, 2241, & 2241A. 

(2) Health Problem Addressed 

Motor vehicle related trauma is the number one cause of death in Maine 

for people between the ages of 16 and 24. 

The national societal cost of motor vehicle injuries, exclusive of 

property damage, has been estimated at about $18,000,000,000 (18 billion) 

annually and constitutes the number one public health problem. National 
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studies show that persons with a particular medical condition are over 

represented in accident causation. Waller documented that impairment 

to driver and pedestrians from chronic medical conditions, other than 

alcoholism, is a contributing factor in 15% to 25% of all automobile 

accidents. Waller also found that errors in crashes increased propor

tionately with the severity of the driver's illness. 1 

Maine has 670,000 licensed drivers and preliminary data collected 

from autopsies involving fatal accidents, substantiate Wallers' correlations 

that chronic medical conditions contribute to accident causation. 

The identification and control of high risk medically impaired drivers 

is of utmost importance. Perhaps the greatest challenge to motor vehicle 

administrators is to predict the emotional behavior of an individual; 

behavior in terms of specific actions, particularly misbehavior -

functional, psychological, or emotional failure. Ranking somewhere 

behind these types of medical predictions are the physiological failure 

for individuals; more precisely the failure of an organ, such as the 

heart, brain, etc. 

(3) Population Served 

Currently Maine has approximately 670,000 licensed drivers in the 

privat~.and commercial categories. 

(4) Services Rendered 

The Medical Advisory Committee establishes medical criteria and vision 

standards for licensing drivers in Maine. It also evaluates the capabilities 

of drivers operating with medical restrictions. 

1waller, Julian A .. ,. "Medical Impairment and Highway Crashes." J.A.M.A. 208: 
2293-2296, June 23, 1969. 
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Review of Emergent Policies and Programs 

1. Department of Human Services 

a. Bureau of Health 

The following changes in strategy are designed to overcome existing 

constraints in the prevention and reduction of public health problems. 

(1) Program Planning and Evaluation 

(a) Constraint - Increasing scarcity of funding and a concern for 

effective and efficient use of those funds require periodic 

reevaluation and prioritizing of health problems. 

Strategy - The Bureau Director will evaluate and prioritize 

programs annually for planning purposes, with the aid of 

technical advisory panels \\/hen necessar_y_. 

(b) Constraints - The availability of discretionary federal funds is 

decreasing and restrictions on their use are increasing. Evalua

tion of Bureau programs in meeting objectives is hampered by the 

lack of valid and reliable management information. 

Strategy - The Bureau of Health Program Management Information 

System initiated in 1978-79 will be revised, improved and activated 

on an ongoing basis. 

(c) Constraint It is not possible to discern a clear relationship between 

the work carried out by the Division of Health Engineering and the 

public health programs addressed by the Bureau. 

Strategy - The Bureau Director v1ill study this relationship. 

Dscisions will be made as to the proper locus of program planning, 

management and evaluation responsibilities for the elimination or 

control of environmental agents of disease. 
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(2) Organizational and Legal 

(a) Constraints - Bureau organizational structure reflects neither 

the Bureau's "public health problem" orientation, nor its preven

tion, early detection and subsequent care approach. The organiza

tional structure does not allo~ for a clear distinction between the 

responsibilities of the Bureau's Divisions for setting program 

objectives, designing attainment strategies, and evaluating results 

and the responsibilities of other entities which provide support 

services to them (e.g. laboratory, health education). 
Strategies - The Deputy Commissioner of Health and Medical Services 

and the Bureau Director will design and implement a reorganization 

of the Bureau to define areas of responsibility for addressing 

public health problems, attaining disease prevention and control 

objectives and implementing the concommitant strategies; and to 

specify the authorities, responsibilities and interactions of (a) 

the divisions in charge of program planning, management and evalua

tion, and of (b) the divisions and other entities which are responsi

ble for rendering support to the former. 

Constraint - The grants and contracts awarded by the Bureau to 

com~unity agencies and organizations state-wide are not managed 

or monitored uniformly. The objectives and strategies of the 

supported projects are generally not coordinated with the Bureau's 

overall priorities. (The Division of Child Health began to address 

this constraint in FY 1979.) 

Strategy - .\1/ithin the Maternal and Child Health Division, an 

objective system has been devised for scoring and awarding grants 

and contracts. Other grants received by the Bureau should be 

awarded and administered using a similar model. 
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(c) Constraint - The payment system of the Medical/Dental Services 

Program may be duplicating other OHS payment systems. Although 

this program has separate funding sources and is operationally 

different than other OHS third party payers, Medicaid (EPSDT), 

etc.), it may be possible for these payers to all share a 

common billing-payment mechanism. 

Strategy - The Bureau Director and Deputy Commissioner of 

Hea 1th and Medical Services wi 11 conduct a study to determine 

whether Medical/Dental services can merge its payment system 

with other existing systems. 

(d) Constraint - Obsolete or otherwise inappropriate federal and 

state laws and regulations occasionally mandate that the Bureau 

of Health staff address low priority health problems or carry 

out inappropriate strategies. 

Strategy - The Bureau of Health Director will carry out a yearly 

review of all federal and state laws which are related to the 

attainment of Bureau of Health objectives; identify those laws and 

regulations which act as constraints and (a) ask the involved 

federal agencies for relief; (b) take appropriate steps to alter 

constraining state legislation. (See strategy 5, p .. 162). 

(3) Financial 

(a) Constraint - Bureau of Health Divisions and Programs have no direct 

responsibility for the fiscal management of their programs and 

support units, ,0ecisions as to their funding sources for program 

expenditures are made at higher levels. Attempts to link programs 

with expenditures and develop unit costs for services for planning 

and evaluation purposes are difficult. 
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Strategy - The Deputy Commissioner for Heal th and Medical Servfces 

will take steps to alter the State fiscal system so that the 

Bureau Directors and Managers: participate in the budgeting process; 

are given the responsibility for their own budgets; and receive 

quarterly and year-end financial reports indicating program income 

by source and expenditures by line item. 

(b) Constraint - The Divisions of Public Health Nursing and the Public 

Health Laboratory provide support services for Bureau programs. 

In addition to responsibility for their own budgets, the program 

managers must be enabled to exercise control over expenditures 

incurred on behalf of their programs by the supporting Divisions. 

Strategy - The Bureau Director will ensure that support divisions 

provide service cost estimates to program managers, that these 

costs are negotiated, and that program managers give final approval 

f~r alt supportive expenditures. Quarterly and year-end reports 

of expenditures by units of service and source of funds should be 

prepared by the supportive divisions for the program managers. 

(c) Constraint - The Bureau lacks the capacity to monitor and to 

respond in timely and effective fashion to new federal funding 

initiatives. 

Strategy - The Bureau Director will establish a mechanism for 

monitoring new federal funding initiatives and will direct the 

timely preparation of grant requests and contract proposals. 

(See Strategy 2(c)}. 
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(4) Public and Professional Communications 

(a) Constraint - No ccntinuous effort is made within the Gureau to 

inform and educate the public and the Legislature as to the public 

health problems addressed through the Bureau's programs; nor is 

there an avenue of communication with the private health care 

sector and other State governmental agencies to permit the systema

tic transmittal of important public health information. 

Strategy - The Bureau Director will design an ongoing system to 

provide appropriate information about the public health problems 

addressed by the Bureau to the public and Legislature (this system 

should allow for timely correction of public misconceptions about 

public health matters). The Director will also establish regular 

communication with other state governmental agencies and the private 

health care sector. 

(5) Health Status and Program Performance Data 

(a) Constraint - The paucity of Maine-specific health status data for 

use in health problem definition and prioritization is a deterrent 

to rational program planning and evaluation. The need for a 

comprehensive health survey in Maine, which would serve to determine 

the existence of health problems, their magnitude and their distri

bution, is well documented. Information about the magnitude 

and distribution of health problems is a crucial factor in the 

determination of their status as public health problems and in 

the quantification of objectives. 

Strategy - The Deputy Commissioner for Health and Medical Services, 

with the help of the Directors of the Bureaus of Health and Health 

Planning and Development, will investigate the feasibility, and 

initiate at the earliest opportunity, a State health survey to 
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ascertain the existence, magnitude and distribution of health 

problems in Maine. 

(b) Constraint - Bureau staff use existing health status data in their 

planning, management and evaluation activities. Such data are 

obtained from the Department's Division of Research and Vital 

Records, the Data and Research Division of the Bureau of Health 

Planning and Development and a variety of other sources. To avoid 

misinterpretation and misuse of data obtained from such varied 

sources, staff should have access to professional assistance in 

identifying data sources, evaluating the quality of data provided, 

and interpreting the relevance and usefulness of the data. 

Strategy - The Deputy Commissioner for Health and Medical Services, 

in consultation with the Directors of the Bureau of Health Planning 

and Development and the Division of Research and Vital Records, will 

assure that the Bureau staff are provided with ongoing assistance 

in the identification of health status data sources, the evaluation 

of data quality and the interpretation of their relevance for program 

planning and evaluation. 

(c) Constraint - A substantial amount of program performance data 

is collected by the Bureau's Divisions and Programs staffs, 

resulting in uncoordinated data systems. The usefulness of these 

data systems for general program planning and evaluation is 

demonstrably limited. The lack of coordination promotes ineffi

ciencies in the acquisition of computer software and hardware as 

well as the development and use of surveys and other data-gathering 

mechanisms. 

Strategy - The Deputy Commissioner for Health and Medical Services 

will conduct a study of Bureau performance data requirements and 

existing Bureau data systems, comparing these requirements and 
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systems to those of other Bureaus in the Office of Health and Medical 

Services. In line with resulting recommended actions, Bureau 

performance data systems will be streamlined and coordinated. 

b. Bureau of Medical Services 

(l) Maine Medicaid Program 

During the 109th Legislative (1979) session, an act was passed to 

aid in the recovery of Medicaid funds. Its intent is as follows: 

The Department of Human Services frequently pays for 
medical care under its Medicaid program for accident victims 
who later recover compensation from a party at fault. This 
bill allows the Commissioner of Human Services to recover the 
cost of the Medicaid expenditure from the party at fault or 
from the recipient and to require the recipient to assign the 
right to make such recovery from a third party as a condition 
of Medicaid eligibility. 

(2) Catastrophic Illness Program 

There are presently no new policies proposed or planned. 

c. Bureau of Rehabilitation 

(l) Office of Alcoholism and Drug Abuse Prevention 

The Office of Alcoholism and Drug Abuse Prevention is responsible 

for planning and coordinating two basic types of activities related to 

d~ug and alcohol abuse - treatment and prevention. The Office has 

recently committed itself to an increased emphasis on the prevention 

of substance abuse, planning programs designed to slow the increase 

of thts abuse,and ultimately,to reduce its prevalence. 

The programs will be focused on education: to help individuals 

develop basic skills for handling life choices and problems; providing 

information about legal and illegal drugs and the effects of their use 

and abuse; and early intervention to assist persons in coping with 

problems related to substance abuse. 
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d. Bureau of Health Planning and Development 

(l) Maine Certificate of Need Program 

The following changes enacted by the 109th Legislature, 1979: 

@ 22 MRSA § 304, sub§ l, ,1 C, as enacted by P.L. 1977, 
c. 687, § l, is repealed and the following enacted in its 
place: 

C. Any change in the existing bed complement of a 
health care facility which: 

(l) Increases or decreases the licensed bed capa
city of the health care facility by more than 
10% or more than 5 beds, whichever is less; 

(2) Increases or decreases the number of beds 
licensed by the Department to provide a particular 
level of care by more than 10% of that number or 
more than 5 beds, whichever is less; or 

(3) Relocates more than 10% of the health care 
facility's licensed beds or more than 5 beds, 
whichever is less, from one physical plant to 
another; and 

, 
11 An Act to conform the Health Maintenance Organization Act 
of 1975 to the Maine Certificate of Need Act of 1978, 11 

Chapter 216 Public Law. Following enactment of the Health 
Maintenance Organization Act of 1975, the Legislature enacted 
the Maine Certificate of Need Act of 1978. This has created 
a conflict in legislation, with regard to whether or not a 
health maintenance organization requires a certificate of need 
before the superintendent can issue a·certificate of authority, 
which this law seeks to resolve. The law also seeks to replace 
. thJL~f>.~~i_~J pxoc~_du__r~ J_Qr. -~Qns L!B9Uo!1 with_ t~Jom_mj~~-i o_ner 
of Human Services with the simpler requirement that the -
applicant obtain a certificate of need prior to, and as 
a condition for, receipt of a certificate of authority 
from the Superintendent of Insurance. 

e. Office of Dental Health 

In 1979, the Legislature passed a law which requires the Department 

of Human Services to provide reimbursement to public and private school 

systems for the costs of providing dental health education to children. 

The Office of Dental Health, which will administer the program, will 

develop rules and regulations outlining procedures for prior approval before 

dental health education materials are purchased. Dental health education 
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reimbursement may cover expenditures for printed curricula, audio-visual 

aids, toothbrushes, floss, disclosing tablets, topical and systemic 

fluorides and necessary permanent equipment to maintain oral hygiene. 

f. Other Programs 

(1) Emergency Medical Services 

It is the intent of the Department of Human Services to encourage 

decentralization of the Emergency Medical Services Project. Due to 

the declining nature of federal funds, such a policy is desirable. 

Guidelines are currently being developed for use by Regional Councils 

in assuming responsibility for emergency medical services at such time 

that federal funds are no longer available. 

(2) Long Term Care 

The goals and objectives in the Long Term Care Plan delineate the 

basis of new policy. The imposition of a 60 ICF bed per 1,000 aged 65+ 

standard has two policy implications. 

- It will limit the building of new nursing homes to those few 

areas of the state which currently are below the state average. 

To assure appropriate distribution, as a general rule, no more 

than 100 additional beds will be approved for construction in 

a service area at any one time. 

- Limiting facility development will enable the State to divert 

Medicaid and State funds to noninstitutional servic~ alternatives. 

Establishment of these alternatives will necessitate the develop

ment of a methodology to ensure appropriate patient placement. 

A screening mechanism, integrated into a case monitoring system, 

could help achieve this. 
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2. Department of Mental Health and Corrections 

a. Bureau of Mental Health 

A selection of areas to receive highest priority and immediate action 

was made by the Department of Mental Health and Corrections in consultation 

with both the Mental Health Plan Task Force and the Mental Health Advisory 

Council. The five problem areas in mental health on which the Department 

will focus during the next few years, in order of priority, are: 

(1) Establishing a stable funding base for mental health services, 

especially for the development of alternative community services, 

but also for appropriate program development for priority issues. 

(2) Assuring and improving community support services for the 

chronically mentally ill, especially for clients discharged 

from the institutions or other protective settings. 

(3) Continuing and strengthening the current efforts for establishing 

a coordinated and comprehensive service delivery system for 

emotionally handicapped children, assuming statutory authority 

to assure services, and participating in the Joint Memorandum 

of Understanding between the Department of Mental Health and 

Corrections, Department of Education and Cultural Services, 

and the Department of Human Services. 

(4) Supporting the development of a broad spectrum of housing for 

clients in the community, including single and shared apartments, 

group homes, halfway houses, and boarding homes. 

(5) Increasing and improving interagency cooperation at both the 

State and local levels in order that services may be better 

coordinated and linked for clients. 

b. Office of Children's Services 

See Section A.2.a. (p. 142). 
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3. Other State Policies/Programs 

a. Other Dental Health Programs or Policies 

There are no clear planned or emergent policies in dental health which 

differ from present direction other than those defined in Section B.l.e. 

(p. 165), 

b. Primary Care 

As indicated in the introductio~ to this chapter, Commissioner Michael 

Petit of the Maine Department of Human Services has stated that the provi

sion of primary care to Maine people who are underserved is a high priority 

for the Department. It is not presently known what specific steps wi 11 be 

taken to achieve that goal. 

c. State Department - Motor Vehicle Division - Medical Advisory Committee 

Secretary of State Rodney Quinn recently issued a public statement in 

which he appointed a new Medical Advisory Committee and described a greater 

emphasis and reliance on the Medical Advisory Committee in the Department 1 s 

efforts to address highway safety problems. Quinn stated that alcoholism 

and driving was a major problem that would be addressed by the Committee. 

Goals and Objectives 

See Chapter IV (pp. 137-447) ( 11 State Level Plannin911
) for goals and objectives 

relating to State health policy and programs. 

Forecast of Demand or Need 

l. Department of Human Services 

a. Bureau of Health (See Section A. l .a., (p. 107 )) . 

-168-



b. Bureau of Medical Services 

(1) Maine Medicaid Program 
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The number of Medicaid eligibles over the past four fiscal years 

is plotted in Graph l below. The principal reason for the decline 

in the number of eligibles since 1975 was a decrease in the number of 

families receiving AFDC. This lower number resulted from a change in 

AFDC eligibility policy implemented by the Department in October, 1975. 

A "ratable reduction" standard was applied to all families of equal 

size, from which any income was deducted to determine the amount of 

need. The purpose was to assure that the limited dollars available 

reached the most needy families. About 800 of the less needy families 

were found to be ineligible for AFDC as a result of this policy change. 

Graph l 
Medicaid Eligibles FY Fiscal Quarter 

FY 1976, 1977, 1978 & 1979 
Numb, r of 

Quarter El igibleJ_ 
1st 1976 lll, 592 
2nd 106,182 
3rd 106,796 
4th 103,713 
ls t 1977 99,487 
2nd 96,733 
3rd 97,934 
4th 99,104 
1st 1978 98,587 
2nd 98,660 
3rd 100,376 
4 i.h 102,658 
1st 1979 102,166 
2nd 103,214 
3rd 106,336 
4th 108,442 

1st 2nd 3rd 4th 1st 2nd 3rd 4th 1st 2nd 3rd 4th 1st 2nd 3rd 4th 
1976 1977 1978 1979 

Source: Maine D~partment of Human Services 
February, 1980 
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(2) Catastrophic Illness 

See (l), above). 

c. Bureau of Rehabilitation 

(l) Office of Alcoholism and Drug Abuse Prevention 

See Section A.l.c.(l), (P-121 )). 

d. Bureau of Health Planning and Development 

(1) Maine Certificate of Need Program 

Dates 

76-12/76 
77-12/77 
78-12/78 
79-12/79 
80-12/80 

The "Forecast of Demand and Need" terminology does not apply to 

this program. If is possible, however, to measure the number of 

applications and the amount of health care expenditures involved 

in them. The following table illustrates the review activity of 

the Bureau: 

Table 9 
Projects Processed 

Proposals Determined Not Application Pro-
Subject to Review posals Processed 

# $ # $ 
l 49,000 50 16,782,542 

16 502,058 53 21,892,015 
32 905,216 31 16,928,060 
38 3,945,974 35 32,744,215 
49 2,905,670 71 63,641,027 

Total 

# $ 
51 16,831,542 
69 22,394,073 
63 17,833,276 
73 36,690,189 

120 66,546,697 

e. Office of Dental Health 

During fiscal 1979,the Office of Dental Health continued to administer 

the School Dental Health Education Program for students in participating 

schools in grades kindergarten through six. A bill to provide funds in 

1979-80 and 1980-81 for school dental health education programs was 

approved by the Legislature during the 1979 session. In addition, the 

Office continued its efforts to provide simplified school water fluorida

tion systems. 
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f. Other Programs 

(1) Emergency Medical Services 

Table 10 contains an estimate of actual need for EMS 

services for medical and behavioral conditions. This estimate is an 

under-representation of the true total because of the unavailability 

of data for several categories. However, even as a partial documentation 

of need, the estimate of 123,478 emergency situations indicates the 

magnitude of the problem. Demand is also under-represented because of 

protocol in smaller hospitals where critical lifesaving procedures such 

as cardiorespiratory support and administration of intravenous fluids 

are initially provided in the critical care units. These life-threaten-
I 

ing emergencies bypass the emergency department to be admitted directly 

to the critical care unit. Patients cared for in this manner are not 

entered into the emergency department data base. 

(2) Long Term Care 

In both Maine and the United States the proportion of elderly 

requiring some form of long-term support services is expected to increase 

during the next decade. This can be attributed both to increases in the 

number of persons over 65 years of age and to the fact that the elderly 

are living longer, thereby developing a greater probability for becoming 

frail and disabled. 

As of the 1980 population projections (U.S. Census Bureau, Series 

IIB), 12.4 percent of Maine's population (136,800) was over 65 years 

of age. The 1980 census data is not yet in a form which allows pro

jections to be made for 1985. This information will be available by 

the end of the summer. At that time, it should be possible to more 

accurately estimate the number of nursing home beds that will be needed. 
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Estimated Population in Need of Emergency Medical Services, Maine, 1977 

Base Estima.ted No. 
Category Number in Need Justifi cati en for Estimate 

l. Hospital Out- 508,364 101,673 An estimated 20% of all emergency department visits considered emergent 
pa ~i en t Erner- or urgent. 
gency Visits 

2. Tctal Deaths 10,055 10,055 In theory l 00% of those who d1e may need emergency services. As some 
in Maine of the deaths may have received emergency services this numbei• may 

represent some duplication of Category l. 

3. Total Births 16,252 488 Three percent in need of emergency services. 
in Maine 

4. Totc.1 Visits 211,884 4,238 Approximately 2'L of all vis its to ambulatory care centers are for what ,o 

to Ambulatory patient views as emergency. 
Carel 

5. Totc.l Calls 3,406 l ,022 Approximately 30% estimated to be serious. May represent some duplica-
to Poi son I tionofl. 
Control Ctr. 2 j 

I 

6. Total Conta.cts 5,8963 2,984 Referring to problem section-behavioral, 40% of walk-ins and 20% of 
at r,:enta l telephone c0ntacts at one mental health center considered true emergen-
Heal th Centers cies. Overall est1mate for al 1 emergency visits which are true emergen- 0 

cies is 50%. 

7. Total Calls to 4,0244 3,080 Approximv. tely 75% are emergencies. 
Chi1 dren 's Pro-
tective Svcs. 

8. Total Vi sits to N.A. N.A. 
Physicians 
Offices 

9. Total Calls to N.A. N.A. 
Emergency/hot 
l ines Services 
in Maine 

Total # known 759,881 123,478 

l. At least two ambulatory care centers had recently opened at time of survey. For this reason, estimate may be low. 
2. Calls to Poison Control Center should not be used to estimate total poisonings. Awareness of this facility is increasing, 

resulting in continued greater use of the facility. 
3. l ,474 reported for a 90-day period multiplied by 4. 
4. In some instances, more than one call is received per referral. 
Source: Maine Department of Human Services, Bureau of Health Planning and Development 



2. Department of Mental Health and Corrections 

a. Bureau of Mental Health 

The 1978 Report of the President's Commission on Mental Health states 

that 15% of the citizens in this country are in need of mental health 

services. Applying this percentage to Maine, an estimated 150,000 people 

qre experiencing emotional problems severe enough to need support or help. 

The eight community mental health centers in Maine currently serve about 

30,000 Maine citizens a year. 

The prevalence of poverty, single-parent families and other family 

structures and demographic indicators can be used to estimate the prevalence 

of mental disorders. Consideration of these indicators in Maine suggests 

that Maine's mental health needs are greater than the national average. 

Maine's overall per capita income is among the lowest in the country. 

The number of divorces and the number of people who rely on the government 

for help are higher than the national average. The current mental health 

system is insufficient to meet the demands and needs of a large number of 

citizens in Maine. (Also see Sec. A.2.a(3), (p.144·). 

b. Office of Children's Services 

(See a. above). 

3. Other State Policies/Programs 

a. Other Dental Health Programs or Policies 

For some information on need, utilization, and demand for care, see 

Section A. l .e., (p. 127'). In addition, information is available from a survey 

conducted by the Maine Dental Association and the American Dental Association 

during July, 1976. 
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The survey was sent out to 468 dentists and 347 responses (71 percent) 

were received. The survey attempted to ~stablish a more accurate estimate of 

supply and demand in dentistry than can be derived from dentist to population 

ratios. Indicators utilized in the study included detailed measures of 

manpower system demands, needs and utilization, and dental productivity. 

On the basis of the survey, it is estimated that Maine experienced 1,325,505 

dental visits in 1976 and that forty-five percent of the population visited 

a dentist in that year. 

If this percentage (45%) were applied to Maine's population of 1,088,100, 

approximately 489,605 Maine people would have visited a dentist in 1978. 

b. Primary Care 

Although it is impossible to define precisely the population in need 

of primary medical care, it appears that virtually the entire population 

would experience the common illnesses and injuries which cause people to 

seek such care. 

The demand for primary care is also not known. The ambulatory care 

centers described inA.3.c.(l) (P, 15O ), served about 21,000 patients per month 

in 1978. There is some limited survey information available for Maine which 

suggests that people who make demands on the system for primary care are 

generally successful in getting care. 

Over 94 percent of the respondents in one survey who wanted to see a 

doctor during the year before the survey was conducted indicated that they 

had no trouble in seeing a doctor. Over 78 percent of the respondents in 

another survey said it was not difficult for them and their families to see 

a doctor. Approximately 83 percent of the respondents to another survey 

had seen a physician in the year preceding the survey, and only 5 percent 

of them indicated that they had problems getting medical care. Of those 
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who had not seen a doctor for at least three years, almost all (92 percent) 

said that they have no problem getting enough medical care. 

However, two of the surveys found that the respondents did not think 

there was enough medical care available. One found that 76 percent of the 

respondents thought there were too few doctors in the area. Another found 

that over 95 percent of the respondents thought that there was medical care 

available, but less than half thought that it was adequate. Both of these 

surveys were conducted in rural areas. 

Information collected in surveys of physicians in Maine show that 

the primary care physicians in Maine generally have longer work weeks than 

do such physicians nationally. This would suggest that demand for services 

relative to supply is somewhat greater in Maine than in the rest of the 

United States. 

In general, it appears that there is an acceptable level of primary 

medical care in Maine. Unmet need for services appears to be limited to 

certain sparsely populated areas of the State. It is also possible that 

need amon~ certain population groups, s1ich as the poor and the hanJicappeci, 

is not being adequately met. 
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Cost Impact Analysis/Expenditures 

For a general discussion of health care expenditures in Maine, see Chapter 

II, Section G above entitled "Health Expenditures" (p.39 ). 

l. Department of Human Services 

a. Bureau of Health (See Section A.l.a.(2), (p. 109). 

b. Bureau of Medical Services 

(l) Maine Medicaid Program 

Table ll shows an average annual percentage change of 23% for 

both mandatory and optional services over the past five years. 

Significant increases over the five year period have occurred in the 

ICF service category which grew 162% from $18.7 million in FY 1974 to 

$52.7 million in FY 1978 and expenditures for hospital inpatient services 

in the Medicaid program increased 88% from $11.5 million in FY 1974 to 

$2l.5 million in FY 1978. 

Table 12 shows the percentage distribution of various expenditures 

for both mandatory and optional services over the past five years. The 

mandatory services continue to decrease as a percentage of the whole 

from 52% in FY 1974 to 39% in FY 1978 while the optional services 

increased over the same period. The principal reason for the increase 

in optional services is the continuing growth in the expenditures for 

ICF services. 

I 1 , JI II 11 I I I I 11 '. I I n I w, LI I t:J I rt I I I.I I cl I I LI c, tj I V 1 Lt:! b cl I Id 111 p cl L 1 t:HI L 

Hospital Services together account for more than 65% of the entire 

Medicaid costs for FY 1979. All other Medicaid services combined 

account for the remaining 34.6% of the total expenditures. The graphed 

ICF data for FY 1974 to FY 1978 clearly show a rapid average increase 

of 36% annually. FY 1979 data, however, reflect only a 3.6% increase 

over the previous fiscal year. 
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Medicaid Expenditures by Type of Service 

and Percentage Change 

FY74 through FY78 

(nearest $1,000) 

Average 
@Detail not available. % Change annual 
lncluded in "Professional " % % % From percent 
Services." FY74 FY75 Change FY76 Change FY77 Change FY78 Change FY74 age change 

"TOT/!.L $49,987 $67,456 35% $76!681 14% ~922070 20% $113,500 23% 127% 23% 

~lA.i-iDATORY $26.100 .. $33!?02 29% $33,986 1% $39!259 16% $44,232 13% 69% 16% 

Hospital !npatient 11 ,468 14,585 27% 16,992 17% 19,656 i6% 21 ,509 9% - 88% 17Z 
l-!ospital Outpatient 2,227 3,029 36% 3,420 13X 4,213 23'.I: 4.393 4% 97% ;9% 
SNF. 3,269 3,571 9% 1,428 (60%) 1.715 20% 2,904 69% (11 %:) 10% 

I Horr.e Hea 1th 413 515 25% 607 18% 642 6% 692 ei 68% 14'.Z 
__, Professional Si::rvi ces 6,996 8,288 22% 7,666 8% 9,200 20% 10,318 '2% 52% l "" 1.. .. 
'-J EPSJT 430 505 17% 563 12% 716 26% 1,084 51% 152% 27':. '-J 
I Dental i ,057 1,867 77"1, 1,781 {5%) l,496 (16%) 1,618 i: 53% 15; 

Optcc:etric @ 350 355 2% 377 61 438 16% 25% 8~ 
Far:iiiy Planning 439 550 25% 743 35% 765 3% 732 (4%) 67% 15% 
Lab & X-ray @ 443 426 (4%) 479 12% 543 131 23% 7% 

OPTIONAL $23,887 $33,297 39% !42,032 26% $521004 24% $67,850 ':,'"'Y 184% 30% 
ICF 18,704 24,567 31% 32,541 32% 40,644 25% 52,736 2:: 162% 35~ 
Drugs 3,896 5,375 38% 5,452 1% 5,854 7% 7,026 ~c,t c..,._,. 80'.:; 17% 
Mental Health @ l ,076 444 (59%) 441 (l %) 602 37~ (44%) (8Z) 
Psychology @ 177 233 32% 288 23% 328 l'" ... 85% 23:z; 
Chi ropractry @ 98 95 (3%) 112 18% 124 , .. 

'.4 27'1, 9% 
?odi atry @ 52 51 . (2%) . 64 26% 69 ._.,, ~· 33% 11% 
Ambulance 151 193 28% 269 39% 262 (2%) 280 ;~ 65% 18% 
;~edicare Part B l, 136 1,759 55% 1,676 (5%) l ,529 (9%) l ,694 i1~ 49'1, 13% 
MN Med i cal I y Needy -0- -0- 0% l ,270 0% 2,810 121% 4,991 7E'! 293% 99: 

CATASTROPHIC ILLNESS $ -0- $ 457 oi s 663 45% $ · 807 22% $ 1,418 7':: 210'.t 48% 

Source: Maine Department of Human Services -I 

Income 1974-FY 1978 
~ 

and Expenditure Reports, FY CT _, 
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Medicaid Expenditures by Type of Service 

With Percentage Distribution 

FY-74 through FY-78 
(nearest $1,000) 

@Cetc.il not available 
Included in "Professional % ,:; ,:; % ., 
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Drugs 3,896 8% 5,375 8% 5,452 7% 5,854 6% 7,026 6% 
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Hospital inpatient expenditures are also rising, but at a slower 

annual rate of 17% annually from FY 1974 - FY 1978. Data for FY 1979 

show an increase over this rate to 21.7% from FY 1978. Large increases 

in the 11 All Other Medicaid Expenditures" category reflect the addi

tion of optional programs over the years. 

(2) Catastrophic Illness Program 

(See Section E.l.b.(l), (p. 126)). 

c. Bureau of Rehabilitation 

(l) Office of Alcoholism and Drug Abuse Prevention 

The following are the estimated expenditures for FY 1980 for the 

Office: 

Administrative Services 
Planning/Coordination 
Management Information Services 
Treatment, Rehabilitation and Intervention 
Quality Assurance and Evaluation 
Prevention and Education 
Manpower and Training 
Direct Office Overhead 

d. Bureau of Health Planning and Development 

(l) Maine Certificate of Need Program 

$ 153,492 
173,215 
39,935 

3,242,360 
70,340 
73,686 
64, 126 

117,059 
$3,934,213 

From January l, 1980 to September 25, 1980, the Certificate 

of Need review program saved $8,937,938 in capital costs and 

$3,141,415 in first year operating costs. 

The table below lists the projects that were reduced, withdrawn 

or disapproved and the resulting savings in capital and first year 

operating expenses. 
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_&,pl icant 

EMMC 

Portland 
Cty. Hosp. 

Fvergreen 
Manor 

Veteran's 
Home 
\.lyman Mem. 
Manor 

regional 
Mem. Hosp. 

Orig. Cap. Approved Capital 1st year 
Expend __ '._ ~- Expenu. Savings _Qper. Sav~ 

$14,160,000 $9,B60,000 $4,300,000 $ 500,000 

5;413,000 4,977 ,000 436,000 214,000 

363,800 (withdrawn) 363,800 221 , 920 

6,000,000 4,200,000 l ,800,000 990,754 

l ,983,000 disapproved l , 983, 138 1,214,741 

4,060,000 4,005,000 55,000 

$8,937,938. $3 , 141 , 415 

The Certificate of Need review program, through disapprovals and 

agreed upon reductions of projects, cut capital costs of project 

applications by 19.3%. The program reviewed a total of 32 applica

tions whose proposed capital costs were $46,258,238 during the nine 

month period. 

e. Office of Dental Health . 
The budget for the Office of Dental Health for fiscal year 1979 was 

$40,016, which was used to accomplish the objectives of the Office. 

f. Other Programs 

(1) Emergency Medical Services 

The Maine EMS Project has been funded through two federal programs: 

The National Highway Safety Act and the Emergency Medical Services 

Systems Act. In the period from July, 1975, through December, 1978, 

funds expended for the EMS Project totaled approximately $2,800,000. 

The current annual budget is $1.2 million. Program expenditures cover 
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central management, personnel training, communication and vehicle 

equipment, and the purchase of emergency vehicles. 

(2) Long Term Care 

There is no accurate estimate of total expenditures in Maine 

for long-term care services. Long-term care encompasses a broad 

range of health, social and nutritional services for which informa

tion on total expenditure is unavailable. The following table 

displays total expenditures by source of funds for one long-term 

care service - nursing home care. 



Table 13 

Nursing Home Care Expenditures by Sources of Funds 

Maine, 1977 (Calendar Year) 

Total Expenditures 

Private 

Consumer Out-of-Pocket 

(OOO's) 
i 

Third Pa~ty Private Insurance 

Public 

Federal 

Medicare 
Medicaid 
Veterans Administration 

State 

Medicaid 

Local 

Municipal Government 

Source: Bureau of Health Planning and Development 
Department of Human Services, August, 1979 

2. Department of Mental Heal th' and Corrections 

a. Bureau of Mental Health 

$74,061 

24,354 
340 

2,909 
32, 170 

294 

13,540 

454 

A summary of funds budgeted for mental health services within the 

Department of Mental Health and Correction~ follows: 

FY 1980 

Augusta Mental Health Institute 
Bangor Mental Health Institute 
Grants-in-Aid to Community Mental 

Heal th Centers 
Total 

b. Office of Children 1 s Services 

(See a., above). 
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$ 8,900,000 
7,200,000 

3,900,000 
$20,000,000 



3. Other State Policies/Programs 

a. Other Dental Health Programs or Policies 

Approximately eighty percent of Maine's population is served by 

public water supplies. About half of that eighty percent(or 535,000 people 

is served by unfluoridated water supplies. 

Many studies have suggested that fluoridated water supplies will pro

duce large, long-term savings in dental care expenses. One such study has 

estimated that for each dollar spent on fluoridating public water supplies, 

* $35 in dental bills are saved for children under the age of 20. On this 

basis, it can be estimated that if those communities in Maine with public 

water supplies which are presently unflubridated were to fluoridate their 

system~, in a few years approximately $5,000,000 in dental bills would be 

saved annually. (This calculation is based on an estimated one-third of 

the 435,000 people in those towns being under the age of 20 and an annual 

cost of $1 per person for fluoridating the water supplies. Fluoridation 

would not produce large savings immediately, but would require several 

years for the appearance of cumulative effects in the population.) 

As noted-in Section A.3.b.(l) (p.147 ), the State has implemented a loan 

forgiveness program to encourage Maine students ·to go to dental school and 

to return to Maine on graduation. Under the system operating until 1977, 

nearly two-thirds of the "contract students" returned to practice in Maine, 

as shown in Table 14~ 

*Dunning, J.M., Dental Care for Everyone: Prob'lems and Proposals, 
Harvard University Press; Cambridge, 1976. 
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Table 14 

1977 Location of Tufts Dental Contract Students 

by Type of Activity and Year of Graduation* 

1975 

Number of Students in Group 
(cumulative) 

1974 

7 12 

1976 

36 

Found to be Practicing in the 
State of Maine 

l (14.2%) 

3 (42.9%) 

3 (42.9%) 

7 ( 58. 3%) 

2 ( 16. 7%) 

2 ( 16. 7%) 
l (8. 3%) 

23 (63.9%) 

5 ( l 3. 9%) 

5 ( 13. 9%) 

2 ( 2. 8%) 

Found to be Practicing 0ut-
of-State 

In Military 

Inactive 

Unknown (did not graduate) l ( 2. 8%) 

Total 7 (100%) 12 ( l 00%) 36 (100%) 

Source: Dental Health in Maine: 
Selected Characteristics, 1975, 
Maine Department of Human Services 
Bureau of Health Planning and Development 
May, 1978 

b. Primary Care 

Federal assistance in the establishment and operations of ambulatory 

care centers in Maine has been a factor in the attempt to improve accessi

bility to primary health care services. The basic program, Rural Health 

Initiative (RH!) of the Bureau of Community Health Services, has provided 

funding through three types of projects, the National Health Service Corps. 

(NHSC), Health Underserved Rural Areas (HURA), and Community Health Center 

grants. 

The NHSC provides federally salaried health professionals for communities 

certified as health shortage areas. Seven of the ambulatory care centers 

utilize this program for the provision of medical services. HURA is designed 

to encourage existing self-sufficient health care providers to extend servi

ces to underserved rural areas. In fiscal year 1977, there was approximately 

$459,000 made available through this program in Maine. Fourteen centers 
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have been established with aid from HURA grants. The Community Health 

Center grants funded centers in the amounts of $4,882,000 in fiscal 

year 1976 and $1,766,000 in fiscal 1977. These grants are designed to 

support the development and operation of primary health care centers in 

addition to expansion of services and population coverage. 

Additional federal assistance is made available through Family Medicine 

Training Grants. These grants provide residency training in family practice 

as well as fulfilling a manpower need for the centers. Three centers, which 

are licensed parts of hospitals, receive this type of funding. In fiscal 

year 1977, $585,800 was expended on this program. An additional $353,000 

was made available in 1977 through the Veteran's Administration that also 

supported residency training for family medicine. 

In summary, the total federal assistance, except for the NHSC program, 

amounted to approximately $3,163,800 in fiscal year 1977 under the various 

programs. 

The Robert Wood Johnson Foundation has also been a source of funds for 

one center, and has made available a four year grant beginning in 1977 for 

$468,000 in support of a primary care group practice. 

c. State Department - Motor Vehicle Division - Medical Advisory Committee 

Approximately $30,000 in State funds are used to support the activities 

of the Medical Advisory Committee and the Social-Medical Coordinator of the 

Division of Motor Vehicles. 
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IV. State Level Planning 

One of the components of a State health plan recommended by 

federal guidelines is "State Level Planning. 11 This component should 

contain goals, objectives necessary to achieve the goals, recommended 

actions to implement the objectives, and resource requirements to 

accomplish the recommended actions. 

The first section of this chapter of the State Health Plan for Maine 

contains the goals, objectives, dates for implementation, recommended 

actions, and resource requirements for health services. These services 

are generally not inpatient services. 

The second section of this chapter contains standards for acute 

care facilities and services adopted in response to the National 

Guidelines for Health Planning. Those standards were originally based 

on work performed by the Maine Health Systems Agency, Inc. in 1980 to 

develop standards based on the needs of Maine people and the services 

available in our State. Since that time, the Council has reviewed and 

revised many of these standards to reflect new information provided 

through Council study. The National Guidelines were listed in the 1981 

State Health Plan for Maine. They are not listed in this Plan. 

The goals, objectives, and standards presented below reflect a com

mitment by the Maine State Health Coordinating Council to adopt courses 

of action which are realistic and achievable. The Council has tempered 

its desire to improve health and health care in Maine with recognition 

of the limited resources available for such improvement and the political, 

social, and legal obstacles to making sweeping changes. The goals and 

objectives below have been made quantifiable and measurable whenever there 
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was sufficient information to do so. The care in developing the goals, 

objectives, recommended actions, and resource estimates is illustrated 

by the numerous organizations and groups which were involved in developing 

the State Health Plan for Maine. These are listed and their roles des-

cribed in Chapter V, Inter-Agency Coordination. 

Section A of this chapter is divided into ten subject headings. 

Each part represents a component of the health care system. For the 

purpose of analysis, this categorization is convenient, but there are 

multiple inter-relationships among them. Many of these interrelation

ships have been cross-referenced. 

Within each subject heading, goals established by the SHCC are 

enumerated. Following each goal is a rationale which briefly summarizes 

the reasoning behind the goal. 

Having established basic goals, the Council delineated specific 

objectives to achieve them. The objectives are stated and followed by 

two sub-headings, Recommended Action and Resources Required. Some 

objectives have specific dates of completion and others are of a con

tinual nature which is indicated as 11 ongoing. 11 Using Dental Health as an 

example, the chart on the following page illustrates the format. 
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figure 1 

1. Oenta1 Hea1th 

Subject Heading 

1.1 f1uoridation Goa1 

Ratina1e 

Goa1 

Goa1 

Ohjective 

(~l ~======--
Increase f~ective Objecti-ve--Ob~jective 

drin\<.ing water 

I 
Recommended Action 

Ernp1oy Engineer "Technician 

Resources Required 

Sa1arY, benefits and administrative support 
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Health Status and Health Systems Goals 

There are several points which should be noted with respect to Section A. 

First, the reimbursement policies of third party payers have important effects 

on medical practice. The procedures and tests for which there will be reimburse

ment and the settings in which care will be reimbursed will influence the choices 

of consumers and providers. Several objectives in Section A point to specific 

areas in which reimbursement policies should be studied for such effects. Second, 

the role of the community mental health centers in providing mental health 

services is not fully addressed in Section A. 10 (p.360). These centers are 

important elements in the mental health care system in Maine and future versions 

of the State Health Plan will more fully discuss them. Third, comprehensive 

medical rehabilitation is an important rehabilitative service provided in Maine 

hospitals. It is not addressed in the rehabilitation and maintenance section 

below. This service should be addressed in future revisions of the State Health 

Plan. 

l. Dental Health 

GOAL l.l FLUORIDE 

TO INCREASE THE PROPORTION OF MAINE'S POPULATION RECEIVING THE 
BENEFITS OF FLUORIDE. 

Rationale 

Dental disease is one of the most easily prevented health conditions, 

but it remains a serious problem in Maine, exacerbated by economic factors, 

the geography of the State, individual motivation, and the lack of adequately 

fluoridated water in many areas. Fluoride in various forms reduces tooth 

decay. The fluoridation of community water supplies is the most effective, 

least expensive method. At the present time, about half of the people 

residing in Maine towns served by public water systems do not have the 

benefits of fluoridated water. 
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Objective 1.1. l 

To increase the percentage of Maine's population on public water 
supplies which receives the benefits of optimally fluoridated drinking 
water from 50% to 67% by 1986. 

Recommended Action 

Approximately 80% -of the population in Maine is served by public water 

supplies; currently, half of these people are served by fluoridated water. 

Maine is one of a handful of states across the country in which the decision 

to fluoridate a public water supply must be made through a referendum 

process. The Department of Human Services views public water fluoridation 

as the safest, most effective, and least expensive way of preventing tooth 

decay in areas served by public water utilities" Therefore, the Department, 

through the Office of Dental Health's Fluoridation Program, actively 

supports and promotes this public health measure. A primary aim of this 

Program is to provide technical assistance to municipalities and school 

districts who indicate an interest in fluoridation, and financial assistance 

to communities and schools that decide to fluoridate. In addition to 

increasing the number of fluoridated schools and communities, Program staff 

are involved with a statewide surveillance and monitoring system. The 

purpose of this system is to assure that fluoride levels in community and/or 

school water systems are maintained at an optimum level. 

Resources Required 

The Office of Dental Health received a project grant, in 1980 from the 

Centers for Disease Control to establish the Maine Fluoridation Program. 

The Program received continuation funding in 1981. Late in 1981, this Prog

ram is slated to become part of the Preventive Services Block Grant. The 

objectives of the Program call for the fluoridation of at least one com

munity and ten schools per year over a five-year time period. Communities 

and schools considered for fluoridation ·must conform to certain criteria 
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established by Program staff. Size (population) is a major consideration. 

The cost of fluoridating a rural school is approximately $2,500; the cost 

of fluoridating a community varies considerably depending on the size of 

the community and the type of fluoride used. Annual costs to be incurred 

in the implementation of the Fluoridation Program are estimated at $80,000, 

allocated by the State from Federal Block Grant funds. 

Current Status 

The Office of Dental Health is administering the federally funded 

Maine Fluoridation Program with a full-time project director and a fluorida

tion technician. These individuals' responsibility includes outreach and 

educating the general public about fluoridation and promoting fluoridation 

as a highly cost-effective public health measure. In addition, they provide 

technical and financial assistance to communities which have decided to 

fluoridate. The Town of Madison voted in March, 1981, to fluoridate its 

water district, the first positive fluoridation vote in Maine in 10 years. 

Objective l. 1.2 

To increase the percentage of Maine schools on independent water 
supplies which receive the benefits of optimally fluoridated drinking 
water from 10% to 30% by 1985. 

Recommended Action 

In areas not served by public water supplies, school water fluoridation 

provides a particularly viable means of assuring that school-aged children 

receive the benefits of optimally fluoridated drinking water. There are 200 

schools in Maine on independent water supplies. Twenty schools in the State 

currently operate fluoridation units, under the close supervision of Fluori

dation Program staff. Through this Program, schools have obtained all the 

necessary equipment, supplies, and reimbursement for installation costs 

related to school fluoridation. In addition to financial and technical 

assistance, Program staff routinely provide educational forums and materials 
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to community groups, school boards, and parent-teacher clubs. 

Resources Required 

Funds needed to continue school fluoridation efforts are included 

in the budget of the Fluoridation Program. 

Current Status 

In 1980-81, the Maine Fluoridation Program, with federal funds, 

replaced out-of-date fluoridation equipment at 10 schools throughout the 

State; 8 additional schools have decided to fluoridate and are in the process of 

installation; and the Program staff are currently providing information to 

a number of school boards, superintendents, principals, school nurses, and 

others in school districts across the State. 

Objective l .1.3 

To provide topical and/or systemic fluoride supplements as part of 
State-funded, school-based dental health education programs, in public 
and private schools, grades K-6. 

Recommended Action 

In 1979, the 109th Legislature passed 22 MRSA § et seq., ''Administration 

of School Dental Health Education Programs." It specified that the Office 

of Dental Health, Department of Human Services, was authorized to administer 

a program of dental health education to children in public and private 

school systems, grade~ kindergarten through six. Through the School Dental 

Health Education Program, annual grant awards are made to local educational 

agencies for purposes of carrying out dental health education activities. 

After two years of financial support attached to the statute cited, the 

School Dental Health Education Program was included in the Department of 

Human Services budget. The 110th Legislature authorized an additional request 

for funding in the Part II budget, allowing for considerable expansion of the 

Program. In 1981, over 40,000 children in 200 schools will participate in 

locally developed, State-funded school dental health education programs. 
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Through these programs, children are eligible to receive a daily 

fluoride tablet and/or a weekly fluoride rinse (with parental consent) 

in addition to classroom education. The type of program (tablet and/or 

rinse) depends on other factors, such as the fluoridation status 

of the water supplied to the school. 

Resources Required 

Expenditures are dependent on the number of children participating 

in the program. For school year 1981-82, $80,000 (State funds) is available 

for direct grants to local educational agencies; an additional $27,500 is 

available from Federal Title V funds, for a total of $107,500 aimed at 

the implementation of this objective. It should be noted that grants to 

local entities are based on the number of participants, up to a maximum of 

$2 per child per year. In 1980-81, the State allocated an average of $1.59 

per child. Given the documented effectiveness of self-applied fluorides in 

reducing tooth decay (up to about 50%), this particular program is viewed 

as a cost-effective public health measure to improve the dental health 

status of school-aged children. 

Current Status 

The Office of Dental Health currently receives $40,000 a year (1980-81) 

from a State appropriation and $20,000 a year from Title V (Maternal and 

Child Health) for school dental health programs. All of these funds are 

granted to local educational agencies for purposes of buying supplies needed 

for dental health programs (e.g., fluoride rinse, tablets, toothbrushes). 

Funding is anticipated to continue at a slightly increased level in 1981-82. 

Efforts are underway to increase adoption of school dental programs at the 

local level. 

Objective 1.1.4 

To promote the prescription and use of fluoride for children who have 
no source of systemic fluoride. 
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Recommended Action 

There is evidence that preschool children, who stand to benefit most 

from fluoride, are not receiving it. Even when physicians and dentists 

prescribe fluoride for these children, there are indications that many 

prescriptions are not filled or are not regularly administered to the 

children. Little change in this situation can be anticipated without 

active promotion of the benefit of fluoride. 

Educational programs should be conducted with key professional groups 

statewide, such as the Maine Dental Association, the Maine Dental Hygienists' 

Association, the Maine Medical Association, the Maine Osteopathic Associa

tion, the Physicians Assistants Association, and the Maine State Nurses 

Association, and others to promote the use of supplemental fluorides. 

Particular efforts should be made to urge physicians to adopt a policy of 

prescribing fluoride drops for children under the age of six and to school

age children who both live in communities which do not have fluoridated 

public water supplies and attend schools without a systemic fluoride com

ponent in a dental education proqram. 

Resources Required 

Funding for preschool dental health education activities (including 

the provision of supplemental fluorides)is provided through a Title V grant 

to the Office of Dental Health for 1981-82. The amount of funding available 

is $9,500. Additional financial and other support for educational activities 

that are undertaken to meet this objective may be provided by a variety of 

voluntary health associations (the Maine Dental Health Council, Maine Dental 

Association, Maine Medical Association, etc.). 
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Current Status 

The Maine Dental Health Council routinely sponsors educational activities 

that promote the use of fluoride supplements for children in unfluoridated 

areas. Additionally, the Office of Dental Health and the Maine Dental 

Health Council conduct a variety of public and professional education 

activities related to fluoride supplementation. 

Objective l .l .5 

Establish a statewide coalition of health agencies and organizations 
to promote community and rural school fluoridation. 

Recommended Action 

The Maine Dental Health Council issued a dental needs study report in 

1981. Recommendations in the report call for the convening of a statewide 

group to promote the adoption of fluoridation by communities· and rural schools. 

Although many health professional organizations, community groups, and 

individuals throughout the State support fluoridation, there has been no 

effort to date to coalesce and coordinate their activities. The proposed 

group would work to actively endorse fluoridation through public education. 

Resources Required 

Implementation of this objective is expected to require little in the 

way of financial support. Coalition members would be expected to volunteer 

their time. Reimbursement would be provided, as it is to other groups 

convened by the Department, for automobile travel to and from meetings, 

according to State regulation. 

Current Status 

The Maine Fluoridation Program is developing plans for a statewide 

coalition to be convened in late 1981. Coalition members will participate 

in training sessions and public education activities through their con

stituency groups and in their own communities. 
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GOAL 1.2 EDUCATION 

TO EDUCATE MAINE 1 S PEOPLE TO THEIR PERSONAL RESPONSIBILITY 
IN MAINTAINING THEIR DENTAL HEALTH. 

Rationale 

It has already been stated that dental disease is one of the most 

preventable of health problems. While fluoride is a proven barrier to 

tooth decay, the most effective prevention program combines fluoride with 

good oral hygiene. Dental health education is the mechanism to instill 

conscientious and effective dental hygiene habits. 

Objective l . 2. l 

To provide dental health education as part of school health education 
in Maine schools. 

Recommended Action 

During 1980-81, the Office of Dental Health administered a statewide 

school dental health education program to approximately 30,000 children 

in grades K-6 through about 30 local program directors. Materials such as 

fluoride rinse, tablets, toothbrushes, curriculum guides, and other items 

can be purchased by local programs with State funds. The Office of Dental 

Health endorses school dental health education efforts that include a 

fluoride component (tablet and/or rinse) as well as classroom instruction 

and teacher inservice training. Program effectiveness is documented 

through periodic assessments of decayed, missing, and filled tooth surfaces 

(DMFS) among participating and non-participating children. 

Resources Required 

As stated previously, funds are allocated for school dental health 

education programs on a per capita basis, annually, to local programs. 

Each local program desiring funding must submit a written proposal to the 

Office of Dental Health, according to Guidelines established by the Office 

and the Maine Dental Health Council. In 1981-82, approximately $107,500 is 

available for local school dental health programs. 
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Current Status 

The number of State-funded school dental health education programs 

has increased dramatically in the past year. The number of students 

participating has grown from 19,000 (1979-80) to over 35,000 in 1980-81. 

The number of children who participate is dependent to a great extent on 

the existence of State funding. 

Objective 1.2.2 

To encourage improved dental health through public and patient 
education. 

Recommended Action 

Members of subcommittees involved in the Dental Needs Study undertaken 

in 1981 by the Maine Dental Health Council identified a need for public 

education, related to dental services, the State's Medicaid program, 

fluoridation, and nutrition. The Maine Dental Health Council should under

take or assist other organizations to design and carry out educational programs 

targeted to these issues. The Maine Dental Health Council, the Office of 

Dental Health, and other organizations should continue their efforts to 

increase the promotion of patient education, including letters, professional 

meetings, notices in newsletters, and printed materials such as posters. 

Resources Required 

Funds to purchase educational materials and space in public media 

(such as radio) are required to implement this objective. The total cost 

of public education activities is dependent on the type and number of activi

ties undertaken, and is therefore impossible to estimate at this time. 

Additionally, the voluntary participation of the State's professional health 

organizations would be necessary for implementation. 
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Current Status 

The Maine Dental Health Council plans to design and carry out a public 

education program as suggested in the Dental Needs Study Report. The 

Office of Dental Health plans to issue a quarterly newsletter, aimed at a 

wide variety of people throughout the State. The newsletter will report 

on local as well as State dental health issues. 

Objective 1.2.3 

To encourage adherence to the "competitive foods" policy established 
by the Department of Educational and Cultural Services. 

Recommended Action 

Members of the prevention and education subcommittee of the Dental Needs 

Study Committee identified a need for stricter adherence to the existing 

State policy regarding "competitive foods." These foods are items sold in 

competition with school prepared meals and are usually of minimal nutritional 

value, such as soda, gum, and candy bars. The State policy is: 

Any food or beverage sold during the normal school day on 
school property of a school participating in the National 
School Lunch or School Breakfast Programs shall be a 
planned part of the total food service program of the school 
and shall include only those items which contribute both to 
the nutritional needs of children and the development of 
desirable food habits. Funds from all food and beverage 
sales during the normal school day on school property shall 
accrue to the benefit of the school's non-profit school 
food service program. 

Although the policy is in existence, many parents and school officials do not 

know about it. Rather than attempt to change the regulations, the sub

committee recommended a variety of educational strategies. 

Resources Required 

Funds are needed to prepare and print educational materials and to rent 

exhibit space at appropriate organizational meetings. The total cost is 

difficult to estimate at this time, but should not exceed $1,000. 
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Current Status 

The Statewide Advisory Council of the Nutrition Education and Training 

Program convened an ad hoc Snack Foods Task Force in 1979. Although the 

Task Force made a good start toward educating school officials, much 

remains to be done. 

GOAL 1.3 MANPOWER 

TO PROVIDE ADEQUATE DENTAL HEALTH PROVIDERS ON A PERMANENT BASIS 
TO AREAS THAT ARE UNDERSERVED. 

Rationale 

In a State with distinctly urban and distinctly rural areas, the dis

tribution of health providers and the population's access to health care 

vary greatly. Adequate health services and facilities must be distributed 

so that all Maine citizens have reasonable access to them. 

Dental providers include dentists, hygienists, dental assistants and 

denturists. The objectives are limited to those providers who are 

licensed: dentists and hygienists. There is currently no source of data 

on dental assistants and denturists. It appears unlikely that information 

will be gathered on these groups because of budgetary constraints and the 

withdrawal of federal contracts to operate health manpower files. 

Objective l .3.l 

To continue maintaining a data base on the number and location of 
practicing dentists in Maine. 

Recommended Action 

The Maine Health Manpower Inventory operated by the Bureau of Health 

Planning and Development, Department of Human Services, includes a com

puterized file of Maine dentists, based on a biennial survey conducted in 

cooperation with the Maine Board of Dental Examiners. This data base is 

used for manpower planning, resource planning, and shortage area determination. 

The Bureau of Health Planning and Development, Maine Board of Dental Examiners, 
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and the Office of Dental Health should continue to c~operate in the 

collection of these important data, maintaining their accuracy and easy 

accessibility. 

The Bureau of Health Planning and Development has also surveyed dental 

hygienists as part of the Health Manpower Inventory. It is unlikely that 

this file will be updated in the future because of the withdrawal of Federal 

funding .. Information on this group will continue to be available from the 

Maine Board of Dental Examiners which licenses dental hygienists. 

Resources Required 

The costs associated with collecting and maintaining this file have 

recently passed from the National Center for Health Statistics under the 

Cooperative Health Statistics System to the Bureau of Health Planning and 

Development. Estimated cost associated with this program during the 

fiscal year beginning July 1, 1981, is $5,000. 

Current Status 

Ongoing. 

Objective l .3.2 

To continue to evaluate information on the distribution of dentists 
in Maine as required to appropriately designate dental manpower shortage 
areas in Maine. 

Recommended Action 

The Bureau of Health Planning and Development, acting for the Governor, 

in cooperation with the Office of Dental Health, is required to review 

applications and submit recommendations for dental manpower shortage area 

designation to the Federal Bureau of Health Professions. The Maine Health 

Systems Agency, Inc. also functions under this requirement. This information 

results from the manpower survey described in Objective 1.3.1. 



Once a shortage designation is made by the federal government, a 

community or sponsoring organization may seek to recruit a dentist from 

the National Health Service Corps. The information is also useful to 

dentists looking for a practice location in Maine. 

Resources Required 

This function is currently carried out by staff of the Bureau of 

Health Planning and Development and the Maine Health Systems Agency, Inc. 

Current Status 

Ongoing. 

GOAL l . 4 DENTAL HEAL TH OF II SPECIAL II GROUPS 

TO IMPROVE THE DENTAL HEALTH OF "SPECIAL II POPULATIONS IN MAINE 
INCLUDING, BUT NOT LIMITED TO, THE VISUALLY HANDICAPPED, THE 
DEAF, PREGNANT AND POST-NATAL WOMEN, RESIDENTS OF NURSING HOMES, 
AND PRISONERS. 

Objective l. 4. l 

To conduct educational programs for long term care facility officials, 
staff, and patients that is aimed at maintaining the oral health of the 
patient. 

Recommended Action 

The Dental Needs Study Report, issued by the Maine Dental Health 

Council in 1981, contains several high priority recommendations aimed at 

improving dental care among long term care facility patients. Given pending 

federal budget cuts, a modification in the Medicaid or Medicare program 

guidelines (to permit reimbursement for dental services) seem unlikely. 

Therefore, the Council recommended an educational approach that is intended 

to provide nursing home personnel with the information and skills needed to 

implement a dental care program. 

Resources Required 

It is anticipated that a variety of professional organizations will be 

willing to share resources (e.g., personnel, printing, etc.) needed to 

attain this objective. If additional funding is required, the Council may 

apply to outside agencies for that assistance. 
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Current Status 

The Maine Dental Health Council, the Veterans Administration Center, 

the Maine Dental Association, the Maine Dental Hygienists' Association, 

the Maine Health Care Association, the Division of Licensing and Certifica

tion of the Department of Human Services, and the Office of Dental Health 

have developed a proposal for a one-year pilot project. Through this 

project, nursing home personnel would be trained to provide routine 

dental care to patients. 

GOAL 1.5 MAINTENANCE OF DENTAL SERVICES 

TO MAINTAIN DENTAL SERVICES FOR THE STATE'S POPULATION. 

Rationale 

Professional treatment is a critical part of any comprehensive dental 

program, since once the disease process starts, proper care is essential 

or the disease process will continue. Currently, the State's Medicaid 

program covers dental services for eligible individuals up through age 21. 

These services may be curtailed based on planned federal cutbacks. 

Objective 1.5.l 

To develop and carry out activities that support continuation of dental 
services to the State's Medicaid-eligible population, age 21 and under. 

Recommended Action 

As outlined in the Dental Needs Study Report prepared by the Maine 

Dental Health Council, dental services should be provided to those who cannot 

afford care. The Maine Dental Health Council, Maine Dental Association, 

community organizations, communities, and others should work together to 

formulate methods of maintaining dental care for economically disadvantaged 

persons, if federal budget cuts curtail or eliminate this part of the Medicaid 

program. 
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Resources Required 

Funds are required to reimburse dentists participating in the Medicaid 

program for services provided to children of Medicaid-eligible parents. 

The Medicaid program is supported by a 70% federal match (to the 30% 

State share). It is estimated by the Bureau of Medical Services that over 

$2 million will be needed to support the program in FY1981. 

Current Status 

Ongoing. 
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2. Emergency Medical Care 

GOAL 2. l 

HIGH QUALITY BASIC THROUGH ADVANCED LIFE SUPPORT SERVICES (DEPENDING 
ON AREA NEED AND SUFFICIENT DEMAND TO MAINTAIN SKILLS) SHOULD BE 
AVAILABLE TO MAINE'S POPULATION WITHIN A REASONABLE LENGTH OF TIME 
FOR THE AREA. 

Rationale 

Life support services are those emergency services which are available 

to a person with an emergent condition before he reaches an emergency room 

or physician. Individuals responding to an emergency are trained at various 

levels of skills. Citizens may be trained in cardio-pulmonary resuscitation; 

police and fire personnel in crash injury management; ambulance personnel to 

the basic through advanced emergency medical technician (EMT) level. The 

goal and the first objective are qualified so that the level of training 

will be appropriate to meet the needs of the population and sufficient to 

maintain skills. A currently accepted standard identifies Military Anti-Shock 

Trousers (MAST) and Esophageal Obturator Airways (EOA) as skills which should 

be generally available; cardiac monitoring and Intravenous Insertion (I.V's) 

are skills which, may not be appropriate in rural areas. 

Section 5, Perinatal Care (Obstetrics and Newborn Care), and Section 10, 

Mental Health Services, also discuss emergency medical care as it relates to 

these areas. 

Objective 2.1.l 

To train ambulance personnel to the EMT and EMT advanced level, as 
appropriate to area needs, with continuing education provided to maintain 
l i censure. (ongoing). 
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Objective 2.1.2 

To train and provide continuing education for public safety personnel 
to first responder level. (ongoing). 

Recommended Action (Combined for Objectives 2 .1. l and 2. l. 2) 

The Department of Human Services, through the Office of Emergency 

Medical Services (OEMS), should continue organizing, coordinating, and 

monitoring training of all EMS personnel at all levels. 

Coordination should be maintained by the OEMS, regional EMS Councils, 

professional societies, and voluntary health organizations. 

Training to meet licensure should be centralized through Maine's 

Vocational Technical Institutes and resource hospitals. Continuing educa

tion should be offered, as appropriate, through hospitals, Vocational 

Technical Institutes and professional groups. 

Resources Required 

Cost estimates for implementing these objectives are not presently 

available. 

Current Status for Objective 2.1. l 

Training of ambulance personnel has continued over the last year. 

Between July 1980 and May 1981, 740 persons were trained to the EMT level 

and 91 EMT's were trained to the MAST/EDA level. 

Current Status for Objective 2.1.2 

The first responder program is offered on a regular basis at the Maine 

Criminal Justice Academy. By State statute, municipal police officers must 

attend this course within one year of beginning work. The first responder 

course is also widely offered through the Vocational Technical Institute 

system for the training of ambulance personnel and the public. 
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Objective 2.1.3 

To continue efforts to train as many individuals in the general public 
as possible in cardiac pulmonary resuscitation (CPR). (ongoing). 

Recommended Action 

Under the EMS act, several hundred thousand dollars worth of CPR 

training equipment was purchased and turned over to the regional councils 

as part of their basic working equipment. This equipment can be used to 

support public CPR training; but it must also earn a return which will 

help support the regional councils. To achieve the full use of the equip-

ment, there must also be support for the necessary administrative costs, both 

within the councils and within the Heart Association and Red Cross. 

An effort was made in the first regular session of the 110th Legislature 

to make CPR a mandatory course for high school students. This effort was 

opposed by the Department of Educational and Cultural Services for lack of 

funds to support it. 

A reasonable course of action would be for the SHCC and OEMS to support 

the wider teaching of the public in CPR employing the equipment of the ms 

regional councils and the certification mechanisms of the Heart Association 

and Red Cross. 

Resources Required 

This course of action would be supported by charging each student a fee 

for taking the course. Present charges in such courses are about $5.00 per 

student. 

Current Status 

Cardiac pulmonary resuscitation courses are offered by the American Heart 

Association and the American Red Cross. These courses are offered widely 

throughout Maine. The EMS program provides equipment to the American Heart 

Association instructors for use in this program. The regional EMS offices 

provide major administrative support to this program. 
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GOAL 2.2 

EMERGENCY MEDICAL CARE PROVIDED IN MAINE HOSPITALS ~-!ITH EMERGENCY ROOMS 
SHOULD BE OF HIGH QUALITY. 

Rationale 

Highly specialized skills are necessary to treat effectively many 

emergency conditions. Personnel working in emergency rooms must work as a 

team, consequently it is important that each member of the team have the 

skills necessary to provide the level of care required. It is also 

important for emergency room personnel to have opportunities to maintain 

their skills at an accepted level. 

Objective 2.2. l 

To have in each hospital 1 s emergency room a pre-established, trained 
team to provide emergency care; and to insure that these teams are supported 
by programs of continued training and education. These teams should include 
physicians and nurses, and technicians, physicians assistants, respiratory 
therapists, and other specialists as are appropriate to the size of the 
hospital . 

Recommended Action 

Refer to Recommended Action for Objectives 2.1. land 2. 1.2. 

Resources Required 

Refer to Resources Required for Objective 2. l.l and 2.1.2. 

Current Status 

Between July 1980 and May 1981, the following personnel have been trained · 

through the State and Regional EMS programs. 

16 physicians to the Advanced Trauma Life Support Level 
452 physicians, nurses and -EMT 1 s to the Advanced Cardiac 

Life Support Level 
220 nurses to the Emergency Department Nurse Association 

Curriculum 
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GOAL 2.3 

AN EFFECTIVE, COORDINATED EMERGENCY MEDICAL CARE COMMUNICATIONS 
SYSTEM SHOULD BE AVAILABLE TO MAINE'S POPULATION FOR ACCESS~ DIS
PATCH, AND MEDICAL CONTROL. 

Rationale 

Fully effective emergency medical care services require communications 

networks which can link the population in need of emergency services to 

providers of such services. This will allow providers to direct emergency 

care to those in need, and will establish appropriate medical direction 

for those providing emergency care. This goal and its objective are designed 

to improve each of these aspects of emergency medical communications in Maine. 

Objective 2.3. l 

To provide technical and/or financial assistance to communities, 
ambulance services, and hospitals to insure optimum access to the emer
gency medical services system either through seven digit or 911 telephone 
exchanges. (ongoing). 

Objective 2.3.2 

To provide a system of radio communication which will allow the control 
of field medical care by responsible emergency physicians. (ongoing). 

Recommended Action (Combined for Objectives 2.3.l and 2.3.2) 

The Department of Human Services through the OEMS and the Department of 

Transportation should be responsible for completing the above goal in their 

respective areas. Regional requirements for communications needs are also 

provided on a consultant basis. 

Resources Required for Objective 2.3.l and 2.3.2 

OEMS staff estimate that cost for equipment and manpower to expand the 

communication system, over the next 5 years, will be l to l .5 million dollars. 

Current Status for Objective 2.3.l 

The effort to insure optimum access to the emergency medical service 

system either through seven digit or 911 telephone exchanges is being con

ducted on a region by region basis. Progress is being hampered because 
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telephone companies across the state are in a slow process of converting 

mechanical switching to touch tone systems. The companies are reluctant 

to equip the old systems with emergency exchanges, because the switchboard 

conversion means the emergency systems will have to be installed twice; once 

in the old and once in the new system. 8ecause both changes will cost the 

user money, it is economically, technically and politically more feasible 

to add the emergency system once, when the mechanical switching systems 

are converted to touch tone systems. 

Current Status for Objective 2.3.2 

Two of the EMS Regional Councils are in the process of designing and 

purchasing communication systems. Tri-County has put out to bid their 

system which would connect the ambulance services and hospitals with each 

hospital in the Tri-County region. 

The Aroostook Council is planning for a two-way communication system 

costing approximately $150,000 which will soon be put out to bid. With the 

completion of these systems, the entire state will have a two-way communi

cation system in place. 

The FCC has recently changed its regulations to permit biomedical data 

to be transmitted on VHF. This applies to rural areas for which the entire 

State of Maine qualifies. Existing radio channels can be used to transmit 

biomedical data from ambulance to hospital. T~is opens up to Maine the 

possibility of telemetry without expensive radio equipment. 

Both Portland and Kennebec Valley have on-line medical control via a 

two-way communication system in the rrehosnital settina. These systems 

provide biotelemetry of cardiac rhythm strips. and voice communication 

between physician and technician. The system in Portland connects the 

three hospitals in the city, the state Poison Control Center, the Burn Center 

and the neonatal specialty unit with ambulances and with Coast Guard rescue 

units. 
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GOAL 2.4 

TO ASSURE ADEQUATE, SAFE, AND ACCESSIBLE EMERGENCY TRANSPORT TO 
MAINE 1 S POPULATION. 

Rationale 

Emergency vehicles are very expensive, with the cost varying according 

to the sophistication of the life support equipment on them. The need 

for equipment is related to the kinds of emergent conditions most likely 

to be encountered. Communities find it difficult to purchase emergency 

vehicles which they need. Licensing of vehicles and personnel is an 

important means of maintaining the quality of emergency medical care. A 

vigorous licensing program can improve and maintain the quality of emergency 

medical care. 

Objective 2.4.l 

To secure financial assistance for communities and organizations which 
wish to purchase essential transportation equipment and to encourage the 
establishment of advanced life support equipment in ambulances where feasible 
and appropriate. (ongoing). 

Objective 2.4.2 

To increase the number and accessibility of the State 1s agents who 
license vehicles and personnel, so as to improve the quality control 
capability of the licensing system. (ongoing). 

Recommended Action (Combined for 2.4. land 2.4.2) 

Ambulance vehicles are licensed by the Department of Human Services. 

On-site survey of equipment is necessary to meet licensure standards. 

Maine ambulance companies utilize vehicles which are generally in compliance 

with national standards. 

Recent policy changes by the federal Department of Transportation have 

cut off funds which, for several years, have supported the purchase of 

ambulances and equipment by Maine communities. The Office of Emergency 

Medical Services should continue its efforts to reestablish federal support 

for this program. 
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Advanced life support capability should be encouraged in areas where 

there are sufficient resources and ambulance runs to maintain skill level. 

The Departments of Human Services and Transportation, along with the Regional 

Councils, should coordinate activities so that equipment will be placed in 

areas able to support the service. 

Resources Required for Objective 2.4.l and 2.4.2 

The promotion of developing Advanced Life Support (ALS) capability 

does not require financing. The cost of obtaining ALS equipment is 

dependent on demand. 

Current Status for Objective 2. 4.1 

The federal program under which equipment is purchased has been revised. 

Funds are no longer available for vehicles but remain available for training. 

Maine has an adequate training program and has not requested funds. The EMS 

program and the Department of Safety have asked for an exemrti~n to cover 

the purchase of radio equipment. 

Current Status for Objective 2.4.2 

The Department of Human Services has approved this position and has 

completed specifications for the position ~ith the State Department of Per

sonnel. Funding for the position has not yet been secured. 

GOAL 2.5 

TO IDENTIFY STATEWIDE AND REGIONAL EMS FUNCTIONS AND THE MOST COST 
EFFECTIVE METHOD FOR IMPLEMENTING THEM. 

Rationale ---------

Maine has established an emergency medical care system which incor

porates state-wide functions with regional responsibilities and activities. 

The system has recently been reorganized to place state-wide functions 

directly within the Maine Department of Human Services and to establish 

regional councils with coordination functions. Federal funding for the 

emergency medical care system is provided for each area for a maximum of 
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five years. Total funding in Maine will be declining in the early 1980 1 s 

and alternate funds must be found if the system is to be maintained. 

Objective 2. 5. l 

To support the growth of regional and state-wide EMS Councils charged 
with coordination and implementation of the EMS system. 

Recommended Action 

The Emergency Medical Services Program has been incorporated into the 

Preventive Health Services Block Grant. The Department of Human Services 

recognizes the importance of emergency medical services in reducing death 

and disability. Five regional emergency medical services councils have 

been formed by those engaged in the delivery of services. In cooperation 

with the Department's Office of Emergency Medical Services, the councils 

work to plan and bring about further improvements in the delivery of 

services within their respective regions. They have assumed a major role 

in the training and testing of personnel. 

The Department of Human Services has proposed the allocation of block 

grant funds for Emergency Medical Services in federal fiscal year 1982. If the 

Department's proposal is approved by the Legislature, the Office of Emergency 

Medical Services will receive an allocation of $150,000 to support its activities 

and each of the five regional Co.uncils will receive $25,000. 

Should the categorical grant now supporting the completion of the development 

of a basic life support system in Aroostook County not be continued, additional 
' funds will be made available from the block grant for that purpose. 

Resources Required 

The maintenance and refinement of the state-wide structure requires the 

continued commitment of the reoional councils, hospitals and local pre-hospitals 

groups. 
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This commitment must include commitments of time, contributions of in-kind 

services, and hard dollars to support regional activities. 
< 

The expenditures required to maintain the regional council activities 

beyond those expected by contracts with OHS are impossible to estimate 

without knowledge of their anticipated work plan. 

The state-wide Office of Emergency Medical Services requires $300,000 for 

its coordination and regulatory activities. 

Current Status 

It is now anticipated the transition from diminishing categorical grants to 

a block grant will allow the Department to provide a firm financial underpinning 

for the EMS system. 

GOAL 2.6 

TO DEFINE EMERGENCY MEDICAL CARE IN MAINE AND EVALUATE THE INDIVIDUAL 
COMPONENTS, THEIR INTERRELATIONSHIPS, AND THEIR RELATIONSHIPS TO 
OTHER COMPONENTS OF THE HEALTH CARE SYSTEM. 

Ra ti ona le 

At present, there are many uncertainties about emergency medical care 

in Maine. It appears that third party reimbursement policies are a disin

centive for improving ambulance services. It also appears that there may 

be a level beyond which life support capabilities are not cost-effective. 

Objective 2.6.l 

To determine the effects of present Medicaid and other thi'rd party 
reimbursement .levels on ambulance services. (as soon as oossible). 

Objective 2.6.2 

To determine the relative effectiveness and appropriateness of both 
basic and advanced life support capabilities and determine what effect the 
provision of these services has on Maine's population. (as soon as possible). 

Objective 2.6.3 

To determine the total costs of emergency medical care in Maine and 
the sources of funds used for emergency medical care. (as soon as possible). 



Recommended Action (Combined for Objectives 2.6. l - 2.5.3) 

The first objective is slightly different from the others in that it 

poses the question of whether current reimbursement levels affect accessi

bility to care and whether reimbursement serves as a distinctive to provide 

high quality ambulance service. Designated individuals from Medicare, 

Medicaid, and Blue Cross should study this issue together with EMS experts 

and representatives from the ambulance services. 

The second objective involves EMS evaluation. Usable tools 

should be developed nationally and in Maine to aid proper evaluation. 

Agencies in Maine should include the Dep<lrtment of Human Services, Maine 

Health Systems Agency, Inc., Maine Hospital Association, Medical Care 

Development and the Maine Health Information Center. 

Resources Required 

The cost of implementing these objectives is estimated to be $45,000 

for two years ($90,000 total) for salaries, benefits, and overhead for 

two staff persons. 

Current Status for Objective 2.6. l 

The Office of Emergency Medical Services has completed a memorandum of 

agreement with the Bureau of Medical Services. This memorandum acknowledges 

that: 

l. The Bureau of Medical Services will use EMS inspections and licensing 

in their choice of participants for the program. The EMS Program 

will conduct field reviews. 

2. The EMS Program will review the monthly report of ambulance services. 

3. The EMS Program will assist the Division of Medical Surveillance and 

Utilization Review in monitoring the quality of ambulance services. 

4. The EMS Program will assist in setting ambulance rates. 

-215-



Current Status for Objective 2.6.2 

The Office of Emergency Medical Services is presently involved in a 

major research project with the University of Wisconsin to study the 

following questions: 

- Does where a patient is treated make a difference in patient outcome? 

Is the categorization system associated with where a patient is 

treated? 

- What categorization criteria are most associated with patient outcome? 

- What characteristics of between-hospital transfer are most associated 

with patient outcome? 

- What emergency department, hospital, and pre~hospital factors are 

most associated with outcome differences? 

OEMS is also involved in a study to evaluate EMS effectiveness to 

determine the impact of ALS compared to BLS on outcome? of patients trans

ported by ambulance. Data for these studies are collected and analyzed by 

the OEMS Data/Research Unit. The project with the University of Wisconsin 

will' be completed in September, 1982. 

Current Status for Objective 2.6.3 

Study of the total costs of and sources of funds for emergency medical 

care in Maine is in the preliminary stage. The Office of Emergency Medical 

Services considers these financial data vital to future planning and will 

complete the study as soon as possible. 
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3. Rehabilitation and Maintenance (Long Term Care for the Elderly) 

The Bureau and the HSA worked cooperatively to update the analysis areas 

for intermediate care facilities being used by both agencies. Patient 

origin data for 1978 were used. Criteria used in the development of these 

areas include: 

• retail trade and service patterns; 1 

. a minimum of 1,000 persons aged 65 and over and a total 
minimum population base of 10,000 persons; 

• conformance with Department of Human Services, Division of 
Medicaid Surveillance policy stipulating that the maximum 
distance between a patient's home town and the facility in 
which he/she is place, be no greater than 50 miles (measured 
by highway distances); 

• service areas be composed of contiguous towns except where 
towns are separated from each other by the presence of 
unorganized territories (e.g., Jackman's inclusion in the 
Skowhegan service area). 

Map l displays the nursing home analysis areas and the minor civil 

divisions which comprise them. Map 2 shows the locations of the nursing homes 

within each analysis area. 
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Detailed data for each analysis area are available from the Bureau of Health 

Planning and Development. A summary of those data, additional infonnation on 

approved but not yet constructed beds, and the beds that the Bureau and the 

MHSA expect to approve by 1983 are displayed in Table l. Table 2 shows the 

ana·lysis areas ranked from the lowest to highest number of ICF beds per 1,000 

population aged 65 and over. Bed to population ratios are also generated. These 

show that the Belfast, Waldoboro, Bridqton and York areas are particularly in need 

of additional ICF beds. 

GOAL 3. l BED TO POPULATION RATIOS 

TO HAVE A SUFFICIENT, BUT NOT EXCESSIVE, NUMBER OF SNF AND ICF BEDS TO MEET THE 
NEEDS OF MAINE'S ELDERLY AND OTHER POPULATIONS, GIVING DUE CONSIDERATION TO 
COST IMPLICATIONS. 

Rationale 

This goal embodies a 11 planned growth 11 approach to the construction of 

new facilities. Increases in both fixed and variable costs related to the 

support of nursing homes, as well as a desire for greater reliance on noninsti

tutional care and service options, support a conservative approach to bed expansion. 

Additional support for this goal can be found in recent gerontological research. 

In·an article published in the Ne\'1 England Journal of r-.ledicine 2, Dr. James Fries 

of Stanford University predicted that in the not-to-d,istant future, most of 

the elderly will enjoy good health almost to the end of their lives. A strong 

trend in this direction is already evident and ''the medical and social task of 

eliminuting premature death is largely accomplished. 11 The age at onset of chronic 

disease is being pushed backwards and most people will live vigorous and active 

lives until the end, when rapid deterioration of the major human biological 

systems will occur. Should this prediction be even partially correct, the beds/ 

1,000 ratio can be expected to remain stable or even decline in the coming decades. 
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Nursing Home Existing 
Analysis Areas !CF 

Bedsa 

State 8,698 

1. York 208 

2. Sanford 232 
3. Bridgton 109 
4. Biddeford 403 
5. Portl ande 1,183 
6. Lewiston-Auburn f 1,104 
7. Norway 295 
8. Rumford 112 
9. Bath-Brunswick 474 

10. Waldoboro 111 
11. Augusta g 730 
12. Farmington 196 
13. Skowhegan 210 
14. Waterville 456 
15. Pittsfield 141 
16. Belfast 60 
17. Camden-Rocklandh 319 
18. Bucksport 111 
19. Bangor i 510 
20. Dover-Foxcroft 160 
21. Lincoln-Millinocket 166 
22. Ellsworth 338 
23. Jonesport 87 
24. Eastport 138 
25. Calais 100 
26. Danforth-Houlton 189 
27. Caribou- 254 

Presque Isle 
28. Madawaska 302 

Table 1 
Inventory of ICF Beds 

Bed to Population Ratios, 1983 

Net Changes 
in ICF Beds Total !CF Pop. 

ln.pproved Not Beds Age 65+ 
Implemented Mil.rch,1983 1983C 

212 8,910 151,900 

72 280 6,050 

- 232 5,450 
70 179 3,350 

- 403 7,250 
- 1,183 24,000 

-114 990 13,650 
- 295 3,150 
- 112 2,550 

4 478 6,900 
- 111 3,650 

- 610 9,550 

80 276 4,500 
- 210 4,100 
- 456 7,400 
- 141 2,200 
70 130 2,650 

- 319 5,700 
30 141 2,750 
- 510 11,150 

- 160 3,550 
- 166 2,750 
- 338 4,150 
- 87 1,250 

- 138 2,150 
- 100 1,400 
- 189 2,850 

- 254 5,400 

- 302 2,450 

Beds 
Beds/ ~nticipated Tot.Beds/ 
1,000 Approve~ 1,000 65+ 

65+ by 1984 by 1984 

58.7 120 59.4 

46.3 

42.6 

53.4 
55.6 

49.3 

72.5 

93.7 
43.9 

69.3 

30.4 

63.9 

61. 3 
51.2 

61. 6 

64.1 

49.1 

56.0 
51. 3 

45.7 

45.1 

60.4 

81.4 

69.6 

64.2 

71.4 
66,3 

47.0 

123.3 

aMaine Department of Human Services, Bureau of Health Planning and Development: Directory of 
Health Facilities by Nursing Home Analysis Area - December 31, 1982 updated through March 31,1983. 

bMaine Department of Human Services, Bureau of Health Planning and Development: 1982 Certificate 
of Need Report updated through March 31, 1983. 

cProjections are for July 1, 1983. Maine Department of Human Services, Bureau of Health 
Planning and Development, May, 1983 .. Numbers are rounded to the nearest 50. Total may not 
add due to rounding, 

dln recognition of the low bed per 1,000 population rates exhibited in these areas. 

elncludes 6 SNF beds in the Jewish Home for the Aged routinely used as ICFs. 

fMarcotte's new nursing home project has been approved for 250 !CF beds. This represents 
a net loss of 114 beds. 

gExisting !CF beds includes 120 beds at the Maine Veterans' Home, a facility characterized by 
its developers as being a state-wide facility; thus, it has been excluded from area 
calculations but included in the State total (8,790+120=8,910). 

hcamden Community Health Care Center has 42 ICF beds operational under an emergency Certificate 
of Need approval. This approval 1·1ill terminate on ,June 30, 1984 unless the facility 
demonstrates a need For these beds to remain available. 

i Includes 35 SNF beds in Bangor City Hospital routinely used as ICFs. 

Source: Maine Department of Human Services, Bureau of Health Planning and Development, 
March , 1983 . 
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Table 2 
Ranking of Nursing Home Analysis Areas 

By Bed to Population Ratios 
March,1983 

Nursing Home Analysis Areas Total ICF Population 
(Areas ranked from lowest to Beds Aged 65+ 

highest on bed: 1,000 pop. rate) March,1983a 1983 

STATE 8,910 151,900 

Waldoboro 111 3,650 

York 2U8 6,050 

Sanford 232 5,450 
Rumford 112 2,550 
Dover-Foxcroft 160 3,550 
Bangorc 510 l l, 150 

Caribou-Presque Isle 254 5,400 

Belfast 130 2,650 
Portlandd 1,183 24,000 

Skowhegan 210 4,100 

Bucksport 141 2,750 

Bridgton 179 3,350 

Biddeford 403 7,250 

Ci1111de11-llockl<1nd 
(• 

:l[<) 5,700 

Lincoln-Millinocket 166 2,750 

Farmington 276 4,500 

Waterville 456 7,400 

Augusta 610 9,550 

Pittsfield 141 2,200 

Eastport 138 2,150 

Danforth-Haul ton 189 2,850 

Bath-Brunswick 478 6,900 

Jonesport 87 1,250 

Calais 100 1,400 

Lewis.ton-Auburn 990 13,650 

El 1 sworth 338 4,150 

Norway 295 3,150 

Madawaska 302 2,450 

Beds/ 1,000 
65+ 

58.7 

30.4 

34.4 

42.6 
43.9 
45. l 
45.7 
47.0 

49.1 
49,3 

51. 2 
51.3 
53.4 
55,6 

56 .o 
60,4 

61.3 

61.6 

63.9 

64.1 
64.2 
66.3 
69.3 
69.6 

71.4 

72.5 
81.4 

93.7 

123.3 

aThese figures represent all licensed ICF beds and CON approved !CF beds 
not yet operational. Data are effective through March 31, 1983 and 
include 120 ICF beds operational at the Maine Veterans' Home characterized 
by its developers as a state-wide facility; thus, it has been excluded 
from area calculations but included in the State total (8,790+120=8,910). 

bProjections are for July 1, 1983. Maine Department of Human Services, 
Bureau of Health Planning and Development, May, 1983. Numbers are rounded 
to the nearest 50, Total may not add due to rounding. 

cincludes 35 SNF bf!ds in Baw1or City Hospital routinely used a~ ICFs. 

dlncludes 6 SNF beds in the Jewish Home for the Aged routinely used as ICFs. 

eCamden Community Health Care Center has 42 !CF beds operational under an 
emergency Certificate of Need approval. This approval will terminate on 
June 30, 1984 unless the facility substantiates a need for these beds to 
remain available. 

Source: Maine Department of Human Services, Bureau of Health Planning 
and Development, March, 1983. 
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Objective 3.1.l 

To maintain a statewide ICF bed inventory of 60 ICF beds per l ,000 popula
tion, age 65 and over. (Effective immediately). 

Recommended Action 

One method for determining future ICF bed need would have entailed a 

straight line population projection. Here, the percent of the elderly currently 

domiciled in nursing homes would have been projected onto the future elderly 

population and specific number of 11 needed 11 beds would have been determined. This 

action was not chosen, however, in recognition of the planned growth approach, 

discussed above. 

At present, some nursing home analysis areas are below 60 beds/1 ,000 and 

some (especially when all CON approved beds are built) will be well above this. 

Bureau of Health Planning and Development and the Maine Health Systems Agency, 

Inc. should use this standard in the CON review process. 

Resources Required 

No additional resources will be required to implement this objective. Use 

of this objective in CON decisions will ensure more equitable state-wide distribu

tion of ICF beds. 

Objective 3. 1.2 

To assure an appropriate distribution of new beds. As a general policy, 
no more than 100 additional beds should be approved for construction or be 
under development in any nursing home service area at one time. (effective 
immediately) 

Recommended Action 

The Bureau of Health Planning and Development and the Maine Health Systems 

Agency, Inc., will apply this standard in CON decisions. 

Resources Required 

No additional expenditures required to implement this objective. 
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GOAL 3.2 PLANNING FOR ALTERNATIVES 

TO HAVE AVAILABLE A USEABLE CONTINUUM OF LONG TERM CARE SERVICE OPTIONS AND 
TO ENSURE APPROPRIATE PATIENT PLACEMENT AMONG THEM. 

Rationale 

Experts suggest that nationally many persons are inappropriately domiciled in 

nursing homes. 3 In Maine, many people are in nursing homes who might be elsewhere 

if non-institutional alternatives were available. This goal represents an initia

tive in providing less costly and more appropriate placements to persons who 

require some support, but not the total care of nursing homes. 

Objective 3. 2. 1 

To implement a State policy on long-term care medical-social services which 
emphasizes the development of institutional and noninstitutional services con
centrating on those noninstitutional modalities which are presently non-existent 
or underdeveloped. 

Recommended Action 

One alternative to meet the anticipated needs would have entailed simply 

increasing the number of nursing home beds. A desire to allow people the 

opportunity to choose among various types of service led to the present recom

mendation (i.e., the establishment of a continuum of care options and ancillary 

placement mechanisms). It should be noted that implementation of this objective 

is underway. The 110th Maine Legislature responded affirmatively to Governor 

Joseph E. Brennan's request for $1.25 million to support noninstitutional long term 

care services by enacting 22 MRSA, Subtitle 5, "/-\N ACT" to require the Department 

of Human Services to Provide Home-based Care as an Alternative to Nursing Home Care. 

The Legislative intent is as follows: 

1. Findings. The Legislature finds that: 

A. In-home and community support services have not been sufficiently available to 

many adults with long-term care needs; 
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B. Many adults with long-term care needs are at risk of being or already have 

been placed in institutional settings, because in-home and community support 

services or funds to pay for these services have not been available to them; 

C. In some instances, placement of adults with long-term care needs in insti

tutional settings can result in emotional and social problems for these adults 

and their families; and 

D. For many adults with long-term care needs, it is less costly for the State 

to provide in-home and community support services tha,n it is to provide care 

in institutional settings. 

2. Policy. The Legislature declares that it is the policy of this State: 

A. To increase the availability of in-home and community support services for 

adults with long-term care needs; 

B. That the priority recipients of in-home and community support services, 

pursuant to this subtitle, shall be the elderly and disabled adults who are at 

the greatest risk of being, or who already have been, placed inappropriately 

in an institutional setting; and 

C. That a variety of agencies, facilities and individuals shall be encouraged to 

provide in-home and community support services. 

It is expected that a beneficial impact on both health status and the health 

care system will result with the availability of a continuum of alternatives. 

This will allow for greater latitude in choosing service options. Nursing home care 

can be selected if the noninstitutional services are deemed unsuitable or undesir

able. They would, however, be only one among several service options. 

The Bureau of Health Planning and Development, the Maine Health Systems 

Agency, Inc., Maine Community Health Association, Maine Health Care Association, 

Health Care Providers, Inc., and other concerned agencies should begin to work to 

limit the building of additional ICF beds so that resources and efforts can be 

focused on the development of these alternatives. If coupled with revised 
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reimbursement policies, this could stimulate the creation of a wide range 

of service options. While home health is already available, its existing 

perimeters could be expanded by altering both eligibility requirements and the 

scope of available services. 

Congregate housing is presently being developed as an alternative in Maine. 

Because of the availability of U.S. Department of Housing and Urban Development 

and Farmers Home Administration monies, it serves as an attractive alternative. 

Other types of housing alternatives exist. Shared living, housemate services, 

co-operative housing, renovations of large. homes into shared living quarters, and 

eating and lodging facilities are under development both in Maine and the nation. 

As information on these become available, it will be possible to analyze the suit

ability of these options as alternative residential arrangements. 

Adult foster care is under-utilized in Maine. Its usage could be expanded 

by encouraging family members to care for elderly relatives. Financial incen~. 

tive (perhap~ in the form of tax credits or family subsidies) could be offered· 

as inducements. 

Congregate housing projects are in the process of being developed in Maine. 

Regulations governing the administration of congregate housing services were 

completed in late 1980. 

In early February of 1981, the Bureau of Maine's Elderly, Maine State 

Housing, and the Farmers ~lame Administration received proposals from prospective 

builders of congregate housing and providers of support services in competitive 
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bids for the development of one urban and one rural site. It is anticipated 

that by late spring the responsible agencies will have made their decision and 

the builders and providers will have been selected. 

Nursing homes without walls is an entirely new concept in Maine. Careful 

scrutiny of the New York model, with particular attention to its pitfalls, 

could facilitate the development of such a program here. 

Resources Required 

Additional resources will be required to implement this objective. With 

the anticipated increases in the elderly, nursing home-eligible population, 

however, the costs of nursing home care will also be increasing. By directing 

to alternative care strategies some of the funds otherwise allocated to nursing 

homes, it may be possible to devise more appropriate and perhaps less expensive 

options. This will also permit persons not requiring the total care provided 

in institutions some flexibility in making other arrangements. 

Objective 3.2.2 

To coordinate a continuum of long term care options into a uniform 
system, coupled with a mechanism which provides for the early assess
ment of an individual 1 s needs and coordinated case 111anagement. 

Recommended Actions 

Long-term care services, regardless of the method of payment, sl1ould 

be accessed through a system which provides for a multi-disciplinary assess

ment of the individual 1 s needs. Such a system would need to be established 

in several geographic regions throughout the state and recognize that 

participation by private pay patients vtould be 11oluntary. 

The Bureau of Heal th Plannin~J and Develop,;:'.?niJ, l3ureau of Maine's Elderly, 

Bureau of Medical Services, Bureau of Resource Development, Bure~u of Mental 
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Retardation, Bureau of Mental Health, Maine Health Care Association, Maine 

Community Health Association, Maine Hospital Association, and other affected 

organizations should develop interagency agreements to assure coordination 

at the State level which will facilitate effective case management. The Bureau 

of Medical Services should designate appro~riate Medical recipients. In 

conjunction with other appropriate agencies, the Bureau of Medical Services 

should coordinate or arrange for service provision through established relation

ships with certified home health agencies, area agencies on aging, and other 

appropriate agencies. 

It is necessary to develop some way of matching service options and 

multiple methods of payment to individual needs. Each individual should be 

assessed uniformly as to conditions affecting his ability to live indepen

dently based on a multi-dimensional needs assessment. An individual case 

plan should be developed and implemented by a case management team 

which will perform coordination and monitoring functions. 

Resources Required 

Expenditures cannot be determined at this time. 

Objective 3.2.3 

To develop clear and unambiguous guidelines based on multidimensional 
needs assessment (medical, social, financial and other criteria) as aids 
in placement decision-making. Implementation can begin at once. 

Recommended Action 

To ensure that patients are placed in the most appropriate service 

alternative, the Bureau of Medicaid Surveillance, Bureau of Maine's Elderly, 

the Long Term Care Task Force, Maine Health Care Association, Maine Hospital 

Association and other interested agencies should develop a patient assess

ment form containing clearly specified guidelines. This would impose some 

uniformity in matching persons with service modalities. 
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An assessment would be provided both at the entry level and at regular 

intervals, thereafter, to ensure continued appropriateness of specific 

services. 

Resources Required 

The Bureau of Maine's Elderly successfully competed for and was awarded 

$780,000 contract from the Department of Health and Human Services to 

undertake a 11 Channeling 11 Demonstration Project. This project will facilitate 

implementation of this objective by enabling the Bureau of Maine's Elderly 

and the project's advisory board to plan for the use of need assessment 

criteria in long term care placement decision-making. The assessment 

criteria will permit the best matching of recipients and services on the 

dimensions outlined in this objective. 

Objective 3.2.4 

To reduce interfacility transfer by encouraging the development of 
m~ti-level facilities which may include SNF, !CF, and boarding care as 
deemed appropriate. Although the development of congregate living and 
other less restrictive services in conjunction with hospitals, SNFs, ICFs) 
and boarding care facilities is not necessarily encouraged, such development 
is not discouraged where it is demonstrated that such development is the 
best available alternative consistent with local needs and circumstances. 

Recommended Action 

To aid in appropriate institutional placements it is useful to have a 

variety of service options located on a single site. The Bureau of Health 

Planning and Development, the Maine Health Systems Agency, Inc., and other 

interested bureaus in the Department of Human Services should encourage the 

development of multi-level facilities. This can be done using financia1 

incentives and eliminatin9 existing financia1 disincentives. 

Transfer is often traumatic to a patient, severing ties to a knovm and 

farni1iar environment. The avai1abi1ity of divc-rsc service qpabi1ities with

in a single site wil1 minimize trJuma udding, thci'eby, to the overa1l qua1ity 

of care. 
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SNFs, ICFs, boarding care, and even congregate units can be eJsily 

situated on a single campus or even in a single buildinsJ. This can both 

reduce adrninistrc1tive costs c1nd bett.(~r acco;11:•1oclatc pJtient needs. Modifica

tions in exist"ing cost allocc1tion mcthorls, used f'Ol' i·\cdicaid rckbu1·sc1lienl. 

may be nccessai'y to implr.ment this objective. 

r{c sources Req_uiJ':~_q_ 

No arldHional resources n:quircd to i111plo,·:cnl. this objr.clive. 

Objective 3.2.5 

. To develop a community-based program where services could be provided 
using modified or improved funding mechanisms. Total implementation is 
expected to be in 1982. 

Recommended Action 

Maine Health Care Association, Health Care Providers, Inc., the 

Maine Eommunity Kealth Association, the Bureau of Health Planning and 

Development, the Maine Health Systems Agency, Inc., the State Legislature, 

the Long Term Care Task Force, the Division of Medicaid Surveillance, the 

Bureau of Maine's Elderly, the Maine Hospital Association and other interested 

parties should explore ways in which existing funding mechanisms can be 

restructured to pay for community-based services. Of critical importance 

·is the necessity of effecting changes in the State's Medicaid Plan. Other

wise, reimbursements for the new service may not be possible. 

Resources Required 

While Maine's cost savings cannot be established at this time, the 

program could save money in a number of ways. There will be no capital 

construction costs; persons who need long term but not total care may be 

served more efficiently; and more services can thus be delivered for less 

money. 
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GOAL 3.3 CHANGES IN REIMBURSEMENT 

TO EXPAND THE SCOPE OF REIMBURSABLE NONINSTITUTIONAL LONG TERM CARE SERVICES. 

Rationale 

The number of elderly in the population is growing. The elderly are 

also living longer. As a result more people \,iill be needing support 

service. At the same time, financial resources are becoming increasingly 

scarce. To stretch available dollars, it will be necessary to provide 

services which are less costly than institutionalization, reserving 

this option solely for persons whose well-being requires it. 

Expanding the scope of services reimbursed through Medicaid, to 

the extent practicable, will provide financial incentives for the pro

vision of these services. In the long run, this could save money by 

restricting costly institutionalization to those persons actually needing 

a total care environment. 

Objective 3.3. l 

To implement changes in the State's Medicaid Plan to allow reimburse
ment for noninstitutional long term care services, as appropriate. 
Recommendations for specific changes should be completed and made available 
for the Commissioner's consideration by no later than December, 1981. 

Recommended Action 

The Bureau of Health Planning and Development, Bureau of Maine's Elderly, 

Committee on Aging, Medicaid Surveillance, Medicaid Audit, and other 

interested parties should work cooperatively to assess the costs of 

expanding coverage for noninstitutional services and methods for phasing 

it in. Currently, of all noninstitutional services, home health and in 

a very limited fashion, homemaker-chore, alone are reimbursable. Imple

mentation of this goal will make the long term care health system more 
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responsive both to the needs of its clientele and to the impending fiscal 

constraints. 

Resources Required 

Because ultimately more services will be provided, increased fiscal 

resources will be necessary to implement this objective. If, however, 

building of nursing homes were to continue at its recent unbridled rate, 

considerably more resources would be required to support this service. 

The costs of implementing this objective cannot be estimated ~t this 

time. 

GOAL 3.4 RESEARCH NEEDS 

TO DEVELOP DATA COLLECTION AND ANALYSIS CAPABILITIES FOR THE LONG TERM 
CARE SERVICE SY:TEM. 

Rationale 

various aqencies in Maine collect information on nursing homes and home 

health agencies. Little of it is computerized. There is no·uniformity among 

the various forms on which information is maintained. Access is the'refore 

difficult and making inferences to the servic~ use patterns of the popula

tion impossible. 

Development of useable data collection tools would facilitate a descrip

tion of the current recipients of long term care, the services they receive, 

and their health conditions. 

Objective 3.4. l 

To develop a computer system to access Medicaid Utilization Review 
forms, integrate this i,,Jith the Medicaid Manager.;ent Information System (MMIS) 
and, if possible, with patients' medical, social and economic characteris
tics. Concurrently, to develop an identical form identifying these character
istics for home health agency clients. Implementation should begin 
immediately and proceed with the availability of the new alternatives. 
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Recommended Action 

The Bureau of Health Planning and Development, the Bureau of Maine's 

Elderly, The Bureau of Medical Services and the Divisions of Medicaid Sur

veillance and Licensing and Certification should cooperate in facilitating the 

computerization of the Medicaid Utilization Re;iew forms. These contain 

patient disability information and could be expanded to include socio-

.demographic, cost, and disability data. This information could then be 

used, among other things, (l) to assess appropriateness of care, and (2) to 

develop standards for the di.fferent levels of care so that comparisons may be 

made among the different classes of recirients. 

While such a tool would be of immediate utility in describing and com

paring nursing home and home health recipients, its usefulness will increase 

markedly when there are many service alternatives from which to choose. 

Resources Required 

Salary for a program coordinator/analyst would cost about $17,000. The· 

other major cost would be computer time. Because the quantity of the informa

tion cannot be accurately estimated at this time, it is not possible to 

determine the cost. 

GOAL 3.5 QUALITY OF CARE 

TO IMPROVE THE QUALITY OF CARE FOR PERSONS IN NURSING HOMES AMO OTHER 
LONG TERM CARE SETTINGS THROUGH INCREASED TRAINING OF PERSONNEL AND THE 
DEVELOPMENT OF INNOVATIVE PROGRAMS. 

Rationale 

It is unusual for medical, nursing and administrative personnel to 

receive specialized training in gerontology and geriatrics. Those providing 

direct care must be well equipped to address not only the medical but, as 

importantly, the psycho-social needs of the elderly. While implementation 

of this goal cannot ensure high quality care, increased training will make 

prospective care givers more fully aware of the special needs of this pop-
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Innovatfve programs have the potential to improve the quality of care/ 

life in nursing homes. They may also function to alleviate overcrowding 

and shorten the waiting lists for nursing home beds. Creative use of 

existing administrative structures for the provision of respite care, adult 

day care, etc., can help to overcome some of the existing problems and to 

add to the quality of life of many elderly. 

Objective 3.5.l 

To require training in geriatrics and gerontology for personnel in nursing 
homes and other long term care settings to enable them to meet better the 
needs of elderly long term care recipients, thereby improving the overall 
quality of care. 

Recommended Action 

These programs must be consistent with the "state of the art 11 in long

term care and should reflect current thought and research in the field. They 

must acknowledge that personal growth and development continue throughout 

one's entire life, and do not cease when one enters old age. 

1. The Administrator 

The administrator of any long term care facility is in a position to 

significantly influence both the philosophy of care and the program of 

services scheduled in support of that philosophy. The State Board of 

Licensure of Administrators of Medical Care Facilities Other Than Hospitals, 

the Maine Health Care Association, the Maine Hospital Association, 

Health Care Providers, Inc., the Division of Licensing and Certification 

and other interested parties should adopt a curriculum that requires 

each applicant for licensure to acquire and demonstrate an understanding 

of the current issues and recent developments in the management and 

treatment of the elderly. The curriculum should also be offered as a 

requirement for the continuing education program that must be completed 

annually in order for administrators to retain a Licensed Nursing Home 
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2. R.N. 's and L.P.N. 's 

Licensed nursing professionals (RNs and LPNs) maintain a position of leader

ship in nursing homes and in other long term care settings. From this point, they 

can significantly and directly influence the iphilosophy, programs and quality of 

long-term care. The State Board of Nursing, the Division of Licensing and Certi

fication, the Maine Health Care Association, Health Care Providers, Inc., the 

Maine Hospital Association, the Maine Comr.iunity Health f..ssociation, the Maine 

State Nurses Association and other interested agencies and educational institutions 

should develop and implement continuing education curricula for nurses engaged 

in providing long-term care. 

3. Aides 

Aides currently provide most of the day-to-day care for long term care 

recipients. The State Board of Nursing, the agencies and organizations listed in 

(2) above, as well as other interested agencies and professional associations 

should develop a uniform curriculum for training aides in the unique needs. of 

the elderly. Special training levels for aides could be included as a provision 

in the licensing regulations. 

4. Hospital Administrators and Other Appropriate Staff 

A substantial proportion of hospital patients are elderly. Many people are 

discharged from hospitals to nursing homes and many nursing home discharges are 

to hospitals. It is important for hospital administrators and other appropriate 

staff to be aware of the needs of the elderly and to manage the acute care 

delivered to the elderly in ways that meet those needs. Although there is no 

mechanism whereby hospital administrators and other appropriate staff can be 

required to be trained in geriatrics and gerontology, the Maine Hospital Associa

tion should encourage the administrators and other appropriate staff of its mem

ber hospitals to seek such training. The Association should also consider ways in 

which it can provide educational opportunities in these areas for the adminis

trators and other appropriate staff. 
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5 . Phys i c i ans 

A substantial proportion of the patients of physicians are elderly. 

Many physicians provide care to residents of m1rsing homes. It is important 

for physicians to be aware of the needs of the elderly and to provide care to 

the elderly in ways that meet those needs. Although there is no mechanism for 

requiring physicians to be trained in geriatrics and gerontology, the Maine 

Medical Association and the Maine Osteopathic Association should encourage its 

members to seek such training. The associations should also consider ways in 

which continuing education in these areas can be provided. The New England 

College of Osteopathic Medicine and the various residency programs in Maine should 

also provide adequate training in these subjects. 

Objective 3.5.2 
---------~-------

To support the development of innovative programs for the elderly as financial 
resources are available, and as need can be demonstrated. 

Recomn~nded Action 

It is likely that rigid and inflexible rules and regulations governing the 

provision and reimbursement of long-term care may, in certain circumstances, discourage 

the development of innovative care programs for the elderly. It is reconmended that 

representatives from the Maine Hospital Association, the Maine Health Care Association, ,, 

Health Care Providers, Inc., The Bureau of Medical Services, the Bureau of Health 

Planning and Development, the Bureau of Maine's Elderly, Maine Committee on Aging, and 

other interested parties meet to identify and discuss programmatic changes that 

may be facilitated by the relaxation of certain requirements. Based upon interest, 

past performance and written proposals, several nursing homes could be selected for a 

demonstration project. The State, through relaxation of existing requirements, would 

attempt to stimulate programmatic innovation, consistent with the current state of 

the art in long-term care. A project of this nature would provide all parties with 
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a better opportunity to assess potential demand and the cost implications of providing 

these other types of care. Such a project will dovetail with the Channeling Project 

which also seeks to provide care options to the elderly. 

GOAL 3.6 NEED DETERMINATION 

TO DETERMINE THE REHABILITATION AND MAINTENANCE NEEDS OF MAINE'S ELDERLY POPULATION. 

Rationale 

Without some sort of survey there is no way of estimating the amount and/or 

types of services required by persons who might need some type of long term care. 

Many people may be unaware of the services currently offered or of their own eli-

gibility. 

Objective 3.6.l 

To conduct a medical-social demographic long term care survey of Maine's 
elderly population in order to identify the unique needs of. populations with 
different levels of functional abilities. 

Recommended Action 

The Channeling Demonstration Project, being carried out by the Bureau of 

Maine's Elderly and an advisory group, is required to maintain data on users of 

their services. Because the project aims to serve institutional and noninstitu

tional clients and to tailor plans of care for the unique needs of specific 

individuals, it will not be limited to one client class. Extensive data will be 

collected on approximately 400 clients selected from the project site which is 

located in Cumberland and York counties. Because of the anticipated diversity 

of the clientele, this will be useful to describe the needs of the elderly in 

Maine, generally. The data are expected to focus on various social-demographic 

characteristics such as age, living arrangements, income, proximity of irrmediate 

family members, and their willingness to provide care. Medical factors will also 

be considered. Of more importance than defining the actual health condition(s), 

however, is noting the degree to which the recipient's functional capabilities are 

limited by any chronic conditions. The results of this project will aid in future 
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planning for long term care services and will document the extent to which 

noninstitutional services can be appropriately used (i.e., the proportion of the 

population for whom noninstitutional services are suitable). 

Resources Required 

The data will be collected, analyzed, and paid for by the Channeling Project. 

To the extent that this is incomplete, the Bureau of Health Planning and Develop

ment and other interested agencies may sponsor a supplementary survey. The costs 

for such a survey cannot be anticipated at this time. 

Footnotes 

1. Taxable Retail Sales Areas, Maine State Planning Office ((M)SPO), 
Augusta, 1978. Clarification and additional information on trade and 
service areas was obtained from Richard Sherwood at the (M)SPO. 

2. Fries, James, "Aging, National Death, and the Compression of Morbidity," 
New England Journal of Medicine, Vol. 303, No.3, July 17, 1980. 

3. Rehabilitation and Maintenance Program Plan (Long Term Care for the 
Elderly), Bureau of Health Planning and Development, Maine Department 
of Human Services, February, 1980, pp. 102-106. 
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4. Perinatal Care (Obstetrics and Newborn Care) 

GOAL 4. l 

TO REDUCE TO THE MINIMUM LEVEL POSSIBLE THE INCIDENCE OF BIRTHS 
UNDER 2,500 GRAMS (5.5 LBS.) IN MAINE. 

Ra ti ona 1 e 

The potential margin for improvement in Maine's perinatal and neonatal 

mortality rates is very small due to the very small number of deaths that 

occur in the State each year. Recent declines in perinatal and neonatal 

mortality suggest that the emphasis of future development in perinatal care 

should be on (1) reducing the small number of 11 preventable 11 deaths each 

year, (2) reducing morbidity such as low birthweight, and (3) enhancing 

the quality of the birth experience for all Maine families. This goal is 

central to that long range effort. 

The National Health Planning Guidelines contain standards which are 

related to Goals 4.1 through 4.13. The second part of this chapter analyzes 

th~ standards. (See Section R-2 (p. 403). 

Objective 4.1. l 

By 1984, to reduce the state-wide incidence of births under 2,500 grams 
from 5.3% (1979) to 5.0% of all live births. 

Recommended Action 

The principal strategies and actions that will be pursued to implement 

this health status objective include: 

(1) reducing births to adolescents through improved health education 

and family planning services; 

(2) increasing the availability and utilization of family planning 

services in Maine, with a particular emphasis on high risk popula

tions including sexually active adolescents; and 

(3) ensuring that women in Maine receive adequate prenatal care. 
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These strategies and related actions are reflected in the following 

goals and objectives (see below): 

GOAL 4.2 

Goal 4.2 - Objective 4.2.l 
Goal 4.3 - Objectives 4.3.l - 4.3.2 
Goal 4.4 - Objectives ~.4.1 - 4.4.2 

TO LOWER, TO THE MINIMUM LEVEL POSSIBLE, THE INCIDENCE OF UNPLANNED, 
UNWANTED AND UNTIMELY PREGNANCIES IN MAINE. 

Rationale 

There are numerous adverse health and social consequences of unintended 

and/or unwanted pregnancy, including increased risks of perinatal morbidity 

and mortality. These risks and consequences are especially important with 

regard to specific high risk populations, including adolescents. It is 

assumed that a reduction in the number of unwanted pregnancies would signifi

cantly improve the health and well-being of Maine's population. 

Objective 4. 2. l 

Compile and develop infbrmation regarding total Maine pregnancies (abor
tions, miscarriages, live births) ~nd \Jnwc;inted fert·jlity (oast anct.nrojections 
for future); and develop demographic profiles of Maine women of child-
bearing age, using as many characteristics as possible. Identify adolescents 
as a special sub-.9roup within this project by ,June, 1981 .. 

Objective 4.2.2 

By 1984, to reduce the proportion of births to adolescents (under 18) 
in Maine from 5.1% (1978) to 3.6% of all live births, by increasing effective 
use of contraceptives among sexually active adolescents and reducing the 
incidence of repeat pregnancies among teenage mothers. 

Objective 4. 2.3 

By 1984, to reduce the incidence of unwanted, unplanned and untimely 
pregnancies among women for whom pregnancy might pose serious health risks or 
create serious social and economics hardships. 

Recommended Action (Combined for Objectives 4.2. 1-4.2.3) 

The Division of Child Health and the Bureau of Resource Development, both 

of the Department of Human Services, the Department of Education and Cultural 

Services, the Family Planning Association of Maine and other interested 
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parties, should develop a strategy for (1) determining information needs 

with regard to unwanted pregnancies in Maine and ways of obtaining this infor

mation, (2) providing contraceptive health education and other preventive 

services aimed at reducing the number of teenage pregnancies in Maine, and 

(3) providing comprehensive health, educational and social services for 

adolescents who become pregnan~with the aim of ensuring that the child is 

born healthy and that subsequent unplanned pregnancies will be prevented. 

A detailed report/plan should be developed ·outlining (1) the specific 

services/resources that are needed, (2) additional resources that are 

needed beyond those that are currently available, (3) inter-agency agree

ments and commitments necessary for providinq any additional ·resources 

that may be needed, and (4) specific responsibilities and a timetable for 

the implementation of the plan. In addition to the actions listed above, 

providing comprehensive health education, including human sexuality as a 

major topic in all of Maine's schools, was considered to be an important 

means for reducing unwanted pregnancies in the State. Specific related goals 

and objectives are outlined in Chapter IV, Section A-7 (p.275 ). 

Resources Reouired 

It is estimated that additional costs of implementing this objective 

should be minimal as many existing resources and services could be redeployed 

to focus on this project. It would cost an estimated $15,000 (salary cost 

for one person) to prepare and implement the plan/report. 

GOAL 4.3 

TO PROVIDE FAMILY PLANNING SERVICES TO PEOPLE IN NEED IN 
MAINE, REGARDLESS OF THEIR ABILITY TO PAY FOR SUCH SERVICES. 

Rationale Statement 

The provision of family planning services is considered a key preventive 

strate~y ai~ed at reducing the number of unwanted pregnancies, particularly 

among high risk populations, and, thereby, improving perinatal health in 

Maine. These objectives are based on the assumption that a retargeting 
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of existing resources and services on specific high risk groups (e.g. 

adolescents) would yield the greatest benefits. 

Objective 4.3. l 

Increase by 10% annually the volume of family planning services 
available to marginal and low income adults of reproductive age and 
sexually active adolescents of all incomes. 

Recorrrnended Actions (Objectives 4.3. l) 

The Family Planning Association, family planning clinics, the Division 

of Child Health, Department of Human Services and other interested parties 

should prepare a detailed report estimating the need for expanded family 

planning services for these populations, evaluating the adequacy of current 

resources in meeting these needs and planning for any additional initiatives 

that should be undertaken. Specific emphasis should be placed on evaluating 

the cost-effectiveness of existing services and the potential for redeploying 

existing services to focus on high risk populations (e.g., adolescents). 

A specific health education campaign aimed at increasing teenage male utiliza

tion of family planning services should be developed. 

Resources Required 

Additional costs should be limited to the cost of developing the educa

tional campaign for teenage males. It is estimated that this project could 

cost up to $20,000. 

GOAL 4.4 

TO ENSURE THAT ADEQUATE PRENATAL ANO DELIVERY CARE IS PROVIDED TO 
PREGNANT WOMEN IN MAINE. 

Rationale 

It is estimated that between 400-600 pregnant women in Maine each year 

do not receive adequate prenatal and delivery care according to the standards 
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established by the American College of Obstetricians and Gynecologists. 

These women are at higher risk of poor pregnancy outcomes than women who 

receive adequate care. It is anticipated that a reduction in the number of 

women receiving inadequate obstetrical care could significantly improve 

perinatal health in Maine. 
~ 

Objective 4.4. l 

To provide prenatal care services in a manner that ensures that 90% 
of the women who deliver· in 1984 in Maine receive prenatal care in the 
first trimester. 

Objective 4.4.2 

To provide prenatal care and other services to adolescents who became 
pregnant to ensure,by 1985, that at least 85% receive adequate prenatal 
care in their first trimester and that appropriate educational and/or 
social services are available as needed (increase from an average of 62% 
in 1975-1977). 

Recommended Actions (Objectives 4.4.l and 4.4.2) 

Several actions are needed to accomplish these objectives: 

The Bureau of Health Planning and Development and the Division 

of Child Health (OCH), Department of Human Services, together with 

other interested parties, should undertake a study of the utilization 

of prenatal care in Maine to determine (a) how many women in the 

State receive inadequate care, and (b) why these women failed to 

obtain/receive adequate prenatal services. 

Based on the results of this study, OCH should undertake a review 

of its programs and services to determine whether they are adequate for 

helping to ensure that women receive adequate care. Particular emphasis 

should be placed on the adequacy of current efforts to reach high risk 

populations (e.g., women under 20). 

OCH, the Maine Hospital Association and other interested parties 

should undertake an analysis of hospital-based prenatal clinics to deter

mine the need for and/or the feasibility of expanding these services. 
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Resources Required 

It is estimated that the cost of the study of prenatal care utiliza

tion vlould be $10,000. The magnitude of additional costs associated with 

the expansion of existing services will depend on documentation of the 

need for such services. 

Objective 4. 1±.:_l 

To ensure that publicly provided nutrition services are available to 
all eligible expectant women, infants and children in the State, (ongoing) 

Objective 4.4.4 (Also Obj_ectives 4.6.2 (p. _24~) and 4.7.2 (p. 250,)) 

To study the availability and distribution of private insurance benefits 
in Maine for prenatal and delivery services to determine the need for expanded 
or improved coverage for these services. (by September 1981 ). 

Recommended Action 

A study group consisting of representatives from the insurance industry, 

the Department of Human Services, the medical associations, the Maine Health 

System Agency, Inc., and other interested parties should be formed to (1) 
\ 

evaluate the adequacy of existing insurance coverage (i.e., number of people 

covered and adequacy of benefits). (2) document the need for improved or 

expanded coverage, and (3) assess the cost implications of improved or 

expanded coverage. The group's report should focus specifically on documenting 

the reasons why coverage for preventive prenatal visits, delivery care, 

emergency newborn transport and routine preventive newborn care is so limited 

and whether these limitations represent barriers to the adequate utilization 

of these services. The group's report should clearly identify the benefit

cost implications of any recommendations. 

Refer to Section A-7 (p.275) of this chapter for goals of the Division 

of Maternal and Child Health related to the Women, Infants and Children 

Program (WIC). 
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Resources Required 

It is anticipated that accomplishing this objective will not require 

any additional expenditures. 

Objective 4. 4. 5 

To study the current and future availability and distribution of physi.
cian and non-physician manpower for providing obstetrical care in Maine, by 
June, 1981. 

Recommended Action 

The Bureau of Health Planning and Development, Maine Department of 

Human Services, the Maine Health Systems Agency, Inc., the trledical associations 

and other interested organizations should conduct a joint study of the State's 

future needs for obstetrical manpower. This study should (1) document 

existing and proposed manpower and assess the need for additional manpower, 

(2) clarify the roles of physicians with obstetrical specialities and other 

primary care physicians who provide obstetrical care, and (3) analy2e the 

feasibility of using nurse-midwives to augment the supply of physicians 

providing obstetrical care in Maine. 

Resources Required 

No additional expenditures are anticipated. 

Objective 4.4.6 

To study recent trends toward increased numbers of out-of-hospital 
deliveries and alternatives to traditional hospital based obstetrical facili
ties (e.g., birthing centers) by January, 1981. 

Recommended Action 

The Bureau of Health Planning and Development, Maine Department of 

Human Services, the Maine Health Systems Agency, Inc., the medical and nursing 

associations and other interested organizations should jointly conduct a study 

of the increased incidence of planned out-of-hospital deliveries. The aim 

of this study should be (1) to identify the actual number of planned (as 
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opposed to emergency) out-of-hospital de'li ven es; ( 2) to determine the 

reasons why this phenomenon is occurring; and (3) to identify alterna•

tives (e.g., birthing centers, use of nurse-midwives) to existing hospital

based obstetrical service which would respond to the apparent needs/demands 

of an increasing number of women for a l~ss intensive birth experience. 

The emphasis in this study should be on (l) finding ways to ensure the 

safety and quality of non-traditional methods/places of childbirth, and 

(2) evaluating the potential that these alternatives might have in reducing 

the costs of obstetrical care. 

Resources Required 

It is estimated that this study would cost $20,000. 

GOAL 4.5 

TO PROVIDE INPATIENT OBSTETRICAL SERVICES IN MAINE ON A REGIONAL 
BASIS,WITH FORMAL AND ON-GOING LINKAGES WITH INTENSIVE (LEVEL III) 
AND INTERMEDIATE (LEVEL IIA) OBSTETRICAL AND NEONATAL FACILITIES. 

Rationale Statement 

The consolidation of underutilized and puplicative obstetrical and 

nursery units may be desirab·le from the point of view of improving the economic 

efficiency of health care resources as well as the quality of perinatal care. 

There is considerable evidence to support the general assumption that the 

consolidation of obstetrical services in Maine has the potential for 

significant cost savings. The consolidation of obstetrical services in 

specific areas of the State could be effected without seriously jeopardizing 

accessibility to these services. Nevertheless, more extensive analysis and 

public debate will be required before many of the political and technical 

issues underlying the consolidation of obstetrical services in Maine can be 

resolved. (See Section B-2 (p.403). 
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Objective 4.5.l 

To study the need for and the feasibility of consolidating duplicative 
obstetrical and nursery facilities in Maine, January, 1982 • · 

Recommended Actions 

Several Actions should be taken to implement this objective. 

The Bureau of Health Planning and Development, Maine Department 

of Human Services, the Maine Health Systems Agency, Inc., the t1aine Hospital 

Association and other interested organizations should form a special 

work group to (a) document the extent to which duplicative obstetrical 

units are creating economic and other inefficiencies in the provision 

of obstetrical care in Maine, and (b) evaluate the feasibi_lity of 

consolid?ting units within reasonable proximity of each other (i.e., 

30 minutes), including units in the fpllowing ~rea~: 

Portland-Westbrook 
Lewiston 
Brunswick-.Bath 
Boothbay-Damariscotta 

. Rockport-Camden 
11a tervi 11 e 

. Bangor 

. Caribou - Pres~u~ Is k 
The group's report should specifically evaluate the implications 

of potential consolidations for the aggregate cost of health care, 

for the cost of obstetrical care in the area/region affected by 

the consolidation and for accessibility to obstetrical care in the 

affected a rec1. 

The Bureau of Health Planni~g and D~velopment, Maine Department 

of Human Services, has established specific utilization standards and 

criteria for obstetrical and nursery units in Maine (P. 40J ) . 

On the basis of the working group's findings, hospitals in areas 

with duplicative obstetrical units should establish specific multi

institutional arrangements for coordinating or consolidating obstetrical 

and nursery services in the area/region. 
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Resources Required 

Implementation of this objective will require a considerable invest

ment of planning and staff time as well as the use of independent hospital/ 

health care consultants. It is estimated that the costs of implementing 

this objective would range from $50,000 - $100,000. 

Objective 4.5.2 (See also 4.9. l) 
I. ' 

By 1980, to develop and implement standards and criteria for defining 
and evaluating the roles and performance of routine '(Level I), intermediate 
(Level IIA) and intensive (Level III) obstetrical-neonatal/perinatal care 
facilities. 

Recommended Action 

The Task Force on Perinatal Care, the Maine Department of Human Services, 

the Maine Health Systems Agency, Inc., the t1aine Hospital Association and other 

interested organizations should develop a special work group to formulate 

and implement standards for Level I, IIA and III obstetrical and newborn care 

facilities in Maine. 

Resources Reguired 

None 

GOAL 4.6 DIAGNOSTIC SERVICES 

TO PROVIDE ADEQUATE NEWBORN CARE TO INFANTS BORN IN MAINE. 

Rationale 

A number of services (e.g., diagnostic, health education, nursery 

services) is provided routinely for newborns and/or their parents. A 

small percentage of babies require diagnostic and other services for pro

blems ranging in severity from minor jaundice to severe respiratory distress. 

Routine diagnostic services provided to newborns are generally not included 

as part of the obstetrical, prenatal, delivery and post-partum package. 

With the exception of services provided to Medicaid-eligible families, 
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routine diagnostic services are not reimbursed by third party payers and 

are, therefore, paid for out-of-pocket by parents. 

A recent analysis by the Bureau of Heal,th ManpQwer, Department of 

Health, Education, and Welfare, estimates a r~nge of desired ratios for 

pediatricians of 1:2,126 to l :2,580. In Maine, the ratiq isl physician 

with pediatric specialities to every 4,183 children age 0-19. Analysis 

of sub-state areas in Maine shows s;gnificant differences in physician-to

population ratios. The data also suggest that there may be significan~ 

problems in the distribution of these phy~icians. 

Objective 4.6.l 

To study the current and future availability and distribution of 
manpower in Maine for providing pediatric care for newborns, QY July, 1981, 

Recp111T1ended Action 

The Bureau of Health Planning and ~velopment, Maine Department of 

Human Services, the Maine Health Systems Agency, Inc., the medical associations 

and other interested onganizations should conduct a joint study of the State's 

current and future need for pediatric manpoYJer. This ?tudy should cjocument 

existing and projected manpower, as~ess-tne need for additional manpower 

and clarify the roles of physicians with pediatric specialties and other 

primary care providers '°'ho provide pediatric care, It should also assess 

the feasibility of using physician extenders (i.e. Pediatric Nurse Associates) 

to augment \he supply of physicians providing pediatric care for newborns in 

Maine. 

Resources Required 

None 

Objective 4.6.2 

To study the availability of private insurance benefit~ in Maine for 
routine preventive newborn care to determine the need for expanded or improved 
coyerage for these services. 
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(For recommended actions, date for implementation,and expenditures/costs, 

see Objective 4.4.4) 

GOAL 4.7 - EMERGENCY MEDICAL SERVICES 

TO PROVIDE EMERGENCY MEDICAL (AND TRANSPORT) SERVICES FOR HIGH RISK 
MOTHERS AND NEWBORNS IN MAINE. 

Rationale 

According to a set of draft standards for Level II units in Maine 
~ . ' .• .~ ' . . . ' . \ ' 

developed in 1977, hospitals providing Level IIA care on a referral basis 

would be expected to have transport teams of nurses available to 8ove 

infants transferred from Level I hospitals in the area to the Level !IA 

facility or to the Neonatal Intensive C.are unit in Portland. 

Objective 4.7.l 

To develop, by 1980, (completed) detailed standards for emergency 
transport of high risk infarifs in Mairie. 

Recommended Action 

The E,J'1ergency •. ~1~di cat:S~rvi c~? ProjeFt, ,Medi Gal Care Development, 

the Task Force on Perinatal Care and the Department of Human Services have 

jointly developed specific standards for emergency transport of newborn 

infants to upgrade and standardize transport equipment and procedures through

out the State, and standardize transfer protocols among all hospitals providing 

obstetrical care in Maine. 

Resources Reqijjred 

None 

Objective 4.7.2 

To study the availability and distribution of private insurance benefits 
for emergency and acute ( con val es cent) newborn transport to determine the 
need for expand~clor_ imr;rroy__ed coverage for trese~ice..s__lQy~.Sept. 1~81). 

Recommended Action 

See objective 4.4.4 (p. 244). 
GOAL 4.8 - POST-PARTUM HEALTH EDUCATION 

TO PROVIDE· POST-PARTUM HEALTH EDUCATION SERVICES TO PARENTS OF NEWBORN 
INFANTS IN MAINE INCLUDING NUTRITION EDUCATION AND INFORMATION ON 
ACCIDENT PREVENTION AND IMMUNIZATION. 
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.Rationale 

There is currently very little information on the availability of 

post-partum health education services in Maine. Although a survey con

ducted in 1977 by Rosemary Caffarella of the UniversHy of Maine (Orono), 

indicates that approximately 42% of the hospitals (15 hospitals) in Maine 

with obstetrical and nursery services had one or more planned patient 

education programs, no specific reference is made to post-partum education 

services for parents. A more detailed survey of existing patient education 

programs in Maine would be helpful in identifying those hospitals which do 

not offer formal post-partum education services for their patients. 

Objective 4.8. l 

By 1980, to study the current availability of formal post-partum 
education for parents of newborn infants and to evaluate the need for new 
or expanded health education initiatives for this population. For recom
mended actions and resources required, see Objective 4.12.1. 

GOAL 4.9 - NEONATAL SPECIAL CARE UNITS 

TO PROVIDE INTERMEDIATE ANO INTENSIVE NEONATAL CARE IN MAINE ON A 
REGIONAL BASIS WITH FORMAL AND ONGOING LINKAGES WITH OBSTETRICAL 
SERVICES. 

Rationale 

Regionalization represents an effort to org9nize an efficient and 

effective system for the delivery of health care services,within a defined 

geographic area,with the intent of ensuring that all patients have adequate 

access to a full range of high quality services appropriate to their needs. 

Current efforts to promote the regionalization of perinatal care services 

are premised on two major assumptions regarding the benefits of regionalized 

care. Regionalization is often justified on the basis of the assumption that 

the volume of services in any obstetrical and newborn care facility is 

directly associated with the quality of the care that is provided. It is 

generally assumed that hospitals providing complex perinatal care services 
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will require a minimum volume of deliveries in order to allow highly 

trained and skilled personnel to maintain their skills and competencies. 

A second major assumption underlying the concept of regionalization 

involves considerations of economic efficiency. (See Section B-2 (p.404)) 

Objective 4. 9. l 

By 1980, to develop and implement standards and criteria for defining 
and evaluating the roles and performance of routine (Level I), intermediate 
(Level IIA) and intensive (Level III) obstetrical-neonatal/perinatal care 
facilities. 

(For recommended actions and resources required, see Objective 4.5.2 

above.) 

Objective 4.9.2 

To facilitate the development by 1981, of a single intermediate neonatal 
care unit (Level IIA) in the Northern Maine Planning and Development District 
(Aroostook County). 

Recommended Action 

Implementation of this objective will depend on the two hospitals in 

the Caribou-Presque Isle area establishing a plan for the development of a 

Level IIA unit. The Bureau of Health Planning and Development, Maine 

Department of Human Services, and the Maine Health Systems Agency, Inc., should 

encourage and facilitate the development of a Level IIA unit in this area 

provided that plans for the unit are consistent with goals, objectives, 

standards and criteria established in this plan and the Health Systems Plan. 

Resources Required 

It is impossible to estimate accurately the cost of establishing and 

operating a Level IIA facility in the Northern Maine area. Costs will depend 

on the availability of existing space and equipment, whether the consolidation 

of obstetrical and nursery services is achieved, c1rid other factors 

which are difficult to identify or predict at this time. 

-252-



Objective 4.9.3 

By 1981, to study the need for an intermediate (Level IIA) neonatal 
care unit in the Eastern Maine Planning and Development District (Washington 
and Hancock Counties). 

Recorrrnended Action 

The Task Force on Perinatal Care. the Bureau of Health Planning and 

Development, Department of Human Services, the Maine Health Systems Agency, Inc., 

the Maine Hospital Association and other interested parties, should evaluate 

the need for a Level IIA facility in the Washington - Hancock,county area 

in developing standards for routine, intermediate (Level IIA) and intensive 

(Level III) obstetrical-newborn/perinatal units. Analysis of the need for 

such a unit should include an assessment of current resources and utiliza-

tion problems in the area, documentation of current barriers to adequate 

utilization of Level IIA care in other areas (i.e., Bangor), and utilization 

projections for any unit, should it be recommended. 

Resources Required 

The additional cost is estimated to be $5,000. 

GOAL 4.10 - PERINATAL MORTALITY AND MORBIDITY 

TO REDUCE, TO THE EXTENT FEASIBLE, PERINATAL MORTALITY AND MORBIDITY 
IN MAINE. 

Rationale 

Maine's perinatal and neonatal mortality rates have declined dramatically 

in the past 5 years. Perinatal mortality rates declined in Maine from 15.l 

perinatal deaths per 1,000 live births and fetal deaths .(20 weeks or mar(;! 

gestation)in 1975 to 13.l in 1977. Most of this decline in Maine's perinatal 

mortality rate is attributable to the rapid decline in the State's neonatal 

mortality rate, from 9.0 neonatal deaths per 1,000 live births in 1975 to 

6.1 deaths per 1,000 live births in 1977. Despite ·these encouraging statis

tics, efforts to reduce perinatal morbidity and mortality should continue. 
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Objective 4.10. l 

To study the feasibility of reducing Maine's perinatal, neonatal and 
infant mortality rates to the following levels by 1984: 

l. Perinatal mortality - from an estimated 13.l (1977) to no 

more than 12.0 perinatal deaths per 1,000 live births 

and fetal deaths. 

2. Neonatal mortality - From 6.1 (1977) to no more than 5.0 

neonatal deaths per 1,000 live births. 

3. Infant nIDrtality - From 9.4 (1977) to no more than 8.0 infant 

deaths per 1,000 live births. 

Objective 4. 10.2 

To study the feasibility of reducing the incidence and associated 
short and long-term health consequences of maternal, fetal and neonatal 
morbidity,by June, 1980, 

Recommended Action 

The Task Force on Perinatal Care, the Perinatal Review Committee and 

the Division of Child Health, Department of Human Services, should prepare 

an analysis of the feasibility of reducing perinatal, neonatal and infant 

nIDrtality and nIDrbidity in the next five years. This analysis should 

specifically document the estimated number of preventable deaths each year 

in Maine and define specific maternal, fetal and neonatal diseases/conditions 

which, if their incidence and/or prevalence were reduced, would prevent 

short and long-term sequelae (e.g., disability). It should also outline a 

strategy for reducing preventable deaths and/or morbidity and assess the 

ethical, social and cost implications of further efforts to reduce perinatal 

mortality rates in Maine. 

Resources Required 

None 
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GOAL 4. 11 - SCHOOL HEALTH EDUCATION 

TO OFFER A COMPREHENSIVE FAMILY LIFE EDUCATION CURRICULUM INCLUDING 
HUMAN SEXUALITY, CONTRACEPTION, CHILDBIRTH/PRENATAL CARE AND CHILD 
CARE IN EVERY SCHOOL SYSTEM IN THE STATE. 

Rationale Statement 

Formal state-wide health education and health promotion activity 

focusing on perinatal health are limited to childbirth education programs 

which are conducted in communities throughout the State and the School 

Health Education Project funded by the Department of Human Services. 

GOAL 4.12 - PRENATAL HEALTH EDUCATION 

TO ENSURE THAT FORMAL CHILDBIRTH EDUCATION IS AVAILABLE TO ALL 
EXPECTANT FAMILIES IN THE STATE. 

Rationale 

There is a need for physicians and hospitals to pay greater attention 

to demands of parents for alternatives to current methods of childbirth. 

Increasing specialization and technological developments in obstetrics and 

pediatrics have tended to transform childbirth into a medical event as 

evidenced by the increasing incidence of fetal monitoring and cesarean 

deliveries. Resistance to this trend has increasingly been voiced by 

couples who feel that prevailing obstetrical practices deprive them of the 

opportunity to experience fully the delivery of their child. Recent increases 

in the number of out-of-hospital births in Maine may be explained, in part, 

by these trends. 
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Pregnancy and childbirth represent a unique opportunity for hea 1th 

care providers to introduce parents to information, concepts and skills 

which are important in preparing them for childbirth and for parenthood. 

n11rina oreanancv parents are most likely to be receptive to efforts 

to educate them with regard to important health care practices including 

nutrition. irrununization, genetic counseling, l'Ealth education services which 

offer opportunities for reduci nq maternal , fetal , and infant morbidity, for 

enhancing the birth experience, and for preparing parents for the responsibi

lities of parenthood. 

Objective 4. 12.l 

By 1980, to study the current availability for formal pre-and post-
partum education for expectant and new parents and to evaluate the need 
for new or expanded health education initiatives for this population. 

Recommended Action 

The Office of Health Education, Department of Human Services, the 

Divis-ion of Child Health, Department of Human Services; the Maine Health 

Systems Agency, Inc., the Maine Hospital Association. the Health Ed11c:r1tinn 

Resource Center, University of Maine-Farmington, and the Childbirth Education 

Associations in Maine should form a work group to evaluate the adequacy of 

current pre-and post-partum health education services in Maine's hospitals. 

Particular emphasis should be placed on ensuring that expectant and new 

parents, and especially first-time parents, receive information and educa

tion on prenatal fetal development, nutrition and ch·ildbirth; infant and 

child nutrition; child care --well baby (e.g., hygiene) and sick baby; 

accident prevention (e.g .• child-proofing); and immunization schedules, and 

other important child care priorities. This group should issue a formal 

report documenting the current status of pre-and post-partum health education 

services and outlining recommendations for the improvement/expansion of 
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these services. Progress in implementing this objective will be determined 

by whether or not a report is completed and its recommendations implemented. 

Resources Required 

An estimated $5,000 will be required to accomplish this objective. 

GOAL 4.13 - GENETIC COUNSELING 

TO REDUCE THE INCIDENCE AND, THEREFORE, THE BURDEN OF GENETIC DISEASE 
IN MAINE TO THE LOWEST LEVE~ CONSISTENT WITH THE STATE OF THE ART. 

Rationale 

(See Section A-7 (p.275))~ 
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5. Pediatric Care 

GOAL 5. l 

TO PROVIDE ADEQUATE AND ACCESSIBLE PRIMARY HEALTH CARE FOR MAINE'S 
CHILDREN. 

Rationale 

Planning for pediatric care in Maine is currently seriously constrained 

by the limited availability of data on the health status and health·service 

needs of children and adolescents in the State. This goal defines 

specific indicators to evaluate child and adolescent health status ancf care 

in Maine. The information will for the basis for improving primary care 

for children. 

Secondly, school health services represent an important though often 

overlooked component of preventive pediatric care. Although school health 

services are available in every school system in Maine, the quality and 

adequacy of these services has never been evaluated. Information acquired 

in the evaluation effort would lead to the impr~vement of childrens' primary 

hea 1th ca re. 

Objective 5.1. l 

To evaluate the adequacy of school health services in Maine (Q.Y 198~). 

Recommended Action 

The Divisions of Public Health Nursing and Child Health should work with 

the Maine Chapter of the American Academy of Pediatrics and the Department 

of Education to prepare an evaluation of school health services in Maine: 

(1) to determine how many school systems in Maine meet the standards 

for school health services established by the American Academy 

of Pediatrics;and 
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(2) to develop specific strategies for addressing deficiencies in 

these services. 

Resources Required 

The estimated cost of implementing this objective is $30,000. 

Qbjective 5.1.2 

To develop a strategy for determining the health care needs of 
the pediatric population (by 1981). 

Recommended Action 

The Division of Child Health and the Bureau of Health Planning and 

Development, Department of Human Services, together with the Maine Chapter 

of the American Academy of Pedi.atri cs should jointly prepare a pl an: 

(1) identifying specific health conditions to be used as 

indicators of child health status in Maine (e.g., iron

deficiency anemia);and 

(2) outlining a strategy for obtaining specific health data 

necessary for describing the magnitude, distribution and trend 

of these conditions in Maine. 

Resources Required 

It is estimated that the implementation of this objective will 

cost $20,000. 

Objective 5. 1.3 

By 1981, to evaluate the availability and distribution of pediatric 
primary care providers in Maine. 

Recommended Action 

The Maine Chapter of the American Academy of Pediatrics and the Bureau 

of Health Planning and Development, Department of Human Services, should 

jointly prepare an analysis of primary care physicians and physician extenders 

in Maine: 
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(1) to determine the availability and distribution of physicians 

to care for children ; 

( 2) to project the future need for such physicians; 

( 3) to evaluate the potential for using non-physician providers 

to provide routine pediatric care; 

(4) to develop strategies for increasing or decreasing the supply 

of primary care providers and/or improving their distribution 

in the State. 

Resources Required 

It is estimated that this study will cost $15,000. 

Objective 5.1.4 

By 1982, to determine the adequacy of primary care services provided 
to foster children and children with mental handicaps in Maine. 

Recommended Action 

The Division of Child Health, Bureau of Health Planning and Development, 

and the Bureau of Resource Development, Department of Human Services, 

should cooperate in designing and implementing a study which would identify 

the health care needs of these groups and the adequacy of the services they 

currently receive. 

Resources Required 

Implementation of this study will cost an estimated $15,000. 

GOAL 5.2 

TO REDUCE THE INCIDENCE OF CHILDHOOD DEATHS IN MAINE TO 40.0 PER 
CHILDREN AGED 1-19. 

Rationale 

Accidents are a major cause of death among children aged 1-19 in Maine. 

Accidents claimed an average of 130 lives each year (1973-1977) and 

accounted for over half of the total deaths in this age group. In addition, 
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it is estimated that approximately 42% of Maine's children aged 0-14 

(112,000) were involved in nm.fatal accidents in 1977. An estimated 

2.2% (2,500) of these accidents were serious enough to require hospitaliza

tion. It is estimated that a large number of fatal and non-fatal accidents 

could be prevented through education and other prevention strategies. 

Objective 5.2.l 

By 1983, to reduce the average number of accidental childhood deaths 
in Maine to the following levels: 18.0 per 100,000 population aged l-4; 
10.0 per 100,000 population aged 5-14; 45.0 per 100,000 population aged 
15-19. 

Recommended Action 

It is envisioned that the achievement of this objective will be 

accomplished largely through the development of a statewide accident pre

vention program encompassing specific educational and other strategies 

for reducing the number of accidental injuries and deaths involving children 

and adolescents in Maine. Specific goals, objectives and recommended 

actions related to the development of this accident prevention program are 

outlined in Goal 5.3, below. 

GOAL 5.3 

TO PROVIDE ACCIDENT PREVENTION PROGRAMS TO REDUCE PREVENTABLE CHILD
HOOD DEATHS, MORBIDITY AND DISABILITY IN MAINE. 

Rationale 

There are two major problems with Maine's current accident prevention 

efforts. The first is the lack of a concerted prevention program in the· 

State. There is little, if any, coordination of effort among existinq pre

vention programs. A second, and perhaps more important problem, has to do with 

current lack of leadership and direction for program development in this area . 
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None of the State agencies involved with accident prevention - including 

among others, the Department of Transportation, the State's Highway Safety 

Committee and the Division of Child Health - have overall policy or program 

responsibility in this area. One important consequence of this fragmentation 

of responsibility and programs has been that no agency has addressed the 

need for new accident prevention initiatives or for better coordination of 

existing efforts. 

Objective 5.3.l 

By 1982, to develop a statewide childhood accident prevention program. 

Recommended Actions 

The Division of Child Health, the Office of Emergency Medical Services, 

the Bureau of Health Planning and Development, Maine Department of Human 

Services, and the Maine Chapter of the American Academy of Pediatrics 

should undertake a joint planninq effort: 

(1) to identify specific types of accidents that are preventable 

and which, on the basis of their magnitude, are priorities 

for addressing in an accident prevention program; 

(2) to develop specific recommendations and strategies for preventing 

the types of accidents selected; 

(3) pursue federal and State funding sources for the implementation 

of the proposed program. 

Specific types of accidents that should be considered include-motor vehic1e, 

bicycle and pedestrian accidents and poisonings, drownings and fires. 

Intervention strategies that should be considered include strengthening 

existing public awareness efforts; strengthening accident prevention com-
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ponents of existing health education programs; and improving ~chool 

health services. 

Resources Required 

The cost of 'developing a proposal is estimated to be $10,000. It is 

estimated that a statewide accident prevention program would cost approxi

mately $100,000. 

GOAL 5.4 

TO REDUCE PEDIATRIC HOSPITAL UTILIZATION FOR CHILDREN AGED 0-14 YEARS 
IN MAINE TO 250 PATIENT DAYS PER 1,000 POPULATION AT RISK AND TO 1N
CREASE THE STATEWIDE AVERAGE OCCUPANCY OF PEDIATRIC UNITS TO 65% OR 
GREATER. 

Rationale 

The economic impact of excess pediatric capacity in Maine, although 

difficult to determine precisely, is estimated to be roughly $1.2 million 

annually. This estimate is based on an estimate of the cost of maintaining 

an empty hospital bed of $14,000. The cost of maintaining this unused and 

unnecessary capacity will increase dramatically in future years as excess 

pediatric capacity increases - by 33% in 1983 - and as the cost of hospital 

services rises. 

The problems of exsess pediatric capacity and excess inappropriately 

used capacity in Maine are most acute in the larger urban areas where there 

are multiple hospitals providing pediatric hospital services. It is not 

feasible or desirable, in most cases, to close or consolidate pediatric beds 

in rural facilities, primarily because of the problems this would create 

for accessibility. In addition, the cost savings resulting from such 

actions would most likely be very small or non-existent depending on how 

the fixed and variable costs associated with these beds are allocated. We 

would expect the economic benefits of consolidating pediatric services in 

urban areas of the State to be far greater, however, and to outweigh any 

. -· 
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adverse social or cultural consequences of consolidation in these areas. 

In addition, potential benefits for the quality of pediatric care in 

these areas (e.g., improved emergency pediatric care) should not be dis

counted. 

For additional analysis, refer to Section B-3, Pediatric Inpatient 

Services ..... P . __ 4T2 ._ 

Objective 5.4. l 

To study the need for and the feasibility of consolidating duplica
tive pediatric facilities in Maine (1982). 

Recommended Actions 

Several actions should be taken to implement this objective. 

(1) The Bureau of Health Planning and Development, Maine Department 

of Human Services, the Maine Health Systems Agency, Inc., the 

Maine Hospital Association, the Maine Chapter of the Academy of 

Pediatrics and other interested organizations, should form a 

special work group to:~) document the extent to which duplica

tive pediatric units are creating economic and other ineffic

iencies in the provision of pediatric care in Maine; and(b) 

evaluate the feasibility of consolidating units within reason

able proximity of each other (i.e., 40 minutes), including uni~3 

in the following areas: 

Portland-Westbrook 
Lewiston 
Brunswick-Ba th 
Watervi 11 e 
Bangor 
Caribou-Presque Isle 
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The group's report should specifically evaluate the 

implications of potential consolidations for the aggregate cost 

of health care, for the cost of pediatric care in the area/ 

region affected by the consolidation and for accessibility to 

pediatric care in the affected area. r 

(2) The Bureau of Health Planning and. Development, Maine Department 

of Human Services, should establish specific utilization standards 

and criteria for pediatric units in Maine. 
I 

(3) On the basis of the working group's findings and considering the 

standards established, hospitals in areas with duplicative pedi

atric units should establish specific multi-institutional arra1-je

ments for coordinating or consolidating pediatric services in 

t~e area/region. 

Establishment of the goal of 250 inpatient pediatric days per l ,000 

population of children by 1982 is based on a review of use rates in other areas 

of the country showing wide variations in use rates which cannot be explained 

by known health risks. The goal of 250 days is approximately halfway between 

the current rate in M~ine (289.0) and the rate in the Western United States 

of 236.2 (1975). 

Resources Required 

Implementation of this objective may. require the use of independent 

hospital/health care consultants. It is estimated that the costs of imple

menting this objective would range from $50,000-$100,000. 

Objective 5.4.2 

To conduct a study of pediatric hospital utili·zation in Maine ~y 1981). 

Recommended Action 

The Maine Chapter of the American Academy of Pediatrics, The Pine Tree 

Orqanization for Professional Standards Review and the Bureau of Health Planning 
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and Development, Maine Department of Human Services should jointly 

sponsor a study of pediatric utilization: 

(1) to define, through patient origin analyses, hospital 

servic~ areas for pediatric service~ 

(2) to identify specific areas/regions with utilization 

rates significantly above the State norm; 

(3) to develop recommendations and strategies for reducing 

pediatric utilization in high use areas and maintaining 

utilization rates in low use areas. 

Resources Required 

The estimated cost of this study is $10,000. 

GOAL 5.5 CHRONICALLY ILL AND/OR DISABLED CHILDREN 

TO PROVIDE HEALTH SCREENING, DIAGNOSIS, TREATMENT AND FOLLOW-UP 
SERVICES FOR CHILDREN AT RISK OF DEVELOPING CHRONIC HEALTH 
CONDITIONS (E.G., HEART DISEASE). , . 

Rationale 

Some children have her.editary tendencies to develop specific conditions 

(e.g., heart disease) when they reach adulthood. If these children can be 

identified early and followed, special preventative measures can be taken 

that will minimize the risks of disease later on. 

Objective 5.5.l 

By 1982, to study the need for and the feasibility of providing 
preventive services for children at risk of developing chronic health 
conditions. 

Recommended Action 

The Division of Child Health, Department of H~man Services, and the 

Maine Chapter of the American Academy of Pediatrics should undertake a 

planning effort: 
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(l) to identify specific conditions/problems that may be 

amenable to preventive intervention; 

(2) to determine or estimate the incidence of these problems and 

the need for preventive services in the State; 

(3) to develop strategies for intervention;and 

(4) to develop a specific proposal outlining steps that will be 

taken to implement these strategies. 

Specific health problems which should be considered include: 

l) heart disease 

2) obesity 

3) preventable mental retardation due to social and cultural 
deprivation. 

Resources Required 

The cost of preparing the planning analysis for this project will be 

approximately $15,000. Estimated total costs for the project would be 

$50,000 annually. 

GOAL 5.6 CHRONIC ILLNESS AND DISABLING CONDITIONS 

TO PROVIDE COMPREHENSIVE SCREENING, DIAGNOSIS, TREATMENT, REHABILITA
TION AND FOLLOW-UP SERVICES FOR CHILDREN IN MAINE WITH CHRONIC 
ILLNESSES AND/OR DISABLING CONDITIONS. 

Rationale 

Some children suffer from conditions which if detected early could be 

treated. This goal aims to ensure that these children will be identified, 

diagnosed, and provided with proper treatment. Treatment frequently requires 

input from several disciplines. There is, therefore, in Maine a need for 

leadership and coordination to insure that these children receive the best 

care possible. 

Objective 5.6.l 

By 1982, to evaluate health care needs and services for children with 
chronic health problems to determine the adequacy of the current service 
delivery system in Maine. 
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Recommended Action 

The Division of Child Health, Department of Human Services, and the 

Maine Chapter of the American Academy of Pediatrics should jointly conduct 

this evaluation: 

(l) to estimate the prevalence of chronic childhood illness and 

disability in Maine; 

(2) to assess the adequacy of existing services with regard to their 

availability, continuity (i.e., do they assure early detection, 

treatment, follow-up, and coordinated care) and accessibility 

(i.e., are there financial barriers to the utilization of 

these services?); and 

(3) to develop strategies for addressing any deficiencies in the 

existing service delivery system, including strategies for 

achieving inter-departmental cooperation and coordination. 

Resource Required 

The estimated cost of this evaluation will be $20,000. 
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6. Specialized Medical Care: End Stage Renal Disease 

GOAL 6.1 

TO PROVIDE ADEQUATE DIALYSIS CAPACITY, ORGAN REPLACEMENT, AND 
TRANSPLANTATION IN MAINE TO CARE FOR INDIVIDUALS SUFFERING FROM 
END STAGE RENAL DISEASE. 

Rationale 

End stage renal disease (ESRD) or chronic renal failure is a life-long 

condition which, if untreated, results in the death of the individual. The only cure 

for the disease requires the replacement of the diseased kidney with a healthy 

one through transplantation. This difficult procedure cannot be undertaken 

by many patients because of age, physical condition and associated illnesses. 

For patients who are not suitable for transplantation or who are waiting for a 

matched donor, dialysis, on a long term basis, is the only life-sustaining treat

ment available. 

The federal government provides benefits under the Medicare program for 

treatment of end stage renal disease.· As a result, Maine presently has an 

effective and adequate system of caring for those people who have end stage 

renal disease. This goal and its objectives are designed to maintain the 

current system and the different structures for delivering care. (See Section 

B. 8. of this chapter for standards for services for end stage renal disease.) 

The Goal refers to dialysis care provided for individuals with chronic 

renal failure. The limited scope was chosen because: 

l. The programs status as a disease whose treatment is almost 

completely federally reimbursed; 

2. Units providing services for chronic ESRD patients must be 

certified by the federal government; and 

3. Treatment of this population is provided either in a separate 

section of the hospital or a free-standing unit. 
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The following table provides information on patients, number of stations, 

shifts and reimbursement levels for the ESRD facilities in Maine. 

Table l 

Patients, Stations, Shifts and 
Reimbursement Levels for 
ESRD Facilities in Maine 

#Patients 1 # Stations Shifts/Da.}'.'. 
Reimbursement/ 2 Treatment in 1980 

Eastern Maine Medical Ctr. 45 14 2 
Mid-Maine Medical Center 13 8 l 
Southern Maine Dialysis Ctr. 863 21 2L '2 

1. Number of patients in July 1981. 
2. Free standing dialysis units are compensated on the basis of charges whereas 

hospital units are reimbursed on the basis of allowable costs incurred. The 
maximum amount paid under Medicare is $150. Costs exceeding this are not 
allowable. The facilities charge rate equals the reimbursement level. 

3. In July 1981 Southern Maine Dialysis Unit also served 11 transient patients. 

$150 
$150 
$138 

Where feasible, additional need should be satisfied through the addition 

of hours of activities instead of increasing the number of stations. Currently 

Southern Maine Dialysis facility and EMMC operate their units at least two 

shifts per day. Additional stations at existing facilities should not be 

added unless the facility can determine that: 

l. Need exceeds the amount of services which can be provided 

by operating existing stations two shifts a day; or that 

2. The long term costs of adding stations to meet need are less 

than the cost of operating existing stations two shifts per day. 

In addition, a hospital wishing to add additional dialysis stations should 

demonstrate that it has considered the financial feasibility of locating the 

stations outside of the hospital. 
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Dialysis treatment may also be provided for certain hospitalized 

patients at bedside or in specialized hospital units. This intensive 

service is provided for patients who may or may not be end stage renal 

disease patients whose condition is complicated by either temporary or 

permanent renal failure, but almost always have serious systemic disease. 

Dialysis care in this setting is complicated by the intensity of the 

patients illness. Acute dialysis is currently offered in Maine at Maine 

Medical Center, Eastern Maine Medical Center, Mid-Maine Medical Center, 

and most recently at Central Maine Medical Center and St. Mary's General 

Hospital. 

Objective 6.1. l 

To provide an adequate dialysis capacity to meet the needs of Maine's 
population. 

Recommended Action 

Maine currently has adequate in-center dialysis capacity (either hospital 

or free standing unit) to meet the needs of Maine's population. In-center 

dialysis is provided at three hospitals: Eastern Maine Medical Center, Mid

Maine Medical Center and Maine Medical Center and at a free standing facility, 

Southern Maine Dialysis Center. Maine Medical Center's unit contains three 

stations which are used for home training only. Portland area patients 

receive dialysis care at Southern Maine Dialysis Center. In-center dialysis 

treatment requires that the patient travel to the facility three times a 

week. Access remains difficult for some individuals who must travel up to 100 

miles to receive care. Because of high costs and requirements for specially 

trained physicians and nurses, it is not possible to provide dialysis services 

in many locations around the State. 
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Dialysis stations should be established at facilities which do not have 

them only after the need for them has been documented. There is presently no 

documented need for a facility in the Lewiston-Auburn area. Because the area 

has the second largest population in the State and is served by two full

service hospitals, a need for such a facilHy may be demonstrated in the 

future. If a need is established in the Lewiston-Auburn area, the dialysis 

unit should be established only after a planning effort which includes partici

pation by Central Maine Medical Center and St. Mary's General Hospital. 

Patients may be trained to receive dialysis care in the home. In 1979, 

federal reimbursement policies under Medicare were adjusted to improve coverage 

of self dialysis costs and make patient acquisition of a dialysis machine more 

feasible. The number of patients choosing this form of dialysis care, however, 

remains small. 

Recently a method of home care, known as continuous ambulatory peritoneal 

dialysis (CAPO), has come ir:Jto use in Maine. At this time, Maine t.Jedical Center 

and Eastern Maine Medical Center have been authorized to provide CAPO training. 

CAPO offers the individual increased mobility because the patient is not 

required to use an immobile machine· three times a week. This method of care 

requires a large amount of self care by the patient. The program is still 

experimental, and long term study of the procedure and its effect on patients 

should be conducted. 

The Veterans Administration Medical Center provides dialysis services 

to eligible veterans. In accordance with the law, service may be provided 

to non-veterans only in life-threatening emergencies when no other facilities 

are available. V.A. patients from Maine receive transplantation and home 

training services in Boston. The Veterans Administration Center should be 

encouraged to coordinate more closely with civilian dialysis units and where 

possible to coordinate patient care to best serve the State's population. 
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Resources Required 

The ongoing system does not require the addition of funds beyond that 

needed to operate the units. Costs involved to expand capacity have not been 

determined. See Table 1 above for information on patients and costs at each 

facility. 

Current Status 

The actions required by this objective are ongoing. It appears that the 

discovery rate for the disease has stabilized and now approximately equals 

those leaving the system through transplantation or death. 

Objective 6.1.2 

To provide an adequate transplantation capacity to meet the needs of 
Maine's population. 

Recommended Action 

Maine Medical Center should continue to be the kidney transplantation 

center of Maine. Maine citizens should be encouraged to be donors of kidneys 

for transplantation through the use of the form on their drivers' licenses 

for making anatomical gifts. 

Resources Required 

No new resources. 

Current Status 

Maine Medical Center performed 26 kidney transplantation operations in 

1980. Of the 26, 20 were cadaver· kidneys and 6 from living related donors. 

Objective 6. 1.3 

To provide adequate coordination and technical assistance for the 
End Stage Renal Disease Program in Maine. 
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Recommended Action 

ESRD services should be provided in a coordinated, efficient manner 

which minimizes duplication and encourages optimal quality of care at a 

reasonable cost for individuals suffering from chronic kidney disease. 

To facilitate this, the hospitals responsible for the chronic disease 

programs should form, in cooperation with interested nephrologists, a 

coordinating committee to encourage and enhance coordination of chronic 

dialysis services both in a facility and at home. This committee should 

provide advice to the (Maine) State Health Coordinating Council, the 

Department of Human Services and the Maine Health Systems Agency, Inc. 

on state-wide ESRD services. Coordination of the transplantation program 

should remain with the Maine Medical Center. 

Resources Required 

There are no additional direct costs associated with this objective. 

Current Status 

To be implemented. 
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7. Public Health 

In 1983, the Maine State Health Coordinating Council reviewed 

the Bureau of Health Plan for Public Health prepared by the Bureau 

of Health of the Maine Department of Human Services. The Bureau 

of Health's plan is a successor to its earlier State Plan for 

Public Health, which the Council had incorporated in the State 

Plan for Maine. 

In its review, the Council noted that the Bureau of Health's 

plan is generally consistent with the broad aims of health promotion 

and disease prevention in the State Health Plan for Maine. The 

Council also determined that the Bureau of Health's plan contained 

goals and objectives which were limited to the Bureau of Health's 

programs. Because the State Health Plan for Maine contains goals, 

objectives and recommended actions which call for coordinated 

efforts by many public and private providers of health care, the 

Council decided not to include the Bureau of Health's plan in the 

State Health Plan. 

The Council will seek the participation of the Bureau of Health 

in the development of State Health Plan components which are related 

to the programs of the Bureau of Health. The Council noted in its 

review of the Bureau of Health's plan that representatives of the 

Bureau of Health were active participants in the preparation of the 

St9te Health Plan sections on health promotion and nutrition and that 

the Council's planning work was used by the Bureau of Health's staff 

in preparing the Bureau of Health Plan for Public Health. 

The Bureau of Health's.Plan for Public Health is available from 

the Bureau of Health, Maine Department of Human Services. 
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8. Primary Care 

GOAL 8.1 

A STATEWIDE SYSTEM ESTABLISHED FOR HYPERTENSION CONTROL SERVICES. 

Rationale 

An 18% prevalence rate in the over 18 population of 728,600 pro~uces 

an estimate of approximately 131,148 adult hypertensives in flaine. An 

estimated 40% prevalence rate in the over 65 population yields an 

estimate of approximately 32,060 older hypertensives. 

A network of thirteen community health agencies currently provides 

blood pressure screening and follow-up services in Maine. However, follow-up 

and control is an extremely difficult component to effectively build into these 

programs. A coordinated system of follow-up, referral and monitoring should 

be developed to improve hypertension control in Maine. 

This goal is to develop a chronic disease control system for hypertension 

which, if successful, can be expanded to address other chronic conditions, 

including: diabetes, arthritis, chronic obstructive lung disease and 

others. 

Medical Care Development, Inc. has received a contract through the Maine 

Department of Human Services from the National Institute of Health to develop a 

coordinated control system for hypertensive services throughout Maine. This is 

being done in cooperation with the High Blood Pressure Council. 

The development of a chronic disease control program is based on the assumpt

ion that the diagnosis of a condition through screening is only effective if a 

full treatment and follow-up program is also available. An effective hypertension 

control program includes patient education, active follow-~p, and the provision 

of cardiovascular risk factor intervention which includes specific support 

services such as diet counseling. 
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Objective 8.1.l 

By 1982,. the number of hypertensives determined statewide. 

Recommended Action 

By 1982, survey a sample of the adult Maine population to identify the 

prevalence of hypertension, the degree of patient awareness and the control 

status. The Hypertension Control Project through the Department of Human 

Services at MCD and members of the Maine High Blood Pressure Council, are 

primarily responsible for developing and conducting this survey through a 

contract with the Social Service Research Institute. 

Resources Required 

The total estimated budget for the conduct of the statewide survey 

through the Hypertension Control Project is $68,272. 

Objective 8.1. 2 

By 1984, effective high blood pressure screening, detection and referral 
services established through such quality assurance measures as development 
and dissemination of standards, educational programming, data management and 
consultative assistance in creating new programs. 

Recommended Actions 

By 1983, groups should be encouraged to mobilize community and workplace 

resources for hypertension control. 

By 1984, the Maine High Blood Pressure Council, Medical Care Development, 

Inc., and the Department of Human Services should explore changes necessary in 

the current reimbursement structure to support a control program for hyperten

sion on an ambulatory basis. 

By 1984, they should ·also· develop standards concerning screening, detec

tion, referral and treatment for consistent use throughout the State (see also 

Section A-7 ,. p. 275 ). 

Resources Required 

The cost of these efforts should be paid for through the salaries of many 

hea 1th workers. 
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GOAL 8.2 

NINETY PERCENT OF CHILDREN UNDER 15 YEARS OF AGE IMMUNIZED AGAINST 
MEASLES, POLIO, DIPHTHERIA, TETANUS AND PERTUSSIS: 90% OF CHILDREN 
AT SCHOOL ENTRY IMMUNIZED AGAINST RUBELLA. 

Rationale 

The overall immunity level,as discussed in the Health Status Section, 

has steadily improved. Levels of protection are still less than optimal. 

Each of these diseases is capable of causing mild to severe permanent physical 

and/or mental disabilities and all of the diseases are potentially fatal. 

Objective 8.2.1 

By 1984, full immunity status established against polio, diphtheda, 
measles and rubella for 95% of children attending schools {gradei K-6). 

Recommended Action 

By 1984 the Immunization Program of the Bureau of Health, Department of 

Human Services should assure that 95% of all schools respond to the school 

enterers survey and that 95% of day care facilities respond to a survey of 

day care enrollees. 

Resources Required 

It is difficult to determine the total amount of resources that are 

necessary to accomplish the individual recommended actions and objectives 

related to this goal. However, preliminary estimated expenditures for the 

State's total Immunization Program is $442,520 which includes the contributions 

of other support units in the Department of Human Services. Resource expendi

tures by individual school systems will also be required (see also Section A-7, 

p.275). 

Objective 8.2.2 

By 1984, the existence of accurate immunization records monitored at 
junior and senior high schools. 
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Recommended Action 

By 1984 the Immunization Program of the Bureau of Health, Department of 

Human Services should maintain a multi-faceted disease surveillance system 

capable of identifying and reporting the occurrence of immunizable diseases 

within 5 days of the identification of a suspected case; respond within 

24 hours, to suspected polio, diphtheria and measles cases, and initiate 

containment procedures. 

Resources Required 

Resources required are given for the total Immunization Program budget, 

and cannot be broken down by recommended action. 

Objective 8.2.3 

By 1984, a system established that assures the easy availability of 
immunization services to 100% of the children in Maine. 

Recommended Actions 

By 1984, thP Immun1zat1on Pro~ram of the Bureau of Health, Department of 

Human Services should provide for the administration of vaccine in order to 

raise school entry and school (K-6) immunity levels. 

Resources Required 

These agencies sh6uld initiate an information/educational approach 

designed to educate the general public regarding the need for immunization 

and to inform the medical professional regarding recommended immunization 

practices. 

They should also ass_ure that potential vaccine recipients are informed of 

risks and benefits of immunization and that community-based volunteers are 

available to increase community participation and interest in immunization. 

Resources Required 

See Objective 8.2. 1. 
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GOAL 8.3 

SERVICES ESTABLISHED IN MAINE WHICH PROMOTE HEALTH THROUGH THE ACTIVE 
MOTIVATION OF THE INDIVIDUAL. 

Rationale 

Efforts to motivate individuals to do more for themselves through the 

development of healthful behaviors and lifestyles are probably the most 

important and effective strategy that can be employed to improve health levels 

throughout Maine. Areas in which health promotion services need to be 

developed include: self responsibility, nutritional awareness, stress manage

ment, physical fitness and environmental sensitivity. 

Health promotion is also viewed as a very effective and important cost 

containment strategy. 

Objective 8.3.1 

By 1984, coordinated systems of health promotion programs established in 
at least 2 of the State's 5 health planning regions. 

Recommended Action 

By 1983, develop mechanisms and strategies for the creation of health 

promotion programs in the following settings: community, school, large and 

small workplaces and hospitals. In 2 regions, implement mechanisms and/or 

strategies identified for the development of health promotion programs 

Resources Required 

Not yet determined. 

Objective 8.3.2 

By 1984, funding expanded for health promotion programs. 
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Recommended Action 

By 1984, develop, on a pilot basis, third party involvement in health 

promotion activities. The implementation of this project will require the 

determination of an organization with the administrative and technical 

expertise to implement these activities. Lawmakers should be involved in the 

planning, implementation and evaluation of health promotion programs. 

Resources Required 

Not yet determined. 

GOAL 8. 4 

ADEQUATE ACCESS PROVIDED TO COORDINATED PRIMARY MEDICAL CARE SERVICES 
WITHIN EACH OF THE PRIMARY CARE ANALYSIS AREAS OF MAINE. 

Rationale 

Accessibility to primary medical services and a desirable supply of 

primary care providers is a high priority concern of the Maine Health Systems 

Agency, Inc. 

Many areas of Ma foe have been shown to be "shortage" and II underserved 11 

by Federal standards. Efforts need to be undertaken to determine adequate 

primary care manpower and service needs in specific local areas throughout the 

State. Access to these services should be provided within every primary care 

analysis area. The accessibility of adequate primary care manpower should 

also be assured throughout the State to meet these primary care service needs. 

This goal is designed to assure that adequate health manpower will be provided 

in all areas of the State. 

Objective 8.4.1 

By 1983, strategies developed in 3 regions to explore alternative 
organizational and financial mechanisms for the delivery of primary care and 
to increase public awareness of these and the most appropriate ways to use 
the primary care system. · 

Recommended Actions 

Public education strategies should be designed to dev~lop a consumer 

awareness of the most appropriate and efficient ways to utilize the primary 
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care system including the use of physician extenders, public health services, 

outpatient services, and the emergency room. 

Maine Health Systems Agency, Inc. and other groups to be identified, should 

explore the feasibility of alternative models for the organization, delivery 

and financing of primary care services such as the possible application of 
' 

the Health Maintenance Organization concept in an area of the State. The health 

maintenance organization concept may be a desirable alternative to traditional 

methods of delivering primary health care services because, in addition to the 

traditional services which they provide, by accepting a predetermined fee, HMOs 

assume a share of the financial risk associated with poor health and create their 

own powerful incentives for operating efficiently and emphasizing ambulatory 

rather than hospital care. 

Realistic reimbursement mechanisms for providers and insurance coverage 

for consumers should be developed that encourage the most appropriate use of 

primary care services. 

Resource; Required 

Not yet determined 

Objective 8.4. 2 

Coordinated primary care systems developed in 3 regions (by 1984). 

Recommended Action 

By 1982, strategies should be designed to establish formal linkages 

between primary medical care providers and facilities and other health care 

providers (mental health, emergency rooms, social services) within analysis 

areas. Activities should be carried out by Maine Health Systems Agency, Inc. and 

other organizations. 

A mechanism should be created to assess the need for mid-level 

practitioners and encourage their most appropriate placement. 

Resources Required 

Not yet determined. 



BOAL 8.5 

A SYSTEM OF SCREENING PROGRAMS ESTABLISHED STATE-WIDE FOR THE DETECTION 
AND CONTAINMENT OF VENEREAL DISEASE. 

Rationale 

Increasing numbers of sexually transmittable diseases are being diagnosed, 

treated and reported in Maine. Five of these diseases - gonorrhea, trichomonas 

vaginitis, monilial vaginitis, genital herpes and genital warts - are 
-- -- -· - . 

epidemic both in Majne and in the Nation. A number of others are the focus 

of increasing concern. While these diseases have not yet achieved epidemic 

status, their incidence rate is escalating. Included in this group are: 

infectious syphilis, late syphilis, non-gonococcal urethritis and related 

infections (see also Section A-~ p. 275). 

Objective 8.5.1 

By 1984, the percentage of infected individuals who are detected, treated, 
and followed-up increased. 

Recommended Action 

By 1984, the Venereal Disease Program of the Department of Human Services 

and physicians throughout the State should conduct follow-up on all cases of 

gonorrhea and syphilis reported from the venereal disease clinics. The 

program should continue efforts in providing surveillance, education and treat

ment activities. 

Resources Required 

Not yet determined. However, estimated current annual expenditures for 

the State's total Venereal Disease Program are $236,043, which includes the 

contribution of other support units in the Department of Human Services. 

Resources will also be required for physician time and other staff. 

Objective 8.5.2 

By 1984, the level of public awareness about venereal diseased increased. 

Recommended Action 

The Venereal Disease Program and school districts should increase the number 

of school systems throughout Maine that incorporate venereal disease education 
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into their curricula. The VD Program should also increase the public's 

awareness of venereal disease screening and treatment programs throughout 

the State. 

Resources Required 

Not yet determined. 

GOAL 8.6 

THE POPULATION'S NUTRITIONAL STATUS IMPROVED. 

Rationale 

Good nutrition has been identified as an essential component of good 

health. Research studies conducted in the State have revealed that Maine's 

population may, on the average, tend to be more obese, have a greater inci

dence of dental disease, and consume inappropriate levels of protein, carbohy

drates, and fats. While there is probably a need to improve accessibility 

to nutrition services and nutrition education among the State's population 

in general, several groups may be identified as being nutritionally at-risk 

and should thus be the focus of more concentrated efforts to improve nutri

tional status. These groups are: women of childbearing age (especially 

pregnant women and lactating mothers); preschool aged (up to 5) children; 

and the elderly (see also Section A-7 of this Chapter, p. 275). 

Objective 8.6. l 

By 1983, the Revised Dietary Goals for the United States identified by 
the Select Committee on Nutrition and Human Needs (U.S. Senate, December, 
1977), adopted state-wide. Those goals are as follows: 

11 1. To avoid overweight, consume only as much energy (calories) as is 

expended; if overweight, decrease energy intake and increase energy 

expenditure. 

2. Increase the consumption of complex carbohydrates and "naturally 

occurring" sugars from about 28% of energy intake to about 48% of 

energy intake. 
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3. Reduce the consumption of refined and processed sugars by about 

45% to account for about 10% of total energy intake. 

4. Reduce overall fat comsumption from approximately 40% to about 
i 

30% of energy intake. 

5. Reduce saturated fat consumption to account for about 10% of total 

energy intake; and balance that with poly-unsaturated and mono

unsaturated fats, which should account for about 10% of energy 

intake each. 

6. Reduce cholesterol consumption to about 300 mg. a day. 

7. Limit the intake of sodium by reducing the intake of salt to about 

5 grams a day. 11 

Recommended Action 

By 1983, dietary goals should be prepared and disseminated to all 

appropriate institutions or individuals who currently deliver services 

related to nutrition or nutrition education. A public education program 

should be developed and conducted to inform the general population about the 

dietary goals, and how they can be incoroporated into individual behaviors. 

Resources Required 

Not yet determined. 

Objective 8.6.2 

By 1984, the nutritional status of women (aged 18-44) and preschool 
children maintained or improved. 

Recommended Action 

By 1983, programs of pre-service and in-service training for preschool 

or daycare teachers on principles of sound nutrition should be established. 

By 1984, nutritionally balanced meals for women, infants and preschoolers, 

should be promoted through existing programs and public education. 

-285-



Resources Required 

Not yet determined. 

Objective 8.6.3 

By 1984, the nutritional status of children (grades K-12) maintained 

or improved. 

Recommended Action 

By 1984, to include in State Standards for Teacher Certification, a 

requirement of a nutrition course in appropriate certificate fields. By 

1984, to establish certification standards for school food service personnel 

which include a requirement for a nutrition course. 

Resources Required 

Not yet determined. 

Objective 8.6.4 

By 1984, the nutritional status of the elderly population (ages 65 and 
over) maintained or improved. 

Recommended Action 

By 1984, the provision of nutritionally balanced meals for the elderly 

through existing programs and public education targeted at this sector of the 

population. and training for food service workers, nutrition consultants and 

other providers in nursing homes should be provided. Funding for the nutrition 

education programs and materials for consultant dietitians and staff in 

nursing homes, boarding homes and extended care facilities should be increased. 

Resource Required 

Not yet determined. 
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·GOAL 8. 7 

SYSTEMS OF HEALTH EDUCATION SERVICES ESTABLISHED IN ALL SETTINGS OF 
HEALTH CARE DELIVERY THROUGHOUT THE STATE. 

Rationale 

MRSA 20 § 1011 requires the teaching of Health Education to all pupils 

in the public schools in Maine. The specific content matter will be determined 

by each school system's governing body. 

A system of health education services which is integrated with and related to 

the promotion of health and the prevention and treatment of illness can have 

a positive effect on factors such as availability, accessibility, acceptability, 

continuity, quality, and cost. This goal emphasizes the need for planning 

and implementation as well as periodic evaluation of health education services. 

B.ehavi oral outc001es resulting from educ a ti ona l interventions are suggested as a basis 

for evaluation, in addition to medical or health outcomes(see also Sec. A-7, p. 275). 

Objective 8. 7. l 

By 1984, integrated, sequential health education programs conducted in 
Maine schools from pre-school through adult education levels in the 
Health Education Project participating school districts. 

Recommended Action 

By 1984, the School Health Education Project now funded by the Department 

of Human Services and participating SHEP school districts, the State Legis

lature, the Department of Education and Cultural Services, and others to be 

identified should assess existing criteria (including legislation) for school 

health education, especially factors related to availability, content, manpower 

qualifications, continuity, effectiveness, and funding, for purposes of 

recommending changes or strengthening those criteria. 

State teacher training institutions with input from SHEP, the public and 

teachers should assess the existing undergraduate and graduate requirements 

in State institutions which train and certify classroom and health education 

teachers for purposes of assuring that appropriate experiences related to health 

education are included in their academic experiences. 
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Educational and health institutions should develop health education programs 

to meet the needs of pre-schoolers, special students and adults. 

State teacher training institutions, Uepartment of Human Services, 

State Department of Educational and Cultural Service?, teacher organizations, 

in-service training organizations should encourage the development and seek 

additional funding for school health education coordination, pre-service and 

in-service training programs for teachers, and the sharing of teaching resources 

throughout the State. 

State and regional health professional organizations, local school districts, 

health care institutions should encourage health professionals and agencies to 

participate in school health education programs. 

Resources Required 

Not yet determined. 

Objective 8. 7.2 

Health education services provided by community agencies. 

Recommended Action 

By 1984, all community agencies should promote the sharing of educational 

resources through workshops, seminars, and newsletters and identify within 

their agencies individuals responsible for health education and programs 

targeted to at-risk populations. They should also encourage governing bodies 

of community agencies to adopt, display and distribute a patients' bill of 

rights, using the MHSA Guidelines as a minimum standard; establish patient 

grievance mechanisms capable of dealing with patient care problems; and increase 

consumer awareness of services available to encourage more efficient utilization 

and alternatives to traditional medical care. 

Resources Required 

Not yet determined. 
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Objective 8.7.3 

Projects established in areas of at least 2 regions where business and 
labor haveassumed responsibility for educating workers about environmental 
health risks and personal health habits in the workplace setting (1984). 

Recommended Action 

In 1984, a professional advisory council on occupational health whose 

primary responsibility is to examine occupational health hazards in Maine 

worksites and recommend strategies for intervention should be formed. 

Existing health education programs in Maine industries should be identified 

and evaluated for integration with comprehen$ive health programs. 

Other actions should be done, including assisting organizations such as 

the Maine Labor Group on Health in efforts to advocate employee health; form

ing a Maine Business Group on Health and a statewide council on occupational 

health; developing strategies for educational intervention in high-risk 

occupations; encouraging health insurers to provide financial incentives for 

employee health maintenance; seeking funds and conducting pilot projects to 

study the relationships between educational interventions and employee health 

status, with special emphasis on cost effectiveness. 

Resources Required 

Not yet determined. 
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Objective 8.7.4 

By 1984, programs developed in all analysis areas of 2 regions to 
assist families in developing sound health practices in the home. 

Recommended Action 

Specific health education programs that emphasize the home as a site 

for the promotion of qood health, anrl the prevention and treatment 

of illness should be established. Using an existing organization as the 

group responsible for implementation and a problem-oriented approach, a 

home health education program should be developed. Health care providers, 

agencies, schools, libraries, the media, and other appropriate sources of 

information should promote home health education efforts. Actions should 

emphasize the dissemination of accurate, useful health-related information 

that is particularly geared to use in the home setting. 

Resources Required 

Not yet determined. 

Objective 8. 7. 5 

By 1984, health education services integrated into all phases of care 
delivered in the ambulatory setting in all of the primary health care 
analysis areas of 3 regions. 

Recommended Action 

By 1984, the relative costs and benefits of patient education in the 

ambulatory setting should be documented by conducting pilot projects in con

junction with a major health insurer. 

All health agencies involved in the delivery of ambulatory care and 

others including the Diabetes Control Project, SHEP~and the Patient Education 

Reimbursement Project should participate. Also, by 1984, various institutions 

and agencies should develop educational programs in ambulatory settings 

which deal with a wide range of concerns from health education through 

treatment and rehabilitation; utilize the ambulatory setting to educate 
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patients about methods of self-care; seek alternative sources of funding 

for health education services delivered in the ambulatory setting; and 

identify, develop and disseminate evaluation methodologies for patient 

education in the ambulatory setting. 

Other activities include expanding in-service and continuing education 

activities related to health education for providers in the ambulatory 

setting; promoting involvement by ambulatory care providers in one or more 

community health education efforts annually; formulating alternative 

methods of informing and educating providers about effective health educa

tion strategies; and developing educational programs that will increase 

consumer awareness and understanding of over-the-counter and prescription 

drugs. 

Resources Regui red 

Not yet determined. 

Objective 8. 7.6 

By 1984, inpatient facilities assume responsibility to provide health 
education services as a component part of care to patients and their 
families as well as a responsibility to stimulate community health education. 

Recommended Action 

By 1984, a statewide policy statement with guidelines and standards for 

health education services in the inpatient setting should be developed and 

health education programs for specific types of patients in at least l in

patient facility in each of the 5 regions should be established. Inpatient 

facilities should form education committees, whose purpose is to formulate and 

enforce educational policies and educational resources among inpatient 

facilities. These will be shared through workshops, seminars, and newsletters. 

Also by 1984, state-wide training and education organizations should be 

assisted in the development of inservice and continuing education 

activities related to health education; in seeking alternative and 
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and ongoing sources of funding for health education services delivered in 

the inpatient setting; in encouraging shared community health promotion efforts 

between inpatient facilities and other agencies and organizations; and in 

increasing consumer awareness and understanding of services available in 

the inpatient setting to encourage more efficient and appropriate utiliza-

tion of those services. 

Resources Required 

Not yet determined. 

GOAL 8.8 

TO ENSURE A SUPPLY OF PRIMARY HEALTH CARE PERSONNEL WHICH IS ADEQUATE 
TO MEET THE NEEDS OF THE STATE'S RESIDENTS (OR NO LESS THAN THE 
EQUIVALENT OF l PHYSICIAN PER 2,000 POPULATION). l 

Objective 8.8. l 

To assess the current (and future) supply of primary medical care phy
sicians including active and inactive physicians, and the effects of 
residency and contract student programs and other recruitment efforts. 

Rationale 

There are a number of organizations, committees and programs that are 

interested in the supply of and need for primary medical care physicians. 

These include: 

l) The Health Professions Program - The Commissioner of the Department of 

Education and Cultural Services, with the assistance of the Governor's 

Advisory Committee on Medical Education, is charged with planning and 

administering the State's Contract Student Program which 11 purchased seats 11 

for various health care professions. 

1The National Health Planning goals suggest that this ratio can be achieved 
by fostering the use of nurse practitioners and,physician assistants. 
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The Advisory's Committee's Subcommittee on Medical Manpower has under

taken the task of making recommendat;ons to the Commissioner as to medical 

manpower supply and demand. 

2) Residency Programs - There are currently six family practice residency prog

rams in the state. Two of the residency programs are osteopathic and the 

remaining four are allopathic. Since the graduating classes of 1978, about 

60% of the residents have chosen to remain in Maine to practice. 

There are also numerous residency programs located at the Maine Medical 

Center in addition to its family practice res·idency. These programs include 

the primary care specialties of internal medicine, obstetrics and gynecology 

and pediatrics. 2 Data supplied by the Maine Medical Center indicate that 

approximately 60% of its primary care residency graduates (including family 

practice) from 1965 to 1975 chose to remain in Maine to practice. 

The Osteopathic Hospital of Maine also has several residency programs, 

in addition to its family practice residency. One of the residencies is in 

a primary medical care specialty, internal medicine. The program currently 

has its first resident who plans to establish a practice in Maine. 

3) New England College of Osteopathic Medicine - NECavl was established in 1978 

and offers a four-year medical degree in osteopathic medicine. Thirty-six 

students were enrolled in the freshman class in the fall of 1978, followed 

by 56 students in 1979, 68 in 1980, with 76 freshman anticipated in the fall 

of 1981.. It is expected that graduates of NF.C:rtvl will significantly affect 

the primary care physician to population ratio in Maine. 

2
Primary care physicians include all allopathic and osteopathic physicians 
providing direct patient care who practice principally in general or 
family practice, general internal 111eciicine, general pediatrics or obstetrics 
and gynecology. 
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4) National Health Service Corps (NHSC) - Designation as a health manpower 

shortage area for primary care makes a group of towns eligible for direct 

placement of a federally financed physician. In order to qualify for this 

designation an area must have, in general, less than one full time equivalent 

primaY'y care physician per 3,500 people. Portions of Androscoggin, Aroostook, 

Cumberland, Hancock, Kennebec, Kno~ Oxford, Penobscot, Piscataquis, Somerset, 

Waldo, Washington and York Counties have been designated as health manpower 

shortage areas. As of October of 1979, there were 16 NHSC physicians in 

Maine. 

5) Recruitment Efforts - There are num~rous other primary medical care phy

sician recruitment efforts ongoing in the State through hospitals, primary 

care centers and physicians. 

6) Taylor Study - Although there is little agreement on a 11 correct 11 ratio of 

primary care physicians to the population of Ma'ine, several studies have 

cqncluded that there may be a shortage and a maldistribution of primary medical 

manpower in the State. 

An unpublished study by Michael Taylor, M.D., M.P.H. analyzed 1976 and 

1978 primary care physician data and concluded that improvements at least 

in the number of physicians had been made. Similar 1980 data will be made 

available by the Bureau of Health Planning and Development early in 1981. 

For the most part, these programs and recruitment efforts are unrelated and 

uncoordinated. Given the changes documented in Taylor's work of the numbers of 

primary care physician's in Maine in recent years and the expansion of programs 

for training such physicians, it is imperative that a manpower planning effort be 

established. This effort should take a state-wide perspective which would promote 

coordination among the existing programs. 

-294-



The state-wide planning effort must also carefully consider the questions 

of need and demand for primary medical care, as well as the questions of supply 

and distribution. Resources to support the planning effort must be identified 

and developed. Such resources do not now appear to exist. 

Objective 8.8. l 

To assess the current (and future) supply of primary medical care phy
sicians including active and inactive physicians, and the effects or residency 
and contract student programs and other recruitment efforts. 

Recommended Action 

The Bureau of Health Planning and Development and the (Maine) State Health 

Coordinating Council should work with the Subcommittee on Health Manpower, 

the Maine Health Information Center, the University of Maine, the Maine Health 

Systems Agency, Inc., the residency programs, NECOM, the Maine Medical Associa

tion and the Maine Osteopathic Association, and other interested groups and 

individuals to develop appropriate criteria for primary care physician supply 

and geographic distribution. 

The Bureau of Health Planning should analyze data from the 1980 survey to 

determine present characteristics of primary care physicians and their practices. 

The 1980 data should be comparep with the 1976 and 1978 data to determine changes 

and trends in the distribution and supply of primary care physicians. 

The Bureau of Health Planning should collect and analyze data pertaining to 

the various physician manpower educqtion programs (including the National Health 

Service Corps) to determine their adequacy in meeting Maine's primary medical 

manpower needs. 

Objective 8.8.2 

To ensure an adequate supply of active registered nurses and licensed 
practical nurses appropriately distributed geographically and by health care 
setting and specialty to help meet Maine's primary care needs. 
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Rationale 

Several organizations in .the state have expressed concern that there may 

be a shortage of active R.N. 1 s and L.P.N. 1 s in some areas of the state. For 

example, the Maine Hospital Association Board of Directors identified 11 the R.N. 

shortage 11 as one of four primary concerns over the next 5-10 years. 3 Upon 

inquiry, it was found that while the issue was one of decreasing numbers and 

changing roles of nurses~ concern was also expres~ed about shortages of other 

types of personnel. 

In a report published in December, 1979 by the Bureau of Health Planning and 

Development entitled Registered Nurses and Licensed Practical Nurses: Current 

Supply, it was noted that, according to federal criteria, there was no apparent 

severe shortage of nurses in the state. It was also reported that approximately 

one-quarter of both R.N. 1 s and L.P.N. 1 s (in 1979 and 1978 respectively) were 
. ~ .,, ' . '( ·•- ·- ,-. ' ·1. • : ... - . 

inactive for a variety of reasons, The highest number (almost half) of inactive 

R.N. 1 s and L.P.N. 1 s were not working du~ to household responsibilities. Approxi

mately 24% of the inactive R.N. 1 s and 10% of the inactive L.P.N. 1 s were retired. 

A total of 105 R.N. 1 s and 55 L.P.N. 's.state-wide were at the time of the studies, . ,. .' : 

seeking work in nursing. 

The Maine Health Information Center is currently undertaking a study under 

the Bureau's CHSS contract which will study trends in nursing supply and demand 

since 1976, project need based on experience to date, and analyze geographic 
: ,; ; .. 

distribution. The study will also address factors which are important in 

nursing employment participation rates. 

Recommended Action 

The Bureau's Division of Plannin9 and Administration will work with the 

Division of Data and Research and the Maine Health Information Center to identify 

nurses providing primary care by setting, geographic location, and practice 

specialty. After study of these control data sets, additional data will be 

3Maine Hospital Association Friday Report, May 30, 1980. 
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collected and analyzed pertaining to place of work, education, age, etc. to 

further define location and characteristics of nurses providing primary care. 

The Bureau of Health Planning and Development, in consultation with the 

Maine Nurses Association and the state nursing programs, should collect and 

analyze data pertaining to nursing education in Maine to determine if sufficient 

number of nurses are being trained so that, given out-migrations, in-migrations, 

retirement and other reasons for leaving the job market (e.g., household res

ponsibilities), an adequate supply by setting and specialty is available. 

Objective 8.8.3 

To study the utilization of and the role of a new health practitioner in 

Maine. 

Rationale 

A new health practitioner may be defined generally as a health professional, 

qualified by academic training and clinical experience, who performs under the 

direction and supervision of a qualified licensed physician in the diagnostic 

and therapeutic management of patients. New health practitioners include 

physician's assistants, physician associates, nurse practitioners, health associates 

Medex, Primex and child health associates. 

As of June, 1980, there were 271 new health practitioners in Maine, 195 nurse 

practitioners and 76 physician assistants. Of those responding to a survey 

conducted by Perry and Redmond ("New Health Practitioners in Maine: An Assessment 

of their Current Role," Journal of the Maine Medical Association, July 1980), 

the following information by practice setting was found: 

Private solo, partnership practice, 
or private group practice 
Hospital 
Community based clinic 
Other 

Nurse Practitioner 
( n= 61 ) 

29.8% 
27.2% 

14.3% 

28.7% 
100.0% 
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(n=54) 

25.8% 

38.2% 
25.6% 

10.4% 
100.0% 



Perry and Redmond also reported that over half of the nurse practitioners 

and physician's assistants in Maine are working in communities of less than 

5,000 persons. The distribution of nurse practitioners is almost identical 

to primary care physicians while physician assistants are more heavily con

centrated in the rural areas. 

Inactivity among new health practitioners was also documented. Only 61 of 

the 92 responding nurse practitioners were found to be currently employed in 

that field. All of the responding physician assistants were found to be working 

as new health practitioners as they are only registered by the Board of Medicine 

or Osteopathy when they are actively employed. Nurse practitioners are registered 

as such whether they are currently employed as a practitioner or not. 

Recommended Action 

The Bureau of Health Planning and Development, in consultation with the Univ

ersity of Southern Maine Nurse Associate Program, the Ambulatory Care Center 

Coalition, Medical Care Development, Inc., a'nd other interested groups, should 

assess the role and utilization of new health practitioners in light of Maine's 

overall primary care needs. Questions to be addressed would include supply and 

employment opportunity, work relationships with primary care physicians and utili

zation in specialty practices. 

GOAL 8.9 

TO ENSURE REASONABLE ACCESS TO PRIMARY MEDICAL CARE TO ALL MAINE RESIDENTS. 

Objective 8. 9. l 

Assess the viability of ambulatory care centers as a long term solution to 
the primary medical care needs of Maine's residents. 

Rationale 

There are any number of problems which may impede accessibility to primary 

medical care. These might include such things as a lack of transportation, 

excessive travel time, inability to pay for services, or dissatisfaction with 

the health services offered in the community. 
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One alternative to the traditional delivery of primary medical care which 

has become popular over the last decade is the ambulatory care center. Many 

ambulatory care centers in Maine, particularly in the rural areas, were 

developed specifically to address some of the problems described above. 

There are currently 37 ambulatory care centers state-wide which can be 

characterized as urban or rural, hospital based or free standing, teaching center 

or community health oriented. Most are heavily dependent on federal funding, 

hospital support and/or designation as an underserved area. None are totally 

supported on the traditional fee-for-service basis. 

The availability of federal funding for ambulatory care centers has become 

more limited. Long range planning for financial independence will become 

imperative as the following situations present themselves: 

l) De-designation - Over time an9 changing circumstances, manpower shortage 

areas may no longer qualify as such and may be de-designated by the Depart

ment of Health and Human Services with the advice of the Maine Health Systems 

Agency, Inc. and the Bureau of Health Planning and Development. These 

decisions are crucial to the ambulatory care centers as de-designation would 

mean the loss of reasonably secure federal funding and other resources. 

2) Reduction in Federal Fundin[ - It is expected that the federal funding of 

many of the rural health centers and family practice centers will decline if 

it has not already done so. More research needs to be done on a center by 

center basis and financial alternatives explored. 

As de-designation and loss of federal funding occur, communities may opt 

to ensure the financial stability of the centers. It also seems reasonable 

to assume that area hospitals might become interested in the rural free

standing clinics. Management of a center by a hospital might result in 

reduction or elimination of unprofitable services. Financial difficulties 
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will undoubetedly beset even the more profitable and well-run centers. 

These situations could well result in the curtailment of a comprehensive 

range of services essential to the provision of good primary medical care. 

Recommended Action 

The Bureau of Health Planning and Development and the Maine Health Systems 

Agency, Inc. should work with the /1mbulatory Care Coalition, the National Rural 

Primary Care Association, the Maine Hospital Association, the family practice 

centers and other ;interested groups to document financial need and consider 

alternative funding mechanisms. 

The organizations listed above should also work to define minimum services 

needed for the provision of comprehensive primary medical care in an ambulatory 

care center. 

Objective 8.9.2 

To study the appropriateness of the HMO model for _the delivery of primary 
medical care in Maine. 

Rationale 

A health maintenance organization (HMO) is defined as an entity with four 

essential attributes: 

1) An organized system for providing health care in a geographic area, where 

the entity accepts the responsibility to provide or otherwise assure the 

del·ivery of 

2) an agreed upon set of basic and supplemental health maintenance and treat

ment services to 

3) a voluntarily enrolled group of persons, and 

4) :for which services the HMO is reirobursed through a predetermined, fixed, 

periodic prepayment made by or on behalf of each person or family unit 

enrolled in the HMO without regard to the amounts of actual services 

provided. (From the report of the Committee on Interstate and Foreign 
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Commerce on the HMO Act of 1973, P.L. 93-222, in which the term is legally 

defined, section 1301 of the PHS Act. 

Health Maintenance Organizations are often viewed as the most desirable 

alternative to the existing medical care system, including traditional primary 

medical care. "HMO Reimbursement and Regulation" from Altering Medicaid Provider 

Reimbursement Methods cautions that HMO's may not be the solution to providing 

comprehensive health care services that they seem to be. It was pointed out that, 

although empirical investigations have not concluded that HMO's possess all the 

advantages they are assumed to have, the studies do seem to indicate that: 

- HMO's are a less expensive means of providing care than fee-for-service; 

- Hospitalization rates are significantly lower; 

- Consumers probably receive a comparable quality of care (as from fee-

f or-service). 

Beyond these, not many generalizations can be made in comparing HMO and other 

populations, due to the self-selection aspect of HMO clientel~s. 

There are basically two types of HMO's which are distinguishable by the locus 

of administrative control and provider organization. 

The first is a Prepaid Group Practice (PGP) characterized by physicians 

which practice at a common facility and who receive payment on a salary or 

capitation basis. Prepaid Group Practices, especially the larger ones, are owned 

and operated by consumer associations, labor unions, medical schools, etc. 

The physician may have ownership in the plan or may contract with the HMO to 

furnish services. 

The second type of HMO is referred to as a Foundation for Medical Care (FMC). 

This type is usually composed of physicians in private practice who are paid by 

the HMO on a fee-for-service basis. Foundations for medical care are usually 

controlled by county medical associations. The FMC's tend to differ very little 

in terms of cost, utilization and access from fee-for-service medical care. 
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There is one HMO in Maine and several organizations based on various HMO 

concepts. The Rural Health Associates in Farmington is currently the only HMO 

recognized under Maine law and was awarded its Certif'icate of Authority in 

February of 1980, The Rural Health Associates has an independent practice 

foundation. The RHA is currently seeking designation as a federal HMO and has 

been awarded a $50,000 grant to determine the feas1bility of becoming federally 

recognized. 

Blue Cross and Blue Shield of Maine is currently conducting a study to 

determine the feasibility of establish"ing an independent practice association 

network HMO operated as a BC/BS line of business. Blue Cross and Blue Shield 

staff will be making recommendations to its Board in the fall. 

The Greater Portland Health Plan, Inc. has been awarded a federal grant to 

study the feasibility of establishing an HMO in Portland. Conclusions from that 

study should be available by May, 1981. GPHP is a new, not-for-profit corpora

tion whose board is composed of business, labor and health professionals. 

Since 1972, the Penobscot Bay Medical Center (PBMC) has been operating a 

prepaid health care program for 1,400 low income residents from Knox, Lincoln 

and Waldo Counties. Eligibility for other.federal or state health benefit 

programs, such as Medicaid or Medicare precludes eligibility for PBMC's prepaid 

program. 

During 1979, PBMC undertook a feasibility study to determine the potential 

for expanding its prepaid program into the group contract Medicare and Medicaid 

markets. PBMC filed a Certificate of Authority of application with the Superin

tendent of Insurance in July of 1979. 

Primarily due to existing low inpatient utilization in the Rockland hospital 

service area, limited health benefit coverage in the employer market, and small 

service area population, the expansion into other market sectors was found to be 
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infeasible at that time. The PBMC Board of Trustees ruled against HMO expansion 

in August of 1980. PBMC is still exploring the need for licensure of its 

current prepaid program. 

The Washington County Health Plan is a prepaid ambulatory health care prog

ram serving 2,300 low income residents of Washington County. It does not qualify 

as an HMO as it does not cover inpatient services. The WCHP provides services 

at various ambulatory care center sites. Eligibility for any other third-party 

federal or state health program, such as Medicaid or Medicare, precludes eligi

bility for services through the WCHP. 

There are many questions that need to be answered about the appropriateness 

of the HMO model for the provision of primary medical care in Maine. Among 

them are: 

- Can an HMO in Maine provide a comprehensive array of primary medical 

care services at a cost equal to or less than fee-for-service without 

federal or other organizational assistance? 

Could sufficient numbers of Maine families afford the premiums of an 

HMO either privately or share the cost with an employer? 

- Could HM0 1 s in Maine realize a long term goal of alleviating access 

prob·lems in rural areas without isolating providers? 

- Would an HMO provide an appropriate and cost effective alternative for the 

enrollment of Maine 1 s Medicaid population? 

Recommended Action 

The Bureau of Health Planning and Development, the Bureau of Medical 

Services, the Maine Health Systems Agency, Inc., the HMO and HMO type organiza

tions and other interested persons should study the appropriateness of the HMO 

model in Maine in terms of accessibility to providers and consumers; cost of 

services; affordability to consumers and employers; and as an alternative for 

Maine 1 s Medicaid Program. The Bureau of Health Planning and Development should 

assume the responsibility for initiating this action. 
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9. Substance Abuse Services - Introduction 

Substance abuse is defined by the Office of Alcohol and Drug Abuse 

Prevention as the use of a substance (alcohol or other drugs) to a point 

where such use adversely affects the physical, economic, domestic~ occupa

tional, emotional and/or social well-being of an individual. 

LEVELS AND CONSEQUENCES OF ABUSE 

Alcoholism, an illness that ranks third nationally in number of fatali

ties after heart disease and cancer, has come to be recognized as one of our 

most serious health problems. Alcohol is clearly the most abused drug in 

the United States today and its abuse is believed to be increasing each year. 

An estimated 10 million Americans, roughly 7 percent of the adult population, 

suffer from alcohol abuse and alcoholism. A conservative estimate based on 

1980 Census data is that 80,000 persons in Maine have problems with alcohol. 

Of these, an estimated 40,000 are alcoholics. 1 National statistics show that 

Maine ranks 11th in the numbers of alcoholics per 100,000 population age 21 or 

2 over, 

Besides the tragic personal devastation of alcoholism, there are other 

costs to society such as lost production, illness, motor vehicle accidents, 

and crime. The total economic cost of alcohol abuse in the United States was 

determined to be almost $43 billion dollars in 1975. The cost to Maine was 

estimated to be as high as $210 million annually. 3 Other consequences of 

alcohol abuse in Maine are reported on page 49. 

Problems related to the abuse of drugs other than alcohol are not docu

mented as extensively as the consequences of alcohol abuse; however, there is 

increasing concern about the abuse of other drugs in the United States. 

The second most frequently used drug in the United States is marijuana 

according to the sixth National Survey on Drug Abuse (1979). One out of three 
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of the young adults {age 18-25), one out of six of the youth {age 12-17) and 

one out of sixteen of the older adults {age 26+) had used marijuana in the 

th . t b . ' t ' d 4 mon prior o e1ng 1n erv1ewe . Excluding alcohol, marijuana was identified 

as the primary drug of abuse for a higher proportion of clients admitted to 

treatment programs in Maine in 1979 than for any other single drug (32%). 5 

Probably the most seri-0us effect of marijuana is its potential to impair 

the process of growing up. If young people use marijuana as an escape from the 

feelings of anxiety and insecurity which necessarily accompany adolescence, they 

are less likely to resolve the issues surrounding their transformation from 

children to adults. 

Abuse of hallucinogens accounts for the second highest proportion of drug 

treatment admissions in Maine (14%) followed by tranquilizers (13%) and 

.. amphetamines (12%). 6 

An estimate of the number of.drug abusers in Maine and the level of abuse 

are reported on page 4~. 

MAINE'S RESPONSE TO THE PROBLEMS OF SUBSTANCE ABUSE 

Programs developed to address the problems of substance abuse in Maine are 

organized around three categories: prevention, intervention, and treatment. 

Programs within these three categories focus on both drug and alcohol abuse. 

PREVENTION 

The Governor's Committe on Alcohol and Drug Abuse Prevention (1980) defined 

prevention as "those activities, including education and information, which 

help people make responsible decisions about the use or non-use of drugs, includ~ 

ing alcohol, before they may begin a cycle of abuse. 117 Consequently, emphasis 

has been placed on developing prevention programs for use in community settings. 
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Schools 

There are several organizations and agencies which are involved in 

substance abuse education in schools. For example, the Unit for Alcohol and 

Drug Education of the Maine Department of Education and Cultural Services 

(MDECS) is an organizational unit within State government whose mission is 

to serve the public schools of Maine in alcohol and drug abuse prevention 

efforts. The philosophy of the Unit is that 11 the most effective program is 

one that is operational within the school system, that is long-term, and not 

based solely on the use of outside expertise.'' The goal of the Unit's programs 

is to create a core team of school and community persons who will know how 

to best encourage prevention efforts. 

Workplaces 

In Maine, the cost of alcohol and drug abuse problems to industry, in 

terms of lost production,is estimated to be $60 million per year. 8 Prevention 

activities include efforts to change attitudes about drinking through educa

tional flyers placed in paychecks, for example. Cooperative efforts to promote 

health through risk reduction programs at worksites are being made. 

Communities 

The Office of Alcohol and Drug Abuse Prevention in the Department of Human 

Services also engages in prevention activities. A prevention coordinator is 

part of OADAP 1 s staff; the office provides general information on alcohol and 

drugs and leadership to community organizations in developing prevention 

programs. OADAP is funding four community-based prevention projects, five 

youth alternative projects and a YWCA school-based prevention project. 

The state-wide Clearinghouse on Alcohol and Drug Abuse in the Bureau of 

Health was established to work with regional alcohol and drug councils in 

responding to requests from organizations and the general public. Voluntary 
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organizations have been active in such prevention efforts as community educa

tion, through discussions at hospitals and service clubs throughout the State. 

The Regional Councils on Alcohol and Drug Abuse and the National Council on 

Alcoholism/Maine also contribute to these substance abuse prevention efforts 

through organizing family-oriented workshops. 

The outreach components of existing substance abuse treatment programs are 

a vital part of the effort to raise community awareness about the availability 

of treatment services in the community. 

INTERVENTION 

This area of service brings persons who already have some level of substance 

abuse problem into treatment. Generally such services identify the substance 

abuse problem; treatment may be required as a condition of continued employment, 

restoration of driver's license, or reduction of a criminal sentence. Such 

programs usually bring an individual into treatment before he/she would other

wise have sought treatment thus markedly reducing the number of problems to 

which the person and those around him/her are subjected. Earlier treatment 

has the additional benefit of improving the chances for successful outcome. 

Examples of these services are: 

Employee Assistance Pt6gtams. These programs are designed to identify 
problems the employee may be having that affect work performance. 
They may be substance abuse or other physical or emotional problems. 
OADAP employs an occupational program consultant who provides support 
to businesses, the Regional Councils, and intervention service providers 
in developing Employee Assistance Programs. 

The Driver Education Evaluation Program (DEEP). Also run by OADAP, DEEP 
is an intervention program designed to reduce Operating Under the 
Influence behavior. The program contains two major elements: education 
or information which may encourage individuals to make safe decisions 
and a preliminary evaluation which may lead to referral to a substance 
abuse treatment facility. 
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TREATMENT 

The philosophy and developmental guidelines for OADAP-funded substance 

abuse treatment programs are outlined in the Client Oriented Treatment 

System (COTS) plan. Although COTS is not specifically mentioned in the Goals 

and Objectives section, references to a comprehensive, integrated management 

system are made. This is the COTS. The framework for COTS was developed 

with extensive field involvement, and is based on the following major premises: 

, Substance abuse is a treatable illness. 
• Substance abusers and their families deserve first quality treatment. 
i Treatment should occur within an integrated treatment system. 

The Client Oriented Treatment System (COTS) plan utilizes the resources 

of the existing treatment system, but expands the system and integrates all 

components to create a logical, coordinated system of care which is designed 

to meet the needs of each client. Drug and alcohol abusers are treated in 

the same programs in Maine. 

The COTS components are currently in operation state-wide but all regions 

do not have all service components in place. Figure 19, page 82, shows the 

geographical distribution of residential and outpatient programs. A table listing 

programs by county and principal COTS will be inserted when it becomes a.vailab_le. 

Table 34, page 87 reports the number of clients admitted to each COTS component 

:in 1981. A description of each component follows: 

Shelter 

Shelters provide basic, non-medical, life-maintaining services for a 
limited period; motivate and encourage their users to obtain treatment; and 
provide bed space on a short-term basis for clients in need of residential 
services for whom no bed is immedi~tely available. Shelters save lives; 
they provide an important point of first contact for a certain segment of 
the substance abuser population, and they are an important resource for law 
enforcement officers who seek a safe place to bring an intoxicated person. 

Detoxification 

Detoxification services are designed to assist substance abusers who are 
in the process of withdrawing from alcohol or drugs. Withdrawal from drugs 
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can cause severe physical reactions in some people; in these cases hospital 
detoxification services are essential. 

Detoxification services are only the first step in the substance abuse 
rehabilitation process. Further treatment is essential to prevent the client 
from once again abusing substances and again requiring detoxification. The 
withdrawal period is a crucial time which presents a significant opportunity 
to motivate a client for further treatment. During withdrawal, the client 
is in acute distress and it is hard for him to deny that the distress is 
directly linked to substance abuse. Offers of treatment to prevent such 
distress in the future are often well received. Thus, a well-organized 
detoxification program should include means to motivate clients to accept 
further treatment. 

Outpatient Rehabilitation 

Outpatient services are defined as services delivered to persons who do 
not reside on the premises of the program delivering the services. These 
services may range from advocacy through counseling to transportation. The 
services should be available on both a scheduled and nonscheduled basis. 

The core of the outpatient component is the delivery of counseling services. 
This may be done on a group or individual basis. This counseling may be 
designed to help an individual cope with an immediate crisis, or to provide 
the client's needs. Outpatient counselors should also be prepared to involve 
the substance abuser's family in treatment. Even if the abuser cannot be 
brought into treatment, outpatient counseling can still provide much needed 
help to the family members. Treating family members is a crucial part of the 
spectrum of outpatient services. 

Residential Rehabilitation 

Substance abuse treatment services are provided in a full (24-hour) or 
partial (less than 24-hour) residential setting. Services provided may include, 
but are not limited to: education about the effects of substance abuse, and 
group and individual counseling. Residential rehabilitation can occur in 
either a hospital setting or in a free-standing program. 

The residential rehabilitation component is designed to provide intensive 
treatment to develop the client's awareness of his problem, his own self, and 
to give him the basic tools for coping with his problems. The treatment 
offered is substantially the same as that offered in outpatient counseling. 
However, residential rehabilitation is more appropriate for certain clients. 
First, it is more intensive and concentrated. Second, the residential setting 
provides a healthful environment. Many substance abusers live in situations 
which have become intolerable. They receive no support from, and in fact may 
be harmed by, the situations and persons around them. In these cases, out
patient counseling is likely to prove ineffective. 

Halfway Houses 

Halfway houses are intended to provide a semi-structured, supportive, 
residential environment to assist clients whose life styles have been centered 
around institutional living or substance abuse in acquiring the skills to 
reintegrate themselves into the community. 
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Extended Ca re 

This component provides a long-term, supportive environment for final 
stage substance abusers. Participation in the program requires sustained 
abstinence and allows the client to receive a variety of basic support 
services. 

FOOTNOTES 

l. Age-specific rates of alcohol abuse were applied to Maine's 1980 
Census data. The rates were obtained from: Parker Marden, 11 A 
Procedure for Estimating the Potential Clientele of Alcoholism 
Service Programs." National Institute on Alcohol Abuse and 
Alcoholism, 1974, p. 24. 

2. H.J. Malin, N.E. Munch and L.D. Archer, 11 A National Surveillance 
System for Alcoholism and Alcohol Abuse, 11 32nd International 
Congress on Alcoholism and Drug Dependence, 1978, p. 6. 

3. State of Maine, Department of Human Services, Office of Alcoholism 
and Drug Abuse Prevention. The Maine State Plan for Alcohol and 
Drug Abuse Services for FY 1 79/80, p. 13. 

4. USDHHS, PHS, ADAMHA, National Institute on Drug Abuse. Sixth 
National Survey on Drug Abuse: Main Findings, 1979, p. 53. 

5. USDHHS, PHS, ADAMHA, National Institute on Drug Abuse. Statistical 
Series: State Statistics, 1979, p. 145. 

6. Ibid. 

7. Governor's Citizen Advisory Committee on Alcohol and Drug Abuse 
Prevention, Alcohol & Drug Abuse Prevention Plan for Maine, A 
Citizens Report, October, 1980, p. 2. 

8. The Maine State Plan for Alcohol and Drug Abuse Services for FY 1 79/80, 
op.cit. 
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GOAL 9 .1 

IMPROVE THE PLANNING AND EVAULATION CAPABILITIES SURROUNDING SUBSTANCE 
ABUSE. , 

Rationale 

Much of the data, such as cost analyses, public opinion surveys, evaluation 

studies, and incidence and prevalence studies, needed to do meaningful planning 

either does not exist, is being collected as a low funding priority, or is built 

upon national studies. These data are necessary in order to improve service 

delivery, establish priorities, allocate existing resources, and develop new 

resources. 

Objective 9.1.l 

Develop a baseline of data for substance abuse planning during FY '83. 

Recommended Action 

The Department of Human Services, Office of Alcoholism and Drug Abuse 

Prevention,should initiate a joint project to assess the availability of useful 

data from existing sources; improve the management information system for 

substance abuse; and, develop special studies where existing data are not avail

able. This project should be done in conjunction with the Bureau of Health 

Planning and Development, and the Departments of Educational and Cultural 

Services, Corrections, and Mental Health and Mental Retardation. 

Resources Required 

Much of the information system improvements and assessment of existing 

data can be done with internal budget reallocations, and existing personnel 

when vacant positions are filled. Special studies will have to be contracted 

to outside firms having appropriate expertise available to them. The estimated 

cost of this objective is approximately $200,opo. 

-311-



Current Status 

Paperwork to fill the required vacancies is being processed through the 

Department of Personnel, A specific appropriation request will be made during 

the next regular legislative session to cover additional costs of implementation. 

Negotiations among the departments having an interest in substance abuse 

are ongoing. 

Objective 9.1 .2 

Develop a program evaluation system in FY '84 that will help improve the 
quality of treatment. 

Recommended Action 

The Department of Human Services,Office of Alcoholism and Drug Abuse 

Prevention, should design an evaluation protocol which includes objective and 

subjective measures of program effectiveness. Both quantitative and qualitative 

criteria should be developed. Consultation should be sought from the substance 

abuse regional councils and the Maine Association of Substance Abuse Programs 

to assure broadbased acceptance of the evaluation process. 

Resources Required 

The financial and manpower resources necessary to meet this objective are 

available, but pending action to fill vacancies by the Department of Personnel. 

Current Status 

Implementation is scheduled for Fiscal Year 1984. 

GOAL 9.2 

ENSURE THE AVAILABILITY OF A SUFFICIENT POOL OF PERSONNEL TO DELIVER 
SUBSTANCE ABUSE SERVICES. 

Rationale 

Although a substantial amount of training is available to counselors in 

substance abuse agencies, more training needs to be available to other health 

care providers, social service workers, and people interested in prevention. 

Health care and social service workers are in a good position to recognize 

alcohol and drug abuse problems in those people whom they serve. Training will 
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help these workers identify problems, and make referrals to substance abuse 

specific service, thereby intervening in the disease process earlier when a 

better chance of successful treatment exists. 

Prevention efforts are becoming more popular and acceptable at the local 

level. Local citizens, generally untrained in substance abuse, recognize a 

need to confront problems related to substance abuse before addictions requiring 

treatment develop. Workable methods for delivery of prevention services should 

be made available to local interested citizens. 

Objective 9.2.l 

Continue to maintain training delivery for treatment, prevention, and 
support services. 

Recommended Action 

The Office of Alcoholism and Drug Abuse Prevention should increase the 

emphasis upon training in the prevention area. More training sessions illustrat

ing tested methods of prevention service delivery should be offered to provide 

local level expertise in prevention. The annual prevention conference should 

reflect the need for community-based knowledge and skill in developing and 

implementing prevention projects. 

Since many of the local volunteers wishing to engage in prevention have an 

interest in school-aged youth, the Department of Educational and Cultural Services, 

the National Council on Alcoholism in Maine, and the Regional Substance Abuse 

Councils should continue increasing their support to these people. The Department 

of Human Services,Office of Alcoholism and Drug Abuse Prevention,should make 

prevention resource people available, through contract, in each region. These 

local resource people should coordinate their activity closely with the previously 

mentioned agencies as well as local treatment agencies. This local prevention 

resource should stimulate prevention projects by, and provide training to, local 

citizens. 
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Since health care and social service providers come in contact with early 

stage substance abusers, the Office of Alcoholism and Drug Abuse Prevent1on 

should make intervention training available to them. Although OADAP should 

be a catalyst and provide seed money for training, health care and social service 

providers should begin to absorb the cost of substance abuse training as a usual 

cost of doing business. 

The Office of Alcoholism and Drug Abuse Prevention should continue providing 

training sessions which build the skills of substance abuse treatment personnel. 

Training relating to substance abuse counselor registration is particularly 

important. 

Resources Required 

Additional funding will be necessary to expand training in the prevention 

area. Much of the $300,000 from the Premiu~ Law going to the Department of 

Educational and Cultural Services is being directed toward training local school 

teams to address prevention issues. The Office of Alcoholism and Drug Abuse 

Prevention has requested an additional $150,000 from the Premium Law to fund 

locally-based prevention resources. 

Current Status 

Plans for prevention, health care, and social service workers have been 

made. The Office of Alcoholism and Drug Abuse Prevention has developed more 

prevention training modules to be offered during the coming year. Both OADAP 

and the Department of Educational and Cultural Services have requested resources 

to meet this objective from the Premium Law. 

The Office of Alcoholism and Drug Abuse Prevention, taking a leadership 

role, is encouraging the Regional Councils and the National Council on Alcoholism 

in Maine, through its contractual relationship, to stimulate volunteer training 

in the prevention area. 
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The annual prevention conference is designed to be a major training event 

and will focus on the regional councils as local resources. NCA/ME continues 

its involvement in sponsoring and developing the conference. 

With the advent of hospital-based residential rehabilitation programs, the 

medical community is increasing its training in the substance abuse area. For 

example, the College of Osteopathic Medicine has a substance abuse component in 

its curriculum and rotates students through local substance abuse treatment 

agencies for training. Eastern Maine Medical Center has a Family Practice rota

tion through the Alcohol Institute. 

GOAL 9.3 

TO HELP PEOPLE MAKE RESPONSIBLE DECISIONS ABOUT THE USE OR NON-USE OF 
DRUGS, INCLUDING ALCOHOL, BEFORE THEY MAY BEGIN A CY~LE OF ABUSE. 

Rationale 

A growing public and official concern exists over alcohol_ and drug abuse. 

Concern ranges from substance abuse in the school-aged population through special 

groups like the elderly to the fetal alcohol syndrome and drunk driving. Alcohol 

and drug abuse is epidemic and directly or indirectly affects all of us. The 

prevention movement has grown out of a desire to reduce the negative consequence 

of substance abuse on individuals, on those around them, and on society in general. 

Official concern over substance abuse problems is most recently illustrated 

by the Governor's proposal, passed by the Legislature to strengthen the Operating 

Under the Influence laws. The Legislature also exhibited its concern by passing 

the Premium Law to fund prevention, education, treatment, and research. The 

Legislature gave special emphasis to prevention in the Premium Law by setting 

aside a portion of the revenue raised by the law specifically for prevention. 

At the local level, service organizations and local parents groups are 

investigating ways of stimulating awareness of, and reactions to, substance 

abuse. 
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Objective 9.3.l 

Conduct or stimulate a continuous comprehensive prevention program at the 
state-wide, regional, and local level. 

Recommended Action 

This is a very broad objective requiring the coordinated effort of several 

agencies. The Departments of Correction, Education, Mental Health, and Human 

Services are mandated by the Premium Law to cooperate and are doing so through 

the Premium Law planning effort. The Office of Alcoholism and Drug Abuse 

Prevention is coordinating work of regional councils and NCA/ME through contrac

tual agreements. This cooperation and coordination of prevention activity should 

continue. 

The Department of Educational and Cultural Services supports school-based 

teams which are widely representative of local communities and which direct 

their effort toward prevention activity. These teams address a wide range of 

topics and choose specific prevention projects with the consultation and assist

ance of Department of Educational and Cultural Services personnel. These efforts 

should be expanded to reach more local schools and to provide support for teams 

already in existence. 

Regional councils are expanding their roles in prevention by stimulating 

local citizen activity, acting as a source of factual information, training local 

groups, organizing parent groups, and participating in the annual prevention 

conference. These activities should be expanded. The Department of Human 

Services,Office of Alcoholism and Drug Abuse Prevention,should contract for 

increased prevention support services on a regional basis. 

Local ~roups coming together either through the schools or in the community 

should be encouraged to focus their energy on specific target populations such 

as the elderly, youth, and women. Their specific prevention projects should also 

relate to any state-wide emphasis being offered through media campaigns. 
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The National Council on Alcoholism in Maine is addressing state-wide 

concerns through a number of Commissions. The Commissions are groups of people 

having a particular interest such as medicine and women's treatment. They are 

able to influence activity at a policy-making level and have been effective in 

several areas. NCA/ME should continue to address policy questions, and should 

expand its interest in prevention. 

The annual prevention conference should be continued. The focus of the 

conference should be specific prevention projects conducted at the local level. 

As a state-wide effort, the conference affords the opportunity to coordinate 

local level work, gaih new skill and insight into prevention strategies, and 

learn how to take advantage of state-wide, more general, prevention activities. 

The conference should emphasize local decision-making about the type of prevention 

activity to be developed and the specific target population of that activity. 

The Department of Human Services,Office of Alcoholism and Drug Abuse 

Prevention, should continue its state level activity. OADAP piloted a substance 

abuse clearinghouse through the Bureau of Health in the Department of Human 

Services. The clearinghouse should receive a high priority for continuation. 

Its activity should be closely linked to local groups in order to provide support 

to them. 

OADAP should follow through on its plans to fund a professionally developed 

media campaign. Close attention should be given to making the media materials 

compatible with the needs local groups have for support of their prevention 

efforts. Consideration should also be given to buying media time and not relying 

solely upon public service donated time. 

Further efforts by the Department of Mental Health and Mental Retardation 

in Fetal Alcohol Syndrome should be considered. Physician awareness should be 

one part of the effort, with some attention paid to public awareness and under

standing of FAS etiology and prevention. 
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In conducting any prevention project, close attention should be paid to the 

role treatment agencies play. Prevention raises awareness of alcohol and drug 

abuse and leads to referrals for treatment, although that is not the primary 

purpose. In addition, much of the outreach activity done by treatment agencies 

is closely related to prevention. Treatment should continue outreach and work 

closely with groups doing prevention. 

Resources Required 

This objective will require a major investment of resources, especially in 

terms of volunteer time. Local citizens are prepared to invest the necessary 

time and energy. Many of the local prevention efforts involve schools, businesses, 

university departments, health and social service agencies and public service 

organizations. Although the amount of money and the value of the time invested 

cannot be calculated, it is substantial. 

Direct funding for this objective will total approximately $500,000, has been 

requested through the Premium Law and substance abuse block grant~ and is being 

coordinated through the participating departments of state government. 

Current Status 

Plans have been adopted and submitted to the Legislature for approval of 

expanded services through the Department of Educational and Cultural services. 

New funding through the Premium Law has been requested for regionally-based 

prevention resources. These two efforts will increase the amount of local activity 

in prevention. 

A Fetal Alcohol Syndrome proposal has been proposed by the Department of 

Mental Health and Mental Retardation. The second prevention conference is 

scheduled for later in the year. Requests for Proposals will be let out this 

year for a professional media campaign. The clearinghouse has been budgeted 

for continuation. These four efforts will provide substantial state level 

prevention activity. 
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Objective 9.3.2 

Increase public awareness of the consequences of drinking and driving to 
reduce the incidence of substance abuse related to motor vehicle accidents. 

Recommended Action 

Several agencies have a responsibility for highway safety as it relates to 

drinking and driving. The Department of Transportation, Secretary of State, Public 

Safety, Driver Education and Evaluation Program, and the Maine Highway Safety 

Committee should pool their resources in order to provide for a coordinated effort, 

and more efficient and effective use of resources directed toward developing 

better promotional campaigns, and increasing media coverage of those promotional 

efforts. The Department of Human Services, Driver Education and Evaluation 

Program, should play a leadership role in developing the prevention potential of 

this objective. 

As a social concern, drunk driving is an appropriate focus for prevention. 

The policy level intervention through revised and strengthened OUI laws should 

be monitored and evaluated with an eye toward future improvements. Stepped-up 

enforcement has increased OUI arrests and awareness of the law has had the 

salutory effect of increasing programs such as law enforcement agencies providing 

transportation for partygoers during the Christmas and New Year holidays. 

Local community prevention efforts directed toward drinking and driving 

are a logical extension of public concern and should be encouraged through local 

prevention groups. 

Resources Required 

Costs of this objective can be borne by existing allocations to various 

agencies concerned with highway safety and through the Premium Law fund. Sixty 

thousand dollars has been requested and received from the Premium Law to evaluate 

the impact of the new OUI law. Additional money has been requested to support 

local prevention efforts, many of which are directed toward drinking and driving. 
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Current Status 

The Governor's Advisory Council 1 s media committee met several times during 

the summer to coordinate special media messages for prevention of drunk driving. 

Letters were sent to all agencies involved with the problem. The Committee also 

prepared radio spots which were distributed by the Commissioner of Human Services. 

The Governor's office launched an informational campaign on the new OUI 

law which has received national attention. All forms of media have actively 

promoted the new law. The Governor 1 s office also coordinated the development 

of a brochure describing the law. This brochure has received wide distribution 

and can be found in schools, restaurants 9 various businesses~ and most State 

agencies. 

The Department of Educational and Cultural Services is also active in develop

ing local activities related to highway safety under a grant from the Bureau of 

Public Safety. 

GOAL 9.4 

TO PROMOTE THE EARLY DETECTION OF, AND JNTERVENTION IN~ SUBSTANCE ABUSE 
PROBLEMS. 

Rationale 

Early intervention and prevention are closely related concepts. Training 

strategies outlined in Goal 9.2 and Objective 9.3.2 relate equally as well to 

prevention and early intervention. The Dr1ver Education Evaluation Program which 

serves to provide education to people convicted of OUI offenses and identify, 

substance abusers at an early stage is under the prevention goal. An QUI strategy 

could as well be considered an early intervention strategy. Intervention and 

prevention are also based upon the same argument of stopping abusive use before 

an individual's problems develop and become uncontrollable. 

Prevention is on one end of a continuum; treatment is on the other end of 

the continuum; and intervention rests in the middle with both prevention and 
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treatment aspects to it. On one hand, intervention strategies such as OUI 

efforts and training health care providers have a prevention aspect. 

Generally, these acti~ities also raise the awareness and anderstandtng of 

substance abuse. Awareness and understanding - education and training generally -

are accepted prevention strategies. On the other hand, these same activities 

serve to promote the identification and referral of problem substance abusers, 

a definite treatment orientation. 

It follows from the notion of a continuum of prevention to intervention to 

treatment that Goals 9.2 and 9.3 be considered intervention strategies, although 

the focus of their direction is under prevention and training. The complexion 

of those objectives will be colored by their impact on intervention and referral 

to treatment. 

Employee Assistance Programs (EAP), directed toward employees, place 

emphasis upon supervisors to identify job performance problems, to refer an 

employee for assistance in identifying the underlying problem creating poor 

performance, and to obtain appropriate assistance to address the underlying 

problem. The large number of employed people and the proven success of EAPs 

argue for increasing the effort to promote the program with labor, business~ and 

industry. Because EAPs are conceptually well developed, are relatively self 

contained, and are directed toward a specific population, they should be 

considered a major intervention strategy. 

Objective 9.4.l 

To improve the capacity of employers to identify employee problems and 
provide suitable treatment through employee assistanc8 programs. 

Recommended Action 

The Department of Human Services, Office of Alcoholism and Drug Abuse 

Prevention,should shift its role from providing consultation directly to 

business and industry for developing employee assistance programs. OADAP dries 

not have the manpower to continue that role. With many treatment agencies, some 
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voluntary organizations, and at least one insurance company working in the EAP 

area, OADAP should provide leadership and direction in this area. OADAP should 

also generally promote the concept using the media. 

The Occupational Program Consultants Association of Maine (OPCAM) should 

serve as a focal point for local agencies both inside and outside the substance 

abuse field to coordinate and to develop local efforts to implement employee 

assistance programs. OADAP should exercise a leadership role within OPCAM and 

should provide a screening and evaluation service to the business community. 

Screening and evaluation should be done through a brokering type function 

where business can contact a single place and receive a referral to local 

resources for program development. OADAP should follow up on referrals to 

discover whether or not the business is satisfied with the service it received 

at the local level. Eventually, OADAP should be ab1e to identify proven 

resources and provide technical assistance where it is required. 

Resources Required 

Part of this objective can be met with current resources: OADAPs occupa

tional program consultant and members of OPCAM. A request for approximately 

$150,000 in Premium Law funds to develop regional resources will be made in fY 1 84. 

Current Status 

Training sessions with local area labor councils have been conducted as 

part of a strategy to promote e~ployee assistance programs. An ongoing consulta

tive relationship has been established with the Occupational Program Consultants 

Association. Plans for a media campaign to promote employee assistance programs 

are being made. 

GOAL 9.5 

ASSURE THE AVAILABILITY AND ACCESSIBILITY OF TREATMENT SERVICES FOR 
SUBSTANCE ABUSERS. ' 
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Rationale 

This goal relates to the concept of a continuum of care. The Department of 

Human Services, Office of Alcoholism and Drug Abuse Prevention, has developed a 

well-defined continuum of care which focuses upon the individual experiencing 

problems with alcohol or drugs from the early stage user to the final stage 

alcoholic or addict. The primary components of care in the treatment continuum 

exist in Maine. Underserved rural areas do not necessarily have appropriate 

services available to them. Some services, such as extended care for the final 

stage individual, may not be adequate to meet the needs of the numbers of people 

who could use these services. 

Some people, by virtue of their age, sex, ethnic background, physical or 

mental condition, or financial status, confront barriers to the receipt of the 

services they need. Services must be designed to offer easier access for these 

people and provide adequate sensitivity to their particular problems. Attention 

must also be paid to the treatment needs of people in state correctional institu

tions, clients of the Division of Probation and Parole, and people in state mental 

health institutions. People in these institutions require access to service as 

we 11 . 

Objective 9.5.l 

Investigate and take appropriate action on the barriers which may exist 
to treatment. 

Recommended Action 

The Department of Human Services Office of Alcoholism and Drug Abuse 

Prevention should determine whether gaps in service exist, whether the amount 

of service available is sufficient for the number needing it, and whether the 

design of service fits its defined continuum of care based upon the need of the 

people using the service. Although OADAP should address all components of care, 

it should pay particular attention to outpatient, residential rehabilitation, 

halfway house, and extended care. 
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The current geographic distribution of outpatient services may be inequit

able. Some areas appear to lack outpatient resources while the other areas 

appear to have a larger number of counselors compared to the size of the popula

tion. Several areas of the State lack any capability for serving youth on an 

outpatient basis. OADAP should address general outpatient capacity in under

served geographic areas and outpatient capacity for youth in underserved areas. 

An emphasis should also be placed upon outreach activities of outpatient 

services. Traditionally, outreach activities, whose purpose is to approach 

specific groups and populations in order to provide access to treatment services, 

have been accorded secondary status. OADAP should explore changing that status 

to recognize the value of those activities which provide a logical connection 

between prevention and treatment services. 

OADAP should encourage outpatient service providers to tailor their programs 

to be sensitive to women clients. That tailoring should include outreach, 

changes in program structure, completion of specific staff training programs and 

other measures designed by the agency. 

Residential treatment programs are designed to provide intensive therapeutic 

services on a 24-hour a day residential setting. An accepted goal has been the 

establishment of hospital based residential rehabilitation programs in each of 

OADAP's five planning regions. The availability of hospital based programs is 

important for t\<Jo reasons. Hospitals qualify for thi r~-party payments thus reduc

ing the participant's financial burden. Substance abuse continues to carry a 

stigma in this society; for many people, going to a hospital that provides a wide 

spectrum of health services is more acceptable than entering a free-standing 

substance abuse treatment program. Now that the Department of Human Services has 

approved the certificates of need for residential rehabilitation in southern 

Maine, OADAP should consider providing start-up costs through an implementation 

grant. 
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In addition to encouraging program establishment, OADAP should address 

the availability of existing residential service to people who cannot afford to 

pay. Consideration should be given to providing funds to existing programs for 

people without the resources to pay. In cooperation with these existing programs, 

OADAP should investigate mechanisms other than direct grants to provide funds for 

the treatment of people without resources. These mechanisms should include 

employee benefit plans as well as Medicare and Medicaid. 

In the past, considerations of client need and treatment system development 

have raised questions about the types of services delivered in halfway houses. 

Concern centers on the possible overlap between residential rehabilitation 

services and halfway house services, and on the efforts made to encourage 

clients' independence and to increase their reliance upon outside services. 

OADAP should address this concern and also determine whether further halfway 

house capability needs to be developed. 

Extended care provides a long-term, supportive environment for final stage 

substance abusers. OADAP should evaluate the effectiveness of the single existing 

extended care facility as part of a study to determine the need for additional 

extended care capacity. 

The Departments of Corrections and Mental Health should continue to examine 

the substance abuse needs of the clients for whom they are responsible. Special 

attention should be paid to using existing substance abuse treatment capacity. 

This may require expansion of that capacity. 

Resources Required 

Approximately $370,000 will be needed to address the establishment of 

residential rehabilitation service in southern Maine, increased outpatient 

capability for youth, and residential treatment service for people who cannot 

afford to pay. Depending upon the results of the studies mentioned in the 

recommended action section, additional resources may be necessary. It is antici

pated that the Premium Law will provide the revenue. 
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Current Status 

The Departments of Mental Health. Corrections, and Human Services are 

committed to addressing barriers which exist to treatment. The Department of 

Human Services, Office of Alcoholism and Drug Abuse Prevention,has taken action 

to review and modify the program in one halfway house. The Requests for Proposals 

in the OADAP grant process will reflect the direction described above. 

Objective 9.5.2 

Increase accessibility of services by initiating a project to unify the 

regional administration of substance abuse treatment services. 

Recommended Action 

The Department of Human Services, Office of Alcoholism and Drug Abuse 

Prevention should initiate a three year pilot project to develop an administrative 

mechanism for assessing individual client needs for substance abuse services and 

coordinating the delivery of those services within one region. 

At the present time, clients may be successi~ely referred to a variety of 

treatment programs, each run by a different agency before completing all the 

components of care required for their problem. In such a system, the possibilities 

of the client leaving treatment before completion, being referred to an inappro

priate component of care, or repeating parts of the same treatment regimen are 

increased. By implementing a case management approach to service delivery, it 

is anticipated that these problems can be reduced, if not eliminated. 

The project will be evaluated at the end of each year to see if the antici

pated benefits are occurring and to modify the process if necessary. 

Resources Required 

No additional regional funding is required since this objective calls for 

a reorganization of, not an increase in, administrative functions. The evaluation 

of the project will be carried out through OADAP's regular grant monitoring 

process. 
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Current Status 

A Request for Proposals for implementing a unified regional administration 

of substance abuse services has been issued. Initiation of the project will be 

July l, 1982. A plan for the allocation of FY '83 Premium Law funds which 

includes a recommendation for coordinating programs and services through regional 

administration has been submitted to the legislature for approval. 
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lOo Mental Health Services - Introduction 

Definition 

Mental health is defined, by the American Psychiatric Association, as 11 a 

state of being, relative rather than absolute. The best indices of mental 

health are simultaneous success at working, loving and creating with the 

capacity for mature and flexible resolution of conflicts between instincts, 

conscience, important people and realityo" 

In a statistical sense, mental disorders are among seventeen major cate

gories of health disorders included in the International Classification of 

Diseases (ICD-9)0 These include the psychoses, disorders of learning, develop

ment, thought and feeling as well as the diseases of the nervous system and 

sense organs, several organic disorders which are considered to be mental 

health problems, substance abuse, and mental retardationo In addition, there 

are a large number of painful transient emotional upheavals in individuals' 

lives that, while causing social disruptions and presenting a need for mental 

health services, do not justify a formal diagnosiso 

Mental illness "treatment" includes patient testing and evaulation, diag

nosis~ drug therapy 9 individual and group psychotherapies, individual, group 

and family counseling and treatment for specific mental disorderso 

Levels and Consequences of Mental Disorders in Maine 

From a practical standpoint, it is impossible to document the true 

prevalence of mental healt~h disorders in Maine. One obstacle is that the 

severity of mental disorders ranges from mild, short-term conditions to those 

which may be totally and permanently disabling" A complete assessment of these 

problems would require extensive evaluations of at least a significant sample 

of the entire State's populationo To date, this type of prevalence study has 

not been conducted in Maine primarily due to the tremendous costs involved in 
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such a study as well as the technical difficultie~ associated with conducting 

such a large scale evaluationo Therefore, the most common basis for estimat-

ing the prevalence of mental disorders in Maine is through use of various 

percentages or formulas which have been developed by national studies or research 

in other areas of the countryo 

Applying two commonly utilized national prevalence estimates to Maine's 

population of 1,116,500, between 111,650 and 167,475 Maine residents may have 

problems to an extent which warrants treatmento These two commonly utilized 

studies are the Baltimore Prevalence Study which found that 10% of a population 

are experiencing mental or emotional problems to an extent that mental health 

services are necessary and the President 1 s Commission on Mental Health Report, 

of 1978, which estimated that 15% of the population had significant mental 

disorderso 

The Maine Community Support Systems project, which has been identifying the 

population with chronic illness and their needs, estimates that there are 5,000 

chronically mentally ill adults in Maine with long-term repeated episodes of 

hospitalization and emergency careo 

When acute and chronic mental illnesses disrupt an individual's ability to 

cope with his environment or to productively relate to his family, there are 

significant social and economic consequenceso In 1976, the National Institute 

of Health (NIH) estimated that, in 1974, the national cost of mental illness 

approximated $36 billion, including $19 billion in lost time and productivity 

and $14 billion in treatment costso If Maine experienced comparable losses, $95 

million would be lost in time and productivity while $70 million would be spent 

on treatmentu 

The NIH also estimated that the costs of unemployment compensation and 

disability payments attributed to mental health problems were $20 billiono 
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In 1982e the Maine Department of Mental Health and Mental Retardation 

(DMH&MR) identified about $57 million in resources that were attributable 

to mental health care in Maine. 

Maine's Response to Mental Disorders 

THE MISSION OF MAINE'S MENTAL HEALTH CARE SYSTEM IS TO REDUCE THE PREVA

LENCE9 INCIDENCE, AND LEVEL OF DISTRESS WHICH IS ATTRIBUTABLE TO MENTAL ILLNESS 

AND DISABILITY AMONG THE CITIZENS OF MAINE. IN ORDER TO FULFILL THIS MISSION, 

A COMPREHENSIVE ARRAY OF EFFECTIVE MENTAL HEALTH SERVICES THAT ARE AVAILABLE» 

AFFORDABLE, ACCESSIBLE, AND VISIBLE MUST EXIST. 

The provision of care and treatment for mental disorders and the promotion 

of mental health are conceptua·11y organized into a system of natural, supportive 

and protective services settings. Such a system encompasses recognized formal 

and informal treatment providers and is based upon a recognized continuum in 

the nature and severity of distress or disruption attributable to mental health 

problems. As reflected by the setting labels, the system includes preventive 

or promotional goals and activities in the natural environment of places such as 

homes, schools, churches and community organizations, supportive goals and activi

ties associated with outpatient counseling and similar services as well as pro

tective care and treatment of hospital settings. 

Any person who seeks assistance through this mental health care system 

should be viewed as a unique individual with special treatment needs. 

The Department of Mental Health and Mental Retardation is the designated 

State mental health authority in Maine, and thus has they key role in providing, 

funding and assisting in coordinating the array of mental health services exist

ing in Maine. As such, it has organized a process for the development and 

implementation of a five-year·state Mental Health Plan. This presents a historical 
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and statutory overview of mental health care in Maine and presents principles 

which are used as the foundation for administering and operating the mental 

health service network. Current services, resources and priorities are describedo 

This section of the State Health Plan for Maine contains key elements of, and in 

many ways parallels, the State Mental Health Plano 

The State Mental Health Plan includes definitions for a continuum of programs 

which are funded by or through the Departmento Some of these programs are also 

offered in the community by private and informal providerso These seven basic 

programs are: consultation, education and training, outpatient, emergency, 

community support, community residential, day treatment/rehabilitation and in

patient programs. A brief definition of these programs and an example of each 

fol loH: 

l. Consultation, Education and Training 

These programs are delivered to other providers, programs, organizations, 

and the general public rather than to the individual client. The goal of these 

activities is to prevent mental health problems for groups at risk and to 

facilitate early intervention when problems have been identified (eogo, Sampler 

Program provided by Tri-County Mental Health, Inc. The Sampler Program pro-

vides educational programs to the community on subjects such as coping with 

stress, development of parenting skills and understanding the aging process). 

2 0 Outpatient 

Outpatient mental health programs provide treatment of the mentally ill in 

a community setting both before and after hospitalizationo These programs provide 

social and emotional skill development to individuals of all ages, couples, groups 

and familieso The goal of service is to promote positive reorient~tion, relief 

of excess stress and growth toward more integrated, independent levels of function

ing (eogo, counseling provided to a client in a private office or a community 

mental health center)o 
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3 o Emergell_SY.. 

The emergency service provides immediate 9 crises-oriented mental health 

care for persons with an acute problem of disturbed thought, behavior, mood, 

or social relationships as defined by the client, fJmily, or social unit. The 

service is aimed at the reduction of these acute emotional disturbances and 

their physical and social manifestations to ensure safety of an individual or 

society (eog., crisis intervention and evaluation services provided in a public 

or vo·1 untary community hospital) 0 

4. Community Support 

Community support programs are oriented toward helping clients, most often 

the chronically mentally ill, move along a residential and programmatic 

continuum from most restrictive to least restrictive settingso The community 

support program may include encouragement, advice, training, advocacy, coordina

tiont and liaison so that the cl"ient will be able to assume community commitments 

and responsibilities without feeling isolatedo Community support programs in 

community agencies are closely coordinated with State mental health institutes 

through cooperative agreements, designated liaison staff and joint client 

planning meetings to assure continuity of care (eogo, assistance in the develop

ment and maintenance of a stable life sty·le for a chronically mentally ill 

client residing in the community). 

50 Community Residential Program 

A community residential program is a comprehensive continuum of transi

tional community-based living situations ranging from highly structured and 

highly supervised halfway-houses for more dependent clients, to less supervised, 

less structured cooperative and supervised apartment programs for higher function

ing clients (e.go, community living arrangements for ex-AMHI (Augusta Mental 

Health Institute) patients, provided by a not-for-profit organization). 
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6" Day Treatment/Rehabilitation 

Day treatment/rehabilitation programs provide training in psycho-social 

skills in order to maintain the existing functional level of the client as well 

as to assist with further development of skills in a number of areaso These 

skill areas include daily living, community orientation, social and interpersonal 

and vocational rehabilitation/habilitation skills (eogo, partial hospitalization 

services provided several afternoons/week by a community mental health center 

in order to support anu rehabilitate clients experiencing acute mental illness.) 

lo Inpatient 

Inpatient mental health services are services provided in a community 

hospital or public setting whose purpose is to restore, as quickly as possible, 

a level of psycho-social functioning sufficient to allow clients to return home 

or to receive services in a less restrictive setting (eogo, treatment in a 

community or public hospital that will enable a patient to return to the 

community)" 

The current status of Maine's mental health system is best summarized by a 

review of each of the three major levels of settings of care (protective, support

ive and natural)" 

As noted previously, protective programs are predominantly carried out by 

hospital inpatient units" A table of the 12 facilities in Maine which provide 

formal mental health inpatient treatment is included in Chapter II, Section F 

of this State Health Plan" 

Residential treatment centers for children and adolescents are also consid

ered to provide protective levels of care, as are intermediate care facilities 

(ICFs)" There are currently 168 State-supported beds in five residential treat

ment centers in Maine" Intermediate care facilities that provide protective 

levels of care include intermediate care units at State hospitals, intermediate 
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care facilities for the mentally retarded (ICF/t-1R 1s) that provide services to 

clients with both mental retardation and mental disorder-related diagnoses and 

intermediate care nursing homes in the communityo 

Before 1963, the start of community mental health center movement, state 

hospitals were the major provider in the mental health care delivery systemo 

The past twenty years have brought about many changes that have affected the 

service delivery patterns of these major providers of "protective servicesa" 

Maine's two State psychiatric hospitals currently maintain a combined census 

of about 620 patientsa This contrasts with an average of about 3,400 in 1958. 

According to DMH&MR figures, the number of psychiatric admissions to Augusta 

Mental Health Institute (AMHI) increased from 933 in fiscal year 1981 to 1,015 

in fiscal year 1982 to l 5 242 in fiscal year 1983. The number of psychiatric 

admissions to Bangor Mental Health Institute (BMHI) decreased from 618 in 

fiscal year 1981 to 435 in fiscal year 1982 to 418 in fiscal year 1983. In 

contrast to the historical change in size of the resident population, these 

admission.totals are similar to figures for the early l960's. The two State 

Llental health institutes provided 215,229 inpatient days in fiscal year 1983. 

Comparative utilization figures for both community hospitals and the Veterans 

Administration Center's inpatient psychiatric units are included in Table 33A, 

in Chapter II of the State Health fl~ for Maine. 

The State hospitals are now more customarily involved with the more 

severely disturbed and/or disabled individualsa Admission rate and length of 

stay data indicate that these individuals generally have more frequent, but 

shorter episodes of re-hospitalizationo The second major resident population 

in State institutions is composed of elderly long-term patients needing the 

supportive services of a long-term residential settingo These patients reside 

primarily in intermediate care facility (ICF) units of the State hospitals. 
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The concentration of severely disturbed and disabled patients has required 

the development of a range of programs providing intensive intervention over 

extended periods and a high concentration of specialized staff to meet the diffi

cult challenges presented by this population, as well as to prevent the acutely 

disturbed patient from entering the long term-population of the State hospitals. 

These two State hospitals also provide forensic care. 

Both of Maine's State psychiatric hospitals have received recent accredita

tion renewals by the Joint Commission on Accreditation of Hospitals. The 

accreditations reflect compliance with national standards regarding basic capac

ity to provide acceptable treatment and have also enabled the State to maximize 

allowable federal reimbursements. 

Supportive and natural based programs are predominantly carried out by 

community-based providers. The community-based service providers can be 

categorized into three groups as follows: First are public and private, not-for

profit agencies or organizations subsidized by the Department of Mental Health 

and Mental Retardation and other public funds. Second are private proprietary 

or not-for-profit agencies or organizations and private practitioners who are 

compensated with public funds such as Medicaid, but not by the Department of 

Mental Health and Mental Retardation, as well as by larger proportions of client 

fees or other third party revenues than the first group. 

The third group of providers are the informal mental health care providers 

who routinely engage in the emotional care of persons. They receive very little, 

if any, public or private revenue specifically for mental health care; examples 

are clergy, family members 9 friends and peer groups. The informal providers are 

the primary providers of care in the natural setting. 

The major providers of a service in the first category of community-based 

providers are the seven community mental health centers (CMHC's). A CMHC is an 

agency in a designated geographic area which, under one administrative organization, 
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provides the greatest range of mental health services to all residents of 

that areao In addition to providing a _wide variety of services, it must, 

through contractual or cooperative agreement, assure availability of a complete 

range of the seven basic mental health programs to all residents of the catch

ment area. In Cumberland County three agencies are funded as comprehensive 

service providers: Maine Medical Center, Western Maine Counseling Center, and 

the Area V Mental Health Boardo To ensure accountability for public funds and 

appropriate standards of care, DMH&MR conducts fiscal and program audits and 

licensing visitso 

An indication of the number of clients who received these services in 1930-

81 is shown by Table 33 in Chapter II of this State Health Plan. No similar 

data are available from private mental health practitioners, who provide 

predominantly outpqtient services, or from informal providerso 

Consideration of the future needs for community-based mental health care 

must include recognition of several general population trends as well as trends 

in the characteristics of those utilizing and presenting problems to the mental 

health service networko For example, there is increasing concern for individuals 

in their middle twenties \'lith histories of multiple hospitalizations for mental 

illnes·s. This may result in a sizable new population of people with long-term 

treatnJent needso Maine's 18-34 year old population has been increasing,dramati

cally but is expected to peak in the next bio years. 

Given this brief overview of Maine 0s mental health care system, the follow

ing goals and objectives are presented in order that this system can fulfill its 

MISSION TO REDUCE THE PREVALENCE, INCIDENCE, AND LEVEL OF DISTRESS WHICH IS 

ATTRIBUTABLE TO MENTAL ILLNESS AND DISABILITY AMONG THE CITIZENS OF MAINEo 
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GOAL lOol 

ENCOURAGE COMMUNICATION AND COORDINATION AMONG THE MANY AGENCIES, ORGANIZATIONS 
AND INDIVIDUALS WHICH HAVE RESPONSIBILITY FOR THE PLANNING AND DEVELOPMENT OF 
MENTAL HEALTH CARE RESOURCESo 

Rationale 

Responsibility for the planning and development of resources which signifi

cantly affect mental health care exists at varying levels among numerous entities, 

including many State and federal agencies, third party payors, and providers of 

mental health services. Coordination and communications among these could improve. 

To maximize the State 8 s planning and development resources and to avoid unneces~ 

sary duplication of effort, there is a need for these various entities to establish 

and implement working agreements, wherever feasible, which will clearly define 

the roles and responsibilities of each. This will enable each to carry out its 

functions in coordination with others. 

By 1985, develop a comprehensive regional planning process for mental health 

services in each mental health catchment area in Maineo 

Recommended Action 

DMH&MR should oversee the development of timely comprehensive regional 

mental health plans" These regional mental health plans are not exclusively the 

plans of the corm,unity mental health centers and should include input from public 

and private health practitioners, including both mental and physical health 

professionals, family support groups and other consumers. DMH&MR should promote 

dialogue among these individuals in the development of standards and criteria for 

such planso These regional plans should encompass an assessment of the needs of 

both rural and urban communities in the region. In order to develop the founda

tion for the development of this regional planning process, the following tasks 

should be accomplished: 
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a) DMH&MR shall continue to assess, refine, modify, improve and 

develop, in collaboration with affected professionals, providers, 

families and clients, a uniform set of comprehensive provider, 

program and performance standard definitions" 

b) DMH&MR should improve its capacity to collect, analyze and use data 

on mental health services, clients and costs in order to develop the 

capacity to monitor and periodically evaluate the cost and effective

ness of existing serviceso Future efforts should include working 

in cooperation with licensing boards in order to obtain data from 

private practitionerso 

c) The Bureau of Mental Health should take the lead role in assuring the 

development of minimum standards for each of the seven basic mental 

health programs identified in the State plans, contracts and statuteso 

The Department of Human Services and the Department of Educational 

and Cultural Services, CMHC's, private practitioners, general and 

State hospitals and others should be integrally involved in the 

development of these standardso This initiative will also include 

both children's and adult serviceso 

Resoattes Regaited 

The combined personnel and data resources of CMHC's, the Department of 

Human Services, Department of Educational and Cultural Services, private practi

tioners, general and State hospitals and others should be involved, with direction, 

support and monitoring by the Bureau of Mental Healtho Additional financial 

resources may be requiredo 

Current Status 

The CMHC's and DMH&MR jointly developed a regional plan format which was 

used to develop regional plans for the 1981-86.State Mental Health Plano Such 
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formats, as well as standards and review criteria, will be refined for similar 

submissions for future annual updateso DMH&MR should build on existing regional 

planning effor~ to promote linkages among public and private practitioners, 

including both mental and physical health professionals, family support groups 

and other consumers, in both rural and urban settingso This is likely to be an 

ongoing and continuously refined process" 

Regarding the three specific tasks to be completed, the following has 

occurred: 

a) Definitions - DMH&MR has promulgated and refined definitions of 

various mental health programs" These are summarized in the 

Introduction to the mental health section of this plan and 

completed and included in the State Mental Health Plano 

b) Data - A survey was conducted by the DMH&MR's Division of Planning 

in the summer of 19810 The purpose of this survey was to obtain 

Administrative, Programmatic and Fiscal descriptions of those 

agencies licensed by the Department for descriptive inclusion into 

the State Mental Health Plano This task was accomplishedo Subse

quent mental health plan updates will include an expansion of the 

number of agencies described as they are identifiedo As a result 

of interaction with the Interdepartmental Committee (IDC), the 

DMH&MR questionnaire was sent to agencies that are not licens€d by 

DMH&MR but that provide mental health serviceso Such agencies 

included Group Homes and Special Purpose Private Day Schoolso A 

major key informant survey of 2,300 individuals and organizations 

regarding mental health issues and unmet needs will be completed by 

early fall 19830 

In 1983, the Maine Legislature passed LoDo 1664, An Act to 

Require Interdepartmental Coordination of Social Services Planningo 
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The Act requires the Department of Human Services, DMH&MR and 

the Division of Community Services to develop a Maine Social 

Service Plan. This plan must include an outline of social service 

information, including anticipated federal funding, anticipated 

current services~ (Part I) budget figures, policy matters, service 

priorities and their estimated cost and other program issues 

pertaining to operations" The joint standing Health and Institutional 

Services Committee shall, during each Legislature, hold a public 

hearing or hearings on the proposed plan and report to the Legislature 

its findings" This legislation should affect DMH&MR's plans to 

·implement any regional plan mechanisms by providing community repre

sentatives with an opportunity to respond to proposed budgets and 

service priorities well before they are implemented" 

c) Standards - The IDC has formed a working subcommittee to develop 

these standards for residential child care programs" There are 

several recent documents which reflect a participatory federal-

state process which has occurred over the last several years and which 

provide a comprehensive set of defined data elements and potential 

standards" This material should provide a basis for initiation of 

work by the DMH&MR, providers and affected people. The motivation for 

completion of such materials by the service agencies will be the 

realization that future public support of such services will be allo

cated only to agencies that meet approved standards for the provision 

of serviceso 

Objective 10.l .2 

Individual Program Plan (IPP) formats, development procedures, review methods, 

comprehensive protocols and standards which provide i'lssuranct!S for cont1nu·lty of 

care and provisions for informed consent by clients should be developed" 
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Recommended Action 

Individualized plans for discharge from inpatient facilities and provision 

of community-based services are beneficial because they can help assure the 

continuity of programs for an individual across a spectrum of various providerso 

A discharge plan should deal with the medical, mental health, social services 

and other basic needs, such as housing or income. The availability of services 

to meet these needs in the community will help prevent rehospitalizationo Primary 

responsibility to develop the IPP standards and process ~1ill rest with DMH&MR 

and representatives from the mental health, medical and social services communi

ties and third-party payorso 

These parties should develop: 

a) Inter-disciplinary individual program planning protocols and 

strategies for their implementation in 19830 

b) Placement protocols and cost effective strategies for their 

implementation should be established in 19830 These should 

include for the development of voluntary therapeutic and reha

bilitative transfer arrangements for patients/clientso 

c) By 1984, transfer agreements should also be established, as 

needed, among major service providers to assure continuity of 

care and appropriate placement throughout Maine with informed 

consent by the cliento 

Resources Required 

Lead staffing by DMH&MRo Additional resources may be requiredo 

Current Status 

The existing contract mechanisms for CNHC's which pertain to recently insti

tutionally discharged clients, plus ongoing dialogue with the State institutions, 

emphasize IPP planning as a necessary treatment component. This initial step 

is encouraging the Bureau of Mental Health (BMH), institutions and the receiving 
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community care providers to refine, over the next year, specific expectations, 

criteria and defined responsibilitieso A task force will be established by 

BMH early in the fall of 1983 to complete recommendations late this year. 

In addition~ a review of the state-of-the-art of functional assessment 

utilized in psychiatric rehabilitation treatment planning is currently underway 

in the BMH conducted by the Community Support Project. 

In 1983, the Maine Council of Community Mental Health Services developed a 

model Gommunity Mental Health Center joint agreement on discharge planning and 

follow-up care" 

Objective l0olo3 

To develop joint planning processes for the delivery of wholistic care to 

populations for whom more than one agency has responsibilityo Specifically 

targeted for 1983 will be the substance abuse programso 

Recommended Action 

The Departments of MH&MR, Corrections, Human Services and Educational and 

Cultural Services should begin joint comprehensive service descriptions, needs 

assessment, program development and contract reviewo This process should be 

formalized as an ongoing commitment by each Department and the product of such 

process should be a written plan of problems and needs in 1983 and contractual 

joint funding review process for appropriate programs in 19830 

Resources Required 

Designated staff from each of the above four Departments to meet, negotiate 

and develop a problems/needs program and resource plan for substance abuse 

serviceso Lead staffing should be provided by the Alcohol and Drug Abuse Planning 

Committee, a new office created within the Department of Human Serviceso 

Current Status 

In 1983, the Maine Legislature passed LoDo 1692, An Act to Provide for the 

Development of a Centralized Coordinated Planning and Evaluation Process for 
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State Alcohol and Drug Abuse Activitieso The law establishes a single final 

point of operational authority, direction and decisipn-making in the management 

of alcohol and drug programs in Maine through the establishment of the Alcohol 

and Drug Abuse Planning Committeeo The Planning Corrnnittee will consist of the 

Commissioners of the Departments of Corrections, Human Services, Educational 

and Cultural Services, and Mental Health and Mental Retardationo The Planning 

Committee shall coordinate, with the advice of the Maine Council on Alcohol and 

Drug Abuse Prevention and Treatment, all drug abuse prevention, education, treat

ment and research activities in Maineo The law implements a four year cycle 

which includes periodic needs assessment, statement of service goals, biennial 

allocation plans and regular performance evaluationso 

Objective 10olo4 

To carry out an evaluation of the process through which juveniles are 

brought into various service systems, including human services, mental health, 

juvenile justice and educationo 

Recommended Action 

The Department of Mental Health and Mental Retardation should provide 

leadership in the design, implementation and completion of an assessment which 

involves the Department of Human Services (OHS), Department of Corrections and 

Department of Educational and Cultural Services (DECS)o The evaluation may take 

place in a selected region, but it should result in documentation and recommenda

tions which are generalizable statewideo 

The objectives of the study should clearly include clarification of complex 

issues related to the provisions for and process of diagnostic evaluation of 

juveniles requested by the judiciary, including fiscal, statutory, and systemic 

involvement by parents, schools and other agencieso 

The State Health Coordinating Council believes that the State Legislature 

should investigate this issue in greater detail in the next legislative session. 
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Resources Required 

Personnel from the DMH&MR should lead this activity with involvement from 

other Departments, service providers and others 0 

Current Status 

In 1983, the Maine Legislature passed a law (Resolve Chapter 47) that 

established a 31 member commission to examine the availability, quality and 

delivery of services to children with special needso This commission will 

examine the current mechanisms for identifying and following children with 

special psychological, emotional and behavioral needs~ identify major gaps in 

the provision of services to these children, examine the current mechanisms used 

by OHS, DECS, DMH&MR, and the Department of Corrections to plan for and provide 

services to children. Based on its findings, the Commission will establish 

legislative priorities. The Commission held its first meeting in August, 1983 

and will hold public hearings in the near future to receive public input on the 

current service delivery system to children with special needs. 

GOAL l0a2 

TO ENSURE THAT PREVENTION AND EARLY INTERVENTION EFFORTS REGARDING MENTAL 
HEALTH OCCURa 

Rationale 

Preventive intervention is defined as action taken at a point at which it 

is still possible to anticipate or reverse early pathological or maladaptive 

processes and prior to the need for treatment or rehabilitative services. 

Several assumptions characterize preventive intervention concepts and 

effortso One key assumption is that populations at risk of developing a multi

tude of health or social problems are most readily identified with a fairly 

consistent or common set of risk factors which reflect a higher probability of 

future disorders" A second assumption is that preventive intervention activi

ties, despite the relative lack of scientific evaluation, can and do represent 
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a fiscally advantageous approach as formal treatment and services become more 

expensiveo Preventive intervention efforts are often directed to children but 

intervention can occur for all age groups. 

Objective 1002. l 

To identify and implement methods to promote the provision of prevention 

and early intervention activities. 

Recommended Action 

DMH&MR should establish an informal clearinghouse of prevention and early 

intervention activities, techniques, results and resources. Conferences and 

workshops and dissemination of written information on a variety of prevention 

issues can and should be used to promote interest and involvement in preventive 

intervention. Efforts to maximize participation of academia, public and private 

providers, family support groups, other consumers and State interests should be 

undertakeno 

Resoutc~s Required 

The existing resources of DMH&MR staff, academicians, private providers, 

Department of Human Services staff, and interested citizens will continue to be 

utilizedo Additional financial resources may be requiredo 

Current Status 

DMH&MR 1 s Division of Planning now has a fairly extensive collection of 

research and other literature extracts, a bibliography and summary of key 

findingso This material is being expanded and the bibliography combined with 

informational material from the DECS Office of Special Education and other 

officeso 

Several related information dissemination conferences took place in 1982 

with the Developmental Disabilities Council and the University Affiliated Facility 

at Eastern Maine Medical Centero In addition, through the initiative of the 

DMH&MR's Office of Children's Services, several committees are addressing 
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preventiono One is made up of representatives of that office, the Developmental 

Disabilities Council and DHS 1 s Division of Materna? and Child Healtho Several 

mental health client and family groups are also working on both regional and 

statewide prevention issueso 

The Developmental Disabilities Council commissioned a study of primary preven

tion which has made draft recommendations for a statewide programo This study 

has been presented to the Commissioners of the Department of Mental Health and 

Mental Retardation, Department of Human Services and Department of Educational 

Cultural Serviceso 

GOAL l 0"3 

TO PROMOTE MENTAL HEALTH AWARENESS THROUGH ENHANCED SCHOOL AND COMMUNITY HEALTH 
EDUCATION PROGRAMSo 

Rationale 

This goal will promote mental health and the prevention of mental illness 

in these two settingso Pilot programs implemented throughout the country have 

displayed some evidence of success in reducing the incidence of mental disorders 

among high-risk populations" Many providers believe that these relatively new 

interventions hold great promise in being a cost effective approach. 

Objective 1O"3.l 

Provide assistance in the promotion and implementation of community educa

tion programs related to mental health awareness to schools and other community 

resources. 

Recommended Action 

DMH&MR should lead an effort to establish a clearinghouse for public educa

tion and information activities related to mental health. Activities to 

characterize participation in these programs as well as an attempt to delineate 

barriers to broader participation and impact should also occuro DMH&MR should 

make this information available to parents and other potential participants as 

well as to providers or potential providers. 
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DMH&MR should discuss with the Department of Human Services the feasibili~ 

of utilizing Title XX training funds for community education programs related 

to mental health awareness for Human Services' workerso 

Resources Required 

The existing staff of the Bureau of Mental Health, Department of Human 

Services, CMHCs, DECS (Department of Educational and Cultural Services) and Office 

of Alcoholism and Drug Abuse Prevention as well as client and family groupso 

Current Status 

Many mental health and general health providers are promulgating information 

about stress and other mental health problemso The Tri-County Mental Health 

Center's Sampler Program provides an excellent example of what can be done. 

There have also been concerted efforts, now sponsored by the Maine Council of 

Community Mental Health Services and DMH&MR, to provide mental health related 

training and education to boarding home staffo 

The Bureau of Mental Health recently sponsored a major conference on mental 

health stigma with several follow-up activitieso 

GOAL 10"4 

TO IMPROVE AND EXPAND A COMMUNITY SUPPORT SYSTEM FOR CHRONICALLY MENTALLY 
DISABLED PEOPLEo 

Rationale 

One of the effects of deinstitutionalization has been the shift of care of 

persons with major mental illnesses from institutions to the community. This 

has resulted in an increase in the number of chronically mentally disabled 

people residing in the communityo Of the estimated 5,000 chronically mentally 

disabled people residing in Maine communities, a 1979 survey of community mental 

health centers found that 2,292 clients were being provided community support 

serviceso 
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The Maine State Health Coordinating Council (SHCC) believes that a contin

uum of services should be provided for the chronically mentally disabled so 

that they may be served in a way that is appropriate to individual needs" The 

goal of such a continuum should be to provide stabilization, substance, reha

bilitation, and growth services in the most independent and least restrictive 

appropriate setting possible, and ideally in the natural environment. The 

provision of community support services can reduce costly reinstitutionaliza

tion, often labeled the 11 revolving door 11 syndrome. 

A community support system (CSS) is an organized network of caring and 

responsible people committed to assisting a vulnerable population meet their 

needs and develop their potentials without being unnecessarily isolated or 

excluded from the community. 

A community support program is oriented towards assisting individuals in 

the context of their individual concerns, in couples, in families, in groups, 

and in the community. Services are outreach-oriented rather than office-based. 

The range of services that should be available include supportive employment 

opportunities, housing alternatives, socialization, crisis intervention, 

medical and mental health treatment, psycho-social rehabilitation and educational 

services. 

Objective 10.4.l 

Establish or improve shared or consolidated services among the mental health, 

substance abuse, medical, social and rehabilitative service systems whenever 

feasible and appropriate to meet clients' needs. 

Recommended Action 

DMH&MR's Community Support Systems Project (CSSP) will continue to identify 

barriers to the development of shared, consolidated or linked services, including 

any related to reimbursement mechanisms. The Bureau of Mental Health will 

develop recommendations and strategies for their elimination. These will be 

reported to the SHCC prior to formal adoption of the next State Health Plan. 
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One of the major efforts of the Community Support Systems Project has been 

in providing assistance to the development of family support groupso An integral 

part of this assistance has been in educating families about mental illness: 

how to assist family members who have experienced mental illness and how to 

utilize the treatment resources available in the mental health systemo These 

efforts should be continuedo 

DMH&MR should assess and monitor existing community support system services 

to ensure that they are provided effectivelyo Input from provider agencies, 

third party payors, client and family groups, DMH&MR and OHS, local government, 

and regional and State health planning bodies will result in the development of 

identified priorities and implementation plans in each of the eight CMHC catch

ment areas in the Stateo 

Also recommended for consideration are efforts to determine whether contin

uation of personnel and other resources funded by federal community support 

systems project monies will be needed following the end of fiscal support in 

September, 19840 These federally funded employees provide statewide technical 

assistance and evaluation activities in psychosocial rehabilitation serviceso 

Resources Required 

CSS Project Continuation for Fiscal Year 1984; Federal $50,000, State 

$198,2650 The federal share terminates in September, 19840 

Current·status 

The Department of Mental Health and Mental Retardation currently operates 

a Community Support System Projecto As part of the DMH&MR Recodification Bill 

to be effective January, 1984, Polo 83, Chapter 580, The Office of Community 

Support Systems was created as part of the Bureau of Mental Healtho FY 1 84 

appropriations included funding for five Regional Coordinator positions to 

staff the office along with the Director and a clerical staff position provided 

with other DMH&MR fundso Federal fiscal support through August, 1984, is 
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expected to fund three positions with statewide responsibilitieso Through 

this unit, which operates on the basis of a specific and extensive plan of 

objectives and tasks, DMH&MR carried out several notable activities such as 

organization of a network of client and family groupso 

Provider agencies are, to an increasing extent, including explicit provi

sions for chronically mentally disabled in their plans and programso Incentives 

for continuation and expansion of this approach are becoming clearero 

Client and family groups are becoming more interested, involved and 

influential in regional assessments of unmet needs and development of strategies 

to relieve these deficitso 

Objective l0o4~2 

Develop effective therapeutic housing alternatives for the chronically 

mentally disabled in each of the five health planning regions, including linkages 

with other mental health programs, the medical and social service systems, 

and appropriate housing agencieso 

Recommended.· Action 

DMH&MR, mental health providers, consumer groups and organizations, regional 

planning bodies and local units of government should work together to assess the 

need for the development and provision of a spectrum of housing programs for the 

chronically mentally disabled and for those with acute disorders who need tempo

rary housing alternativeso The spectrum of programs is represented by "halfway· 

houses" on the grounds of State institutions, !CF-level facilities, group homes, 

therapeutic family foster homes, supervised apartments, emergency shelters, 

congregate living facilities, respite care facilities and independent living 

siteso 

Principles for placement include: considerations of basic safety; appro

priate cost; proximity to health, mental health and other services; accessibility 

of social support groups; proximity to other social service housing resources 
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so as to avoid 11 saturation 11 of urban areas; and access to rehabilitative programs 

such as job-try-out programs, sheltered workshops and day activity programs. 

DMH&MR should assume the lead role in investigating potential sourc~s of 

funding to provide for this spectrum of housing serviceso DMH&MR should also 

document the total costs of community care in such residential programso 

Resources Required 

A specific itemized list of personnel and other resources has not yet been 

determinedo 

Current Status 

Several activities are happening related to the development of resources, 

implementation of programs, alleviation of zoning barriers, organization of 

providers and provision of assistance to potential providerso 

These activities are more fully described in the State Mental Health 

Plan. 

With the Bureau of Medical Services of the Department of Human Services, 

DMH&MR received a HUD 1115 Waiver to provide additional funding for four selected 

residential programs and to evaluate those programso 

The Bureau of Mental Health has been involved in developing new HUD Section 

8 and 202 projects 9 which are under way in several areas of the State, with a 

range of residential programs attachedo Plans to restructure existing resources 

to provide more adequate low income housing are being explored, legislation was 

passed to prohibit the use of zoning ordinances to block housing for the 

mentally handicappedo The CSSP is providing technical assistance and staff 

support to family support groups and other providers in the development of new 

residential rehabilitation programso 



GOAL 10o5 

TO INCREASE THE MENTAL HEALTH RESOURCES FOR THE ELDERLY, MAKE THE RESOURCES 
MORE VISIBLE AND ENCOURAGE THEIR APPROPRIATE USEo 

Rationale 

Nationally, the growing elderly population, which represents 10% of the 

population 9 is responsible for 25% of all suicideso The President 1 s Commission 

Report on the Elderly estimated that between 15-25% of the elderly have signif

icant mental health problemso The low incomes of many elderly often result in 

poor housing, isolation, poor physical health and poor mental healtho Although 

there are many services and benefits available for the elderly, often they do 

not take advantage of those services for which they qualify, perhaps due to 

lack of awareness of services, long held attitudes of the elderly and those 

who are working with them, the rural nature of Maine and the lack of public 

transportationu 

Objective 10.5ol 

To determine the extent of both the existing system 0 s capacity and the 

elderly population's need for mental health serviceso 

Recommended Action 

The Bureau of Mental Health 9 Bureau of Maine's Elderly, Bureau of Social 

Services, and others should begin joint planning efforts over the next year for 

specific program proposals in FY 1 840 Existing sources of data regarding 

prevalence of specific diagnostic conditions shou·ld be utilized to identify 

problem areaso 

Resources Required 

No additional resources requiredo Existing resources will be utilizedo 

Current Status 

The Bureau of Mental Health and the Bureau of Maine's Elderly are now 

forming a joint task force on the mental health needs of the elderlyo This 
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task force will lead to improved coordination regarding an assessment of the 

existing system's capacity and the elderly population's need for mental health 

serviceso 

Objective 10.502 

To increase professional expertise to meet the social, medical and emotional 

needs of the elderly and promote cooperation and consultation among other service 

providerso 

Recommended Action 

DMH&MR, the Bureau of Maine's Elderly, the Bureau of Social Services, 

Southern Maine Association of Cooperating Hospitals (SMACH) and other major 

mental health providers and el.derly organizations should stimulate the develop

ment of forums to increase the sensitivity to elderly issues and capability of 

health and social service professionals.to respond to those issueso 

Resources Required 

Existing resources will be utilizedo 

Current Status 

The recent increase in attention to mental health/elderly issues among 

several key elements of the mental health system and components of the elderly 

network has begun to result in more formal and explicit linkageso 

Objective l0q5o3 

To encourage the use of mental health resources by the elderly and their 

familieso 

· Recommended Action 

DMH&MR and the Bureau of Maine's Elderly should encourage mental health 

clinics and both formal and informal providers including the Area Agencies on 

Aging and Adult Protective Services units of the Department of Human Services 

to develop and enter into effective working agreements regarding the provision 

of services to the elderly including neglected or abused elderly adults and 
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also family memberso Efforts should focus on sensitizing service providers 

to the special needs of this traditionally underserved groupo The needs of 

families for counseling regarding the issue of nursing home placement of 

family members should be considered. These agreements should outline workable 

policies and specific services to be available and clarify areas of mutual 

responsibilityo 

Resources Required 

Continued participation and commitment of both professionals and informal 

providers to various work groups, with lead staffing provided by DMH&MR and 

the Bureau of Maine 0s Elderlyo 

Current Status 

The Southern Maine Association of Cooperating Hospitals has a Geriatric 

Task Force that has been actively addressing professional and administrative 

service issues as well as public education and information. 

Participation of DMH&MR personnel in the Conference on Aging and collab

orative needs of boarding home projects among DMH&MR and Bureau of Maine's 

Elderly personnel on boarding homes and other issues exemplify several of many 

recent indicators of increased coordination. 

Objective 10.5.4 

To develop programs of public education and training in the issues surround

ing the aging process. 

Recommended Action 

CMHC 1 s and other providers should join in a concerted effort with the Area 

Agencies on Aging to develop programs of public education to provide factual 

material about aging as it relates to mental health. 

These providers should develop and make this information available to the 

direct service personnel of the Area Agencies on Aging, the OHS' Adul:t Protective 

Units, homemaker and home health care agencieso These programs should include 

current information which indicates that mental illness can appear as physical 
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problems and even more often physical illness can show itself as disturbed 

behavior and abnormal thinkingo They should also include discussion of tech

niques found to be useful in dealing with bizarre or unmanageable behavior, 

especially with chronically mentally disabled peopleo 

Resources Required 

Existing resources of the Area Agencies on Aging, Depart~ent of Human 

Services Adult Protective Services, DMH&MR, and public and private mental health 

providers will be utilizedo Technical assistance will be provided by the Bureau 

of Maine's Elderlyo Additional financial resources may be requiredo 

Current Status 

DMH&MR and the Bureau of Maine's Elderly are now forming a task force on 

the mental health needs of the elderly that should lead to joint planning efforts 

for specific program proposals in FY '84o 

Also, DMH&MR's funding contracting process with the CMHC's provides an 

opportunity to encourage CMHC's program plans to include increased provision 

of services to the elderly since current service descriptions specify and 

encourage boarding home and nursing home consultation and other pertinent 

serviceso 

The 1983 Blaine House Conference on Aging, which took place on October 13, 

1983, included a workshop on the mental health needs of the elderlyo 

Objective l0o5o5 

To encourage mental health providers, particularly informal providers, to 

provide treatment and counseling to the elderly in locations such as older 

persons' homes, the worksite, group settings, congregate living facilities, 

senior centers and meal sites, and especially in boarding and nursing homeso 

Recommended Action 

A major impediment to treatment in these alternative settings is the 

attitude of consumers" Informal providers such as the clergy are in a partic

ularly good position to help to remove this barriero With progressive awareness 
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and promotion of mental health prompted by the preceding objectives. and with 

substantial action on contractual or reimbursement provisions, major providers 

and State agencies can also stimulate progress on this objectiveo The DMH&MR 

and Bureau of Maine's Elderly personnel must continue to improve communications 

and coordination in specific program planning proj~cts regarding this issueo 

Resources Required 

Continued participation and contribution of many professionals and others 

to work groups such as the SMACH subcommittee is essentialo 

Current Status 

Several recent activities such as the SMACH Task Force on the Elderly, the 

boarding home training project, the annual Blaine House Conference on Maine's 

Elderly and the State's boarding home study group have clarified, reaffirmed 

and contributed to progress on these issueso DMH&MR is also currently monitor

ing the progress of federal legislation regarding reimbursement issues" 

GOAL 10"6 

TO ASSURE THAT EMOTIONALLY HANDICAPPED, DEVELOPMENTALLY DISABLED AND/OR DELAYED 
CHILDREN ARE MAINTAINED IN SETTINGS MOST BENEFICIAL FOR CARE, TREATMENT AND 
EDUCATION o 

Rationale 

Emotionally handicapped children and youth are defined by the State (DMH&MR, 

DECS and OHS) as those, age 18 and under, who "exhibit affective, reactive and/ 

or maladaptive behavior(s) to a marked extent and over a significant part of the 

school day or year, that significantly interferes with the child's learning or 

that of other children; special educational programs and/or services are required 

to provide for the child's educational progress and potentiaL" 

According to federal statute, a developmental disability refers to a 

severe chronic disability that is attributable to a mental or physical impair

ment or combination of mental and physical impairments, that are ma·nifested 

before the person attains age twenty-two and results in substantial functional 
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limitations in several areas of major life activityo Developmentally delayed 

is a term that is applied to children whose progress in reaching ~pecific 

developmental milestones is below the average level of progress of most 

children., 

Many children with emotional and/or developmental difficulties are not 

able to live in their natural homeso For some, this is because the kind and 

degree of emotional difficulties are beyond the capabilities of the natural 

family, even when community support systems are brought to bear" For others, 

disintegration of the natural family unit has rendered it incapable to cope 

with emotional difficulties, and actually may have been a factor contributing 

to themo 

This goal, then, is directed at developing a statewide network of mental 

health services to children which is sufficient to meet the full range of 

emotional difficulty they may experience" In addition to services offered to 

children in their natural homes, there must also be services to children 

through therapeutic group homes and foster homes in the community, and the 

combination of services available only in the specialized setting of the resi

dential treatment facilities and inpatient hospital settingso These four levels 

of services constitute the continuum available to emotionally handicapped and 

developmentally disabled and/or delayed children. 

Objective 10.6ol 

To develop a statewide system of 11 homebuilders 11 programs, therapeutic 

foster homes, therapeutic group homes and residential treatment centers together 

with coordinated referral, placement, management, funding, evaluation, and 

support procedures and services so as to ensure the full continuum of mental 

health services to childreno 
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Recommended Action 

The therapeutic foster homes and group homes are basically defined as 

foster homes and group homes plus the provision for on-site and off-site (eogo, 

day treatment) programs. Homebuilder model programs must include four basic 

components: l) the prevention of the removal of a child from the family 

through the provision of family intervention and support; 2) on a time

limited, problem-specific basis; 3) delivered to all or a majority of family 

members; and 4) in the home. A secondary goal of homebuilder program inter

vention is to better equip the family to deal with crises and increase the 

family's ability to use existing community service. 

Under overall supervision of the Residential and Group Care Committee of 

the IDC, the Division of Planning of the DMH&MR and the OHS will jointly evalu

ate the therapeutic foster home, homebuilders, and therapeutic group home and 

residential treatment models currently in operation or being developed in the 

State" 

Following completion of this joint evaluation, the IDC (through an appro

priate task group assignment) will formulate plans for further development of 

the model(s) which appear(s) most desirable from programmatic, financial and 

management standpoints and/or will suggest changes in existing or developing 

models to make them more effective. 

Resources Required 

Cost of these activities will be absorbed by the involved agencies. 

Current Status 

The Division of Planning of DMH&MR is currently accumulating cost and 

program related information in order to evaluate the therapeutic foster home, 

homebuilders, and therapeutic group home models and residential treatement 

centers currently in operation. 
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Objective 100602 

To establish and improve a coordinated support system of medical, mental 

health, social, rehabilitative and other services whenever feasible and appro

priate to meet the long term needs of autistic childreno 

Recommended Action 

Autistic children represent a particularly vulnerable population due to 

several factorso First, administrative and program responsibility falls among 

developmentally disabled, mental health, mental retardation, special education 

and several other service systems and agencieso Second, the needs of this 

population are not episodic or easily alleviated through short-ten-n interven

tion, nor are they limited to any single method such as medical or mental health 

care or special education" Although early identification and intervention are 

accepted as having long-term benefits in ten-ns of functional ability, no formal 

system exists to assure that this occurso 

Increased levels of information regarding needs, solutions and strategies, 

advocacy for and assistance in implementation which involve a variety of 

providers are neededo 

The Developmental Disabilities Council, the DMH&MR Office of Children's 

Services, the IDC and others should reassess their current work plans and modify 

them to ensure impact upon autistic childreno 

Resources Required 

Lead staffing provided by DMH&MRo No other resources requiredo 

Current Status 

In June 1982, DMH&MR established a broadly constituted Autistic Services 

Task Force to pursue these issueso 
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GOAL 10o7 

TO ESTABLISH AND PROVIDE AN EFFECTIVE MENTAL HEALTH SERVICE SYSTEM FOR THE 
DEAF POPULATION OF MAINEo 

Rationale 

Very little has been done with regard to effective mental health care for 

the deafo Controversy exists around the most dignified and effective method 

to deliver mental health care to a deaf individualo Emotions, word definitions, 

and meanings are often lost in sign language, and this problem is compounded 

when the counseling sign language session is supplied by a third party inter

pretero This is exacerbated by a significant lack of trained sign language 

individuals" Coordination of efforts by mental health professionals and inter

preters is currently underdevelopedo 

Objective 10u7ol 

To develop training programs for mental health services to the deaf popula

tion and their families" 

Recommended Action 

The Governor 0s Mental Health Advisory Council, DMH&MR, the Committee on 

Mental Health Services to the Deaf, and the Bureau of Vocational Rehabilitation 

should join in a coordinated effort to establish a training program for mental 

health providers regarding the mental health needs of the deaf populationo 

This training program should include training of mental health professionals 

regarding the use of an interpreter in the mental health setting, psychological 

evaluation of the deaf person, crisis intervention and referral, and a review 

of community resources for the hearing impairedo 

Resources Required 

Existing resources of the Governor 0s Mental Health Advisory Council, DMH&MR, 

the Committee on Mental Services to the Deaf, and the Bureau of Vocational 

Rehabilitation (BVR) will be utilizedo 
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Current Status 

In 1982, the Bureau of Mental Health convened the Committee on Mental 

Health Services to the Deaf to identify the mental health needs of the deaf and 

to propose actions to meet those needs" This Committee's membership included 

representation from several State agencies, private not-for-profit provider 

organizations, and the Maine Deaf Consumers. Th'is Committee recommended a 

series of goals and objectives that were included in DMH&MR's 1982-83 Maine 

Mental Health Plan Update. 

Several of the Committee's recommendations are being implemented. BMH has 

recently established a system of making interpreters available to mental health 

providers. BMH has also held two educational conferences in the summer of 1983 

on mental health/deaf issues. 

DMH&MR has also recently developed a training curriculum for mental health 

practitioners. Finally, BMH and the Developmental Disabilities Council have 

recently provided joint funding for a statewide coordinator of mental health 

services for the deaf. 

Objective 10.7.2 

To encourage the appropriate utilization of mental health services by the 

deaf population and their families. 

Recommended Action 

The Governor's Mental Health Advisory Council, DMH&MR, and BVR should join 

in a coordinated effort to develop and utilize resources to increase the aware

ness of the deaf population and their families of existing mental health serv

ices. These efforts should include the increase of utilization of existing 

and/or the development of new audio-visual resources which depict mental health 

problems" Mental health information programs should be organized through 

coordination with representatives of deaf/fraternity clubs and Baxter State 

School for the Deaf. 

-361-



Resources Required 

The existing resources of the Bureau of Mental Health, Governor's Mental 

Health Advisory Council, DMH&MR, the Bureau of Vocational Rehabilitation, the 

Baxter School for the Deaf, and deaf/fraternity clubs will be utilizedo 

Current Status 

The Governor's Mental Health Advisory Council, DMH&MR, and the Bureau of 

Vocational Rehabilitation have had several informational exchanges regarding 

this issue during 1982 and 19830 Representatives from these organizations have 

formally agreed that achievement of this objective is a priority concerno BMH 

has contracted out for the development of a short educational film on mental 

health to be used with both the deaf and hearing populationso 

GOAL 1008 

ENSURE THE QUICK AND APPROPRIATE RESPONSE FROM THE MENTAL HEALTH SYSTEM TO 
VICTIMS OF DISASTERo 

Rationale 

The loss of life, the injury and trauma and destruction of communities due 

to natural disasters is immenseo The Red Cross, the Bureau of Civil Emergency 

Preparedness and personnel of other organizations with experience in coping 

with the effects of disasters readily cite the high level of shock, trauma, 

disorientation, stress and other mental health-related consequences of disasterso 

A systematic crisis intervention and long-term intervention strategy should 

reduce the adverse mental health-related effects of future natural disasterso 

Objective 100801 

Develop a systematic crisis intervention and long-term intervention 

strategy for the provision of mental health care in collaboration with the 

Bureau of Civil Emergency Preparednesso 
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Recommended Action 

DMH&MR should be designated by the Governor as the lead agency to prepare 

a mental health disaster response plan and to oversee and coordinate that plan's 

implementation during and after any major disaster in Maine. This plan should 

be jointly developed with representation and commitment from the community 

mental health centers and other designated community mental health providerso 

This response must also include cqoperative training programs with the 

American Red Cross, public safety personnel, Office of Emergency Medical Services, 

National Guard and the Bureau of Civil Emergency Preparednesso This plan should 

be developed and promulgated in 19840 

Resources Required 

Lead staffing provided by the Division of Planning personnel of DMH&MRo 

Current Status 

Meetings are being planned with representatives of those agencies respon

sible for implementing the recommended actiono Preliminary discussions have 

already been held with representatives of the Bureau of Civil Emergency 

Preparednesso 

GOAL 10o9 

TO ENSURE THAT THE HUMAN RESOURCES INVOLVED IN THE PROVISION OF MENTAL HEALTH 
CARE ARE ADEQUATEo 

Rationale 

Mental health manpower issues are increasingly recognized as being critical 

in determining the quality, availability, and cost effectiveness of mental health 

serviceso Analyses of mental health care costs both nationally and in Maine 

have consistently indicated that mental health services are manpower intensive 

with manpower (human resource) costs comprising approximately 85% of total 

mental health costs. It is essential that increased efforts be devoted to 
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enhancing the recruitment, retention, utilization, distribution, and training 

of mental health care providers at all levels in order to ensure quality 

services at the most cost-effective levelso 

Objective 1Oo9ol 

To identify the tasks required of direct care workers, to determine the 

skills, knowledge, and abilities/attitudes required to perform those tasks, 

and to further assist in developing appropriate training opportunities through

out the State at both worksites and in formal educational settings/institutions. 

Recommended Action 

DMH&MR should lead a cooperative ·effort of mental health providers and 

others including CMHC's and hospitals with psychiatric units to continue and 

expand efforts to identify tasks required in the provision of mental health 

services and the translation of those tasks into training activitieso These 

mental health providers should intensify and accelerate efforts to establish 

formal linkages and training agreements with other members of the educational 

community offering relevant training or educational programs in mental healtho 

Continuing educational activities should be expanded, to be offered both 

in the mental health institutions and universities and in community settings 

in order to be widely available to providers of direct care from a variety of 

settings such as boarding homes, CMHC's, and other community-based providerso 

DMH&MR should expand and formalize its collaborative efforts with the 

University of Maine campuses at Bangor/Orono, Augusta, Farmington, and Portland 

via the Maine Career Mobility Projecto 

Resources Required 

The existing resources of the DMH&MR Manpower Development Unit, academicians, 

and public and private providers will continue to be utilizedo 
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Current Status 

Several initiatives between universities and mental health providers 

regarding field placements and internships for students already exist in Maine" 

The formalization of these arrangements should increase in the near future. 

The Manpower Development Unit of the Department of Mental Health and 

Mental Retardation is currently working collaboratively with the University of 

Maine system via the Career Mobility Project in conducting a functional job 

analysis of tasks performed by direct care workers in the mental health institu

tions and in the communityo Formal and informal (non-credit) training activi

ties are being developed and implemented by the Department and individual 

campuses of the University which address the skills, knowledge, and abilities 

identified through analysis of the tasks performed by direct care workerso 

DMH&MR has developed linkages with the University of Connecticut for a 

Master's in Social Work and a Psychiatric Nursing Program and Boston University's 

Center for Rehabilitation in the area of psychiatric rehabilitation trainingo 

As part of this effort, competencies required to provide psychiatric rehabilita

tion ~ill,be identified and appropriate training will be developed for direct 

care workerso 

Specific training opportunities will be developed and offered at Maine 

locations both in institutions and community settings which can be taken on a 

credit or non-credit basiso 

GOAL l Oo 10 

TO ENSURE THAT THE FINANCIAL RESOURCES FOR THE PROVISION OF MENTAL HEALTH CARE 
ARE SUFFICIENT TO ENSURE CLIENT IMPROVEMENTo 

Rationale 

The enormous economic, social and personal costs of mental illness were 

briefly mentioned in the introduction of this section. Historically, several 
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major influences have affected the availability and adequacy of financial 

resources for mental health careo Recent events seem to indicate what will 

become yet another notable turning point, 

State hospitals have, since the mid-l8OO°s, continued to be largely 

dependent upon State appropriationso Community care originated on a basis of 

patient fees and private philanthropy" The 1963 Federal Community Mental 

Health Centers Act provided time-limited resources which significantly expanded 

the provision of community careo The intent of this Act was to gradually 

develop mental health services through the provision of federal seed moneyo 

Other sources were expected to eventually replace the federal shareo State 

funds represent a significant portion of thiso Medicaid, Medicare, Blue Cross

Blue Shield and other third-party insurance resources have, on the other hand, 

developed less extensively than anticipated, hoped or planned for by advocates 

for the mentally illo In addition, a significant number of individuals may have 

limited access to mental health services because they do not have health insur

ance. 

As noted previously, the Department of MH&MR has identified over $50 

million in service resources which are used, annually, for the treatment or 

support of mentally ill clientso 

The approximate distribution of these resources~ estimated over the past 

three fiscal years, includes: 

State hospitals 
State funding/CMHC 0s 
State funding for other 

mental health related 
services 

Other CMHC funding* 
Other non-CMHC funding* 

FY 1980 

$1800 million 
406 million 
lo5 million 

7o4 million 
2608 million 

$5803 million 

FY 1981 

$2004 million 
4o9 million 
lo6million 

7o3million 
28o4 mill ion 

$6206 million 

FY 1982 

$2208 million 
5ol million 
lo? million 

7 0 2 mill ion 
2908 million 

$66 06 mill ion 

*These resources include third-party payment estimates to individual providers, 
community hospitals, community health centers and the Veterans Administration 
Center at Toguso 
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More specific information regarding mental health-related expenditures 

is available in the State Mental Health Plan or from DMH&MR" 

In an era characterized by decreased reliance upon government funding, 

challenges to the mental health system are obvious and significant" 

Objective lOolO.l 

To determine and project probable short-term changes in the total composi

tion and level of resources which support mental health care. 

Recommended Action 

Currently, projected fiscal impacts of next year's federal and State 

budgets are developed by each of many individual programs (e.g", Bureau of 

Mental Health, Rehabilitation, Medicaid, Children's Services). These are 

consolidated to some extent at Departmental levels, and reviewed by various 

councils, provider coalitions or citizen groups" Responses are planned and 

legislated based upon varying levels of comprehensive organizational concern" 

Because mental health conditions and the nature of the service system are 

affected by a broad range of health, social and economic resources, there is 

a particular need to provide a greater emphasis upon the coordination of fiscal 

analysis and planning" 

DMH&MR should use existing fiscal data as the basis for a historical trend 

analysis and short-term projection based upon known or anticipated changes and 

summary of resource development requirements" 

Resourtes Raguired 

Existing DMH&MR personnel" 

Current Status 

Various compilations of mental health-related fiscal resource information 

have or will be developed in regard to: CMHC contract monitoring, federal 

community support systems project reporting, institutional data system planning 
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and gen_eral information services" This information could be organized and 

analyzed to provide resource development recommendationso Non-public resources 

also should be included in this analysis" 

Objective l0ol0o2 

To develop collaborative mechanisms to increase the level and effective 

use of mental health resources" 

Recommended Action 

DMH&MR should provide leadership and assistance to a coalition of mental 

health providers, professionals, parents and others, in order to develop plans 

and strategies for effective utilization of resources for mental healtho This 

coalition should include both public and private providers. 

Resources Required 

Lead staffing provided by DMH&MRo 

Current Status 

Several committees, councils and units of State government with interest 

in mental health resource use and efficiency are currently addressing related 

issueso 

In 1983, Governor Brennan signed into law Chapter 515, An Act to Provide 

Equitable Mental Health Insurance" This Act requires that every insurer which 

issues group health care contracts to Maine residents shall provide inpatient, 

outpatient and day treatment services to any subscriber or other persons 

covered under those contracts for conditions arising from mental illness" 

Employee group insurance policies issued to employers with 20 or fewer employees 

are exempt from this provision. This law does permit insurers to develop 

policies that contain provisions for maximum benefits, co-insurances, reasonable 

limitations and deductibles. 
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11 . ~ .. · .Heal th Prornot_ion 

An Introduction to Health Promotion 

Health promotion is any effort or combination of efforts designed 

to help bring about or further the development of the state of physical 

and mental well-being in individuals. A major objective of health promo

tion endeavors is the avoidance, limitation, or postponement of disease, 

disability and premature death. However, health promotion efforts are 

also oriented toward the attainment of "wellness," that is, maximizing 

the individual's potential within the environment where he is functioningo 

A major challenge that exists is for the citizens of Maine to extend the 

years of life that can be lived actively with pleasure and with minimal 

dependency and disabilityo 

The consensus regarding the need for, and value of, health promotion 

has recently become more apparent. Commissioner Petit of the Department 

of Human Services has stated that the "major goal of this administration 

will be the development and implementation of a positive health strategy, 

one which emphasizes the promotion of health and the prevention of disease 

as an equal partner to the development of more sophisticated ways to 

diagnose and treat our afflictions." The last two federal administrations 

have stated that disease prevention and health promotion were key elements 

of national health policyo According to R·ichard Schweiker, former Secretary 

of the Department of Health and Human Services under President Ronald Reagan, 

"the future of health care under the Reagan Administration can be described 

in two words: competition and preventiono The (second) major thrust of 

our new direction in health care ... is a rigorous effort toward health 

promotion, health protection and disease prevention., 111 
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The private sector has also become increasingly involved. Over 500 

corporations nationwide have set up programs to promote the health of their 

employees. A wide range of services is often offered by these companies 

including stress management, substance abuse/employee assistance, health 

screening, hypertension control, smoking cessation, and nutrition/weight 

management, exercise, and personalized risk-factor calculation programs. 

One major factor leading to increased emphasis on health promotion 

stems from the belief that future improvement in health status will not be 

made predominately through the treatment of disease, but rather through its 

prevention. The mortality rate from infectious diseases such as tuberculosis, 

gastroenteritis, diphtheria, and poliomyelitis has drastically decreased 

during the period 1900-1980. During this same period, the major chronic 

diseases, such as heart disease, cancer and stroke, have become the three 

leading causes of death for both the United States and Maine" (See Tables 

3 and 4 - pages 26 & 27 in Chapter I I.) For many years~ lack of knowledge 

about the causative factors contributing to chronic disease hampered the 

development of preventive strategies. Research has resulted in a greater 

understanding of the role of personal lifestyle and environmental factors 

in chronic illnesseso According to Healthy People, the Surgeon General 1 s 

Report on Health Promotion and Disease Prevention, "although the degenerative 

diseases differ from their infectious disease predecessors in having more -

and more complex - causes, it is now clear that many are preventable. 112 

The second major factor leading to a greater emphasis on health promo

tion has been the pressure of rising costs. Americans spent more than $245 

billion on health care in 1980. By 1983, the national health bill was 

expected to equal 10 percent of the gross national product. Those relatively 

few diseases and conditions that account for a large proportion of all 

deaths in the United States and Maine also account for a major share of the 

-370-



of the economic burden. According to the Health Care Financing 

Administration (HCFA), costs associated with the four major causes of 

death in 1975 accounted for 30 percent of the $110.8 billion direct total 

cost of illness in that year. Of the $120u4 billion of indirect costs 

attributable to premature death from all disease and conditions, 62 percent 

($74.6 billion) was for the same major disease categories. 3 

A major emphasis of health promotion activities is to assist changes 

in individual behavior. The USDHEW Report of the Task Force on Prevention 

notes that 11 if effective approaches were developed to encourage positive 

changes in just five behavioral factors (smoking, nutrition, exercise, 

alcohol consumption and patient adherence to hypertensive medication), the 

incidence of seven out of ten leading causes of mortality in this country 

could be substantially reduced (heart disease, cancer, stroke, diabetes, 

accidents, cirrhosis of the liver, and arteriosclerosis). 114 These same 

seven causes of mortality are among the top ten ranked causes of mortality 

in Maine. 

Epidemiological efforts have resulted in a tremendous increase in 

knowledge regarding the causes of chronic diseases but many gaps still 

exist. Epidemiologists have primarily utilized retrospective studies 

(studies of population where the disease has already occurred) and, more 

recently, prospective studies (those that.follow the study group forward 

from a point in time and observe whether a disease process develops) to 

attempt to determine the causes of chronic diseases. The etiology of 

chronic diseases is often so complex that complete knowledge of disease

causing processes does not exist. Epidemiological studies, particularly 

prospective, often have been able to identify major factor(s) (e.g., smoking, 

exercise, patterns of food consumption) that are associated with an increased 

risk of a person developing a disease (e.g., coronary heart disease)" 
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The Office of Disease Prevention and Health Promotion recently 

compiled a cha rt linking the major causes of death in 1977 and the "risk 

factors'' most commonly associated with the development of the disease 

(see Table l). 

Table l 

Major Causes of Death in 1977 and Associated Risk Factors5 

Cause 

Heart disease 

Malignant neoplasms 

Stroke 

Accidents other than 
motor vehicle 

Influenza and pneumonia 

Motor vehicle accidents 

Diabetes 

Cirrhosis of the liver 

Arteriosclerosis 

Suicide 

Percent of 
All Deaths 

37.8 

20A 

9.6 

2.8 

2.7 

2.6 

L7 

1.6 

1.5 

1.5 

Risk Factor 

Smoking, hypertension, 
elevated serum cholesterol 
(diet), lack of exercise, 
diabetes, stress, family 
hi story 

Smoking, worksite carcinogens, 
environmental carcinogens, 
alcohol, diet 

Hypertension, smoking, elevated 
serum cholesterol, stress 

Alcohol, drug abuse, smoking 
(fires), product design, hand
gun availability 

Smoking, vaccination status 

Alcohol, no seat belts, speed, 
roadway design, vehicle engineer
ing 

Obesity 

Alcohol abuse 

Elevated serum cholesterol 

Stress, alcohol and drug abuse 
and gun availability 

Source: The Office of Disease Prevention and Health Promotion, 1977. 
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A major prevalence study with new information about the health promo

tion-related behavior of Maine adults has recently been conducted. This 

study was funded in part by a contract from the National Heart, Lung and 

Blood Institute to the Department of Human Services and subcontracted to 

Medical Care Development, Inc. This statewide Household Survey of 

Prevalence and Control of Hypertension .iD_ Maine, conducted in 1980-81, 

provides new information on Maine adults over 18 years old about smoking, 

nutrition, exercise, alcohol consumption and patient adherence to hyper

tensive medication. A recent national source of comparable data on adults 

aged 20 through 64 exists through the 1979 National Survey of Personal 

Health Practices and Consequences. 

Data from these surveys indicate that Maine adults (ages 18-64) have 

a higher proportion of current smokers than the sample of national adults 

(ages 20-64). 

Table 2 illustrates that for both males and females a higher proportion 

of Maine adults surveyed were current smokers than the United States sample. 

Also, in every age group, a higher proportion of Maine females were smokers 

than the United States sample. These proportional differences were greatest 

in the youngest age groups. 
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Table 2 

Proportion of Maine and United States Adults Who are Current Smokers1 
by Age and Sex 

Current 
Smokers 18-34 20-34* 

Maine Males 48.2% 

Age Groups 

35-44 35-49* 

39.6% 

45-64 50-64* 

33o3% 

18-64 
20-64* 

40.7% 
U.S. Males 37" l % 43o2% 36o0% 3808% 
Maine Females 38. 1% 39.3% 37.0% 37.9% 
U.S. Females 32.0% 36.9% 30.0% 32.9% 

*National Data Age Groupings. 

Source: National Survey of Personal Health Practices and Consequences, 1979" 
Household Survey of Prevalence and Control of Hypertension in Maine, 19810 

1Table utilizes 1979 data for the U.S. and 1980-81 for Maine population. 

Data from these surveys also indicate that a much higher proportion 

of Maine adults consider themselves overweight than the comparative national 

adults surveyed. This holds true for both sexes and all age groups as 

Table 3 illustrates. 

Consider Themselves 
Overweight 
Maine Mal es 
U.S. Males 
Maine Females 
U.S. Females 

Table 3 

Proportions of Maine and United States Adults 
Who Consider Themselves Overweight by Age and Sex 

Age Groups 

20-34 35-49 50-64 20-64 
45.0% 59.0% 54. l % 52o2% 
25.7% 40.8% 4108% 34o4% 
66.4% 69. l % 66.2% 67o2% 
43.2% 56.7% 54.7% 50.3% 

*Maine Data was only source available. 

65+* 
3505% 

5500% 

Source: National Survey of Personal Health Practice and Consequences, 19790 
Household Survey Prevalence and Control of Hypertension in Maine, 19810 
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Table 4 

Weight for Height by Age and Sex of Respondent 
as found in Household Survey of Prevalence 

and Control of Hypertension in Maine 

Age Groups and Sex 

18-34 35-54 55+ Total 
M F M F M F M F 

More than 10% 
Below Ideal 1108 9"0 

10% Below Ideal 
to 10% Above 49.6 5501 

10% Above Ideal 
to 20% Above 210 l 1308 
20% Above Ideal 
and Over 17.5 22.l 

1. l 

27o4 

3L9 

408 

3006 

28o5 

36.2 

7.7 6.7 

Definition: Ideal Weight was defined from the Metropolitan Life medians with 
extrapolations for short or tall people. 

38A 

2L6 

Source: Maine Department of Human Services, Bureau of Health, Health Promoter use 
of Household Survey of Prevalence and Control of Hypertension in Maine 
Data, July, 1982 0 

Table 5 provides a comparison of Maine's Household Survey data regard

ing weight for height with that of five other states. Data from these 

recent risk factor prevalence surveys indicate that, for many age and sex 

groups, a higher percentage of Maine adults were more than 20% above their 

ideal weight than comparable groups in the comparison states. It should 

be noted that controversy surrounds the use of the 1959 Metropolitan Life 

medians as height-weight standardso However, these standards, which are 

currently being revised 11 upward" to reflect the higher median we·ights of 

Americans, are the most commonly utilized standards. 
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Table 5 

Weight for Height by Age and Sex 
Percentage of Sample Found to Be 
20% or More Above "Ideal Weight" 

Comparison of Six States 

Age GrOUQS and Sex 

18 - 34 35 - 54 55+ 
State M F M F M F 

Maine* 17. 5 22. l 31. 9 36.2 29.3 37.8 
Nebraska** 16.0 19. 5 32.8 27. l 23.4 25.0 
West Virginia 20.2 21.6 21.3 17. 7 31.5 34. l 
Alabama 15. l 12.6 33.2 40.6 20.3 25.3 
Virginia 15 .4 14.9 25.9 15. 2 37.2 27.6 
Flor·ida 17 .4 14.0 28.3 39.5 21. 7 4-0. l 

Definition - Ideal Weight was defined from the 1959 Metropolitan Life medians with 
extrapolations for short or small people for all six states. 

*Maine adults ranking (regarding the percentage of adults who were reported to be 
20% or more above ideal weight) among the six states surveyed for each age and sex 
group are as follows: Males 18-34, second; Females 18-34, first; Males 35-54, 
third; Females 35-54, third; Males 55+, third; Femal~s 55+, second. 

**It would appear that demographically (e.g., race, age distribution), Nebraska 
would be the state that is most similar to Maine. In 5 out of the 6 age-sex groups, 
a higher percentage of Maine adults sampled were found to be more than 20% above 
the "ideal weight" than in the Nebraska sample. 

Source: 
l) Maine Department of Human Services, Bureau of Health, Health Promoter use 

of Household Survey of Prevalence and Control of Hypertension in Maine Data, 
July, 1982. (Heights and weights of respondents are self reported.) 

2) Center for Disease Control Risk Factor Telephone Prevalence Survey, 1982. 
(In the Center for Disease Control Surveys, 500 randomly sampled respondents 
were asked to report their current height and weight.) 
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Medical Care Development, Inc" 1 s May 1982 report of findings on 

the Household Survey of Prevalence and Control of Hypertension in Maine 

provided the following information regarding the present state of 

hypertensive care in Maine. 6 

a) The prevalence of hypertension is estimated to be 24% (hypertensive 

being defined as diastolic blQod pressure greater than or equal to 

90 (~90) or less than 90 (<90) and on antihypertensive medication). 

Of this 24%, one-half have uncontrolled high blood pressure and one

half have controlled high blqod pressure" 

b) 75% of Maine's hypertensives are aware of their·condition, for they 

have been told by a doctor that they have high blood pressure. Eighty 

percent of the hypertensives currently taking medication have their 

blood pressure under control. 

c) Body Type: A strong relationship between prevalence of hypertension 

and body type as assessed by the interviewer was found. The 11 heavy 11 

body type has a particularly high rate of hypertension (42%) compared 

to 9ther body type categories ( 11 norrnal 11 17%, and 11 thin 11 13%). This 

relationship between prevalence qf hypertension and body type was 

found to be statistically stronger than the relationship between the 

prevalence of hypertension and any of the other factors studies 

(age, income, education, ethnicity, and sex). 
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A comparison of Maine and United States adult alcohol consumption 

habits is presented in Table 6. 

Drinking Large 
Quantities of 

Alcohol 

Maine Ma·les 

U.S. Males 
Maine Females 
U.S. Females 

Table 6 

Alcohol Consumption Habits by Age and Sex 
Maine* and United States** 

Age Groups 

18-34 ·20-34*** 35-49*** 35-54 50-64*** 

54.4% 10.7% 
24.2% 16.6% 16.8% 

8. l % 1.8% 
4.2% 2.7% 2.8%. 

Ages*** 
55+ 20-64 

4.8% 
19. 2% 

3.3% 

3.2% 

*The Household Survey (Maine Data) utilized the term "Acute Episode of Alcohol 
Consumption" which is defined as drinking 5 or mdre dri-nks at least once every 
2 weeks or drinking 3 drinks on a daily basis. 

**The National Survey of Personal Health Practices (U.S. Data) utilized the term 
"Large Quantity" which was defined as drinking 5 drinks or more in a day at 
least once a week or drinking 3 d~inki 6n a daily b~sis. · 

***National Data Age Groupings. 
Source: National Survey of Personal Health Practices and Consequences, 1979. 

18-75+ 
A 11 Ages 

16.7% 

3.9% 

Household Survey of Prevalence and Control of Hypertension in Maine, 1981. 

These data indicate that a higher proportion of Maine's young adults 

"drink a large quantity of alcohol" than the comparative national sample. 

Heavier drinking behavior is much more likely to be reported by men than 

women in all age groups. 
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Finally, the Maine Household Survey provided the following data 

about the exercise behavior of Maine's adults in Table 7o 

Table 7 

Exercise Behavior by Age and Sex of Respondent 
(percentages) 

Age Groups and Sex 

18-34 35-54 55+ Total 
M F M F M F M F 

Never Exercise 11. 4 11. 3 15. 2 20.7 30. l 39.5 18.6 24. l 

Light to Moderate 61.6 71.4 66.4 68.8 55. l 56.3 61. 3 65.3 

Heavy Exercise 27.0 17.3 18.3 l 0 .6 14.8 4.2 30. l 10.6 

Definitions: All types of exercise behavior added together. Never exercise= 0 
hours/week; Light-Moderate= exercises up to six hours/week; 
Heavy - exercises more than six hours/week. 

Source: !,Jaine Department of Human Services, Bureau of Hea 1th, l•la i ne Heal th 
Promoter, May-June, 1932 

These data indicate that females reported slightly greater light 

to moderate exercise rates than males of similar age groups, while males 

reported higher "heavy'' exercise rates. Except for the youngest age 

group, females were more likely than men never to exercise. 

Maine also has available statewide data regarding those health condi

tions whose incidence may be related to the five behavioral factors 

discussed above. 

Table 8 indicates that seven out of the ten leading causes of mortality 

in Maine are ·identical to those national causes of mortality whose preva

lence may be affected by changes in the behavioral factors. 
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Table 8 

LEADING CAUSES OF DEATH RANKED BY CRUDE DEATH RATE 
AND BY TOTAL YEARS OF LIFE LOST 

Maine, 1980 
(Resident Data) 

Crude Death Ratea Total Years of 
Cause of Death (Rank) Life Lostb (Rank) 

Diseases of the Heart* 
Cancer* 2 2 
Cerebrovascular Disease* 3 4 

Accidents* 4 3 

Chronic Obstructive 5 6 
Pulmonary Disease and 
Allied Conditions 

Influenza and Pneumonia 6 9 
Arteriosclerosis* 7 12 
Diabetes* 8 11 
Cirrhosis of the Liver* 9 10 

Suicides 10 7 
Certain Diseases of 

Early Infancy 12 5 
Congenital Anomaliesc 14 8 

aActual number of deaths per 100,000 population. 
bBased on difference between age at death and life expectancy from 1977 
United States Life Tables for white population. An infant death 
represents 73.8 years of life lost; death of a 50-year-old person 
represents 27.7 years of life lost. 

C 

The years of life lost measure may be misleading when applied to 
deaths from congenital anomalies, since such conditions are already 
present at birth. 

*Causes of mortality whose prevalence may be affected by behavioral 
factors of smoking, nutrition, exercise, alcohol consumption and 
adherence to hypertension medication. 

Source: Division of Research and Vital Records 
Maine Department of Human Services 
January, 1982 
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Table 9 compares Maine (1977-79) and United States (1~78) age 

standardized death rates. Maine age standardiz~~ death rates exceed 

national rates for five of the seven leading causes of mortality whose 

incidence may be affected by changes in the five behavioral factors 

previously discussed. 

Table 9 

VITAL STATISTICS INDICATORS OF HEALTH STATUS: 
AGE-STANDARDIZED DEATH RATESa FOR SELECTED CAUSES 

Maine (three-year average: 1977-1979) and United States (1978)b 
(Resident Data) 

Deaths Per l ,000 
C 

Maine P977-791 U.S. ~l978l 
Cause of Death Actual Rate Aqe Stand.Rate Actual Rate 

Diseases of the Heart 361 .6 351.0* 348.6 
ca·ncer 207.2 205.4* 186. 6 
Cerebrovascular Disease 83.8 80.1 81.5 
Accidents 43.5 44.9 47.9 
Chronic Obstructive Pulmonary 
Disease and Allied.Conditions 30.9 29.9 26.7 

Influenza and Pneumonia 24.3 23.2 2703 
Arteriosclerosis 16.6 15 .6* 14.2 
Diabetes 15.7 15. 3* 15.0 

Cirrhosis of the Liver 15. l 15.5* 13.2 
Suicides 13.6 14.2 13.4 
Congenital Anomalies 6.4 5.9 5.7 
Certain Diseases of Early 

Infancy 5.5 4.9 16.0 

aAge-standardized death rates per 100,000 population were computed using the 
direct method, i.e., applying the age-specific death rates to the standard 
1978 United States white population. 

bRates for white population. 
cICDA-8 used for 1977, 1978 codes; ICD-9 used for 1979 codes. 
*Maine age standardized death rates exceed national rates for those causes of 
mortality whose prevalence may be affected by changes in five previously 
cited factors. 
Source: U.S. - National Center for Health Statistics 

Hyattsville, Maryland, September 1980 
Maine - Bureau of Health Planning and Development 

Maine Department of Human Services 
September 1980 
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In conclusion, available "lifestyle" related data indicate that 

Maine adults practice many 11 risky 11 behaviors, often at a greater rate than 

comparative national samples. Data also indicate that Maine adults 

experience higher mortality rates from several causes often related to 

these same behavioral factors than the national adult population. 

As the open-endedness of the definition of health promotion indicates, 

there are obviously many ways to promote health. The type of interven

tions utilized to promote health include educational service provision, 

technological, legislative, regulatory and economic approaches. 

Health promotion efforts are not focused in one central setting such 

as the medical care system, but occur in many milieus. These settings 

include the workplace, schools, community agencies, homes and health care 

facilities. Health promotion interventions are often aimed at changing 

the behaviors of individuals and also include environmental changes that 

affect groups and communities. 

Examples of health promotion efforts are health education programs 

designed to help students understand the health risks related to alcohol 

use, smoking cessation service programs in the workplace, and the develop

ment of child resistant drug containers designed to attempt to reduce 

accidental poisoning deaths among children. 

Studies indicate that it is not the practicing of any one individual 

habit but the development of a pattern of good personal health practices 

that can best affect health status. The studies by Ors. Brewlow and Belloc 

in California in 1973 indicate that the average life expectancy of men 

aged 45 who reported six or seven (out of seven) "good" personal health 

practices was more than 11 years more than that of men reporting fewer than 

four. For women, the relationship between health practices was less 

strong, and the difference between the life expectancy at age 45 for those 
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who reported six or seven, and those who reported fewer than four, was 

7 years. These seven ''good" individual health practices are: 

l. Three meals a day at regular times with no snacking between 

meals. 

2. Breakfast every day. 

3. Moderate exercise at least 2 or 3 times a week. 

4. Eight hours of sleep a night. 

5. No smoking. 

6. Reasonable weight control. 

7. No alcohol or only in moderation. 

This relationship between positive health practices and mortality 

rates was found to be independent of income level and physical health 

status. 7 

An examination of the emerging profile of national health data suggests 

some interesting and encouraging trends related to individual health prac

tice patterns associated with health promotion efforts. Throughout tl1is 

century annual adult per capita cigarette consumption rose until 1964, when 

the first Surgeon General's report on smoking and health was published and 

a comprehensive public and private effort was initiated to reduce smoking. 

During the past fifteen years, the proportion of adults who smoke has 

declined more than twenty percent. Analyses of subsequent cigarette 

consumption suggest that without the anti-smoking campaign, cigarette 

consumption in 1978 would have been more than forty percent greater than 

it actually was. 8 However, recent data indicate that there has been an 

increase in the past fifteen years in the prevalence rates of young women 

(18-34 years) who smoke. 

A 1980 Gallup poll indicates that the proportion of the population 

engaging in regular exercise has increased as much as 100 percent in the 
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9 past decade. Data from the United States Department of Agriculture 

indicate that national aggregate consumption of foods high in total fat, 

saturated fat, and cholesterol 9 often linked to increased cardiovascular 

risk, has decreased ten to fifteen percent or more within the last 

decade. 10 

National mortality rates for cardiovascular disease also display some 

encouraging trends. Heart disease has been the leading cause of death in 

this country since 1910, except for the years of the influenza epidemic 

(1918 to 1920). Although there has been a gradual decline in cardiovascular 

disease since the l940's, the decline has accelerated in recent years. 

Between 1970 and 1980 1 the age-adjusted death rate declined 37.4% for stroke 

and 19.0% for all heart disease; the decline has been even greater for 

ischemic heart disease alone. 11 The United States is virtually unique in 

the world in terms of the magnitude of this decline during the past decade. 

This improvement is most likely attributable to both improved clinical 

management of cardiovascular conditions and efforts to change the profile 

of overall cardiovascular risk for Americans. It is extremely difficult 

to ascertain the proportion of decreased mortality rates due to either 

improved clinical management or selected cardiovascular risk factors. One 

might note that several recent studies have been unable to conclude that 

the dramatic recent decline in cardiovascular mortality rates could be 

directly related to specific improvements in long term coronary care. 12 

However, the recent changes in cardiovascular risk profiles of Americans 

in areas such as smoking, exercise and consumption of foods cited above, 

combined with targeted efforts such as the National High Blood Pressure 

Education Program and various efforts of voluntary and professional organiza

tions, have most probably facilitated this decline in mortality rates. 
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Epidemiological studies have indicated that certain health promotion 

efforts have been effective in reducing cardiovascular risk. One study 

conducted in Sweden found that aggressive treatment of high blood pressure 

in a group of men 47 to 54 years of age cut in half the incidence of 

coronary .heart disea$e dµring a four year period, compared with a control 

group. 13 

Another study of the Stanford Heart Disease Program found an extensive 

community health education program to be effective in decreasing risk 

factors related to cerebrovascular disease. This field experiment was 

conducted in three communities in Northern California. In two of these 

communities there were extensive mass media campaigns over a two year 

period, and in one of these, face-to-face counseling was also provided 

for a small subset of people. The study population was interviewed and 

examined before the campaign began and one and two years afterward to assess 

knowledge and behavior related to cardiovascular disease (e.g., smoking, 

exercise and diet) and also to measure physiological indicators of risk 

(e.g., blood pressure, relative weight and cholesterol). In the control 

community, the risk of cardiovascular disease increased over the.two years, 

but in the treatment communities there was a substantial and sustained 

decrease in risk. 14 

That health promotion efforts often attempt to decrease the prevalence 

of chronic diseases has many implications for the evaluation of these 

efforts. Much of the success related to a reduction in incidence of 

infectious diseases has come about through the identification of specific 

disease-causing agents (etiologic agents) and devising of public health 

approaches that intervene with these agents before the completion of their 

transmission cycle can fatally affect humans. This process is much more 

complex for chronic diseases. The disease-causing agent is often unknown 
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for chronic diseases. Each stage in the chronic disease spectrum usually 

lasts a number of years, varying with the disease and the individual, 

and distinctions between the stages are often difficult to make. 

It is also necessary to sift through many studies to determine those 

areas in which a solid body of evidence exists that would enable one to 

"conclude" that certain health promotion intervention activities designed 

to affect a specific II risk factor" might succeed. Because of the conflict

ing evidence provided through these studies, this task is often quite 

difficult. Determining the efficacy of selected health promotion interven

tion efforts is further compounded by the difficulties caused by isolating 

the i
1effects 11 of an intervention from the multiple methods utilized and the 

various settings in which these efforts are performed. 

These efforts are further stymied because whatever benefits do develop 

may not be demonstrated until after a period of many years" Thus, demands 

for resource allocation for these activities may not be perceived to be 

as pressing in the political marketplace of the public sector or provide 

the necessary short-term pay-back often required by the private sector. 

These difficulties in evaluating health promotion efforts do not mean 

that it is not necessary to continue forward with these interventions. The 

hard issues of resource allocation, more accurate ev~luation, role deline

ation and the appropriate structuring of these efforts will continue to 

evolve through interaction of both the public and private sector. 

Given the rapidly increasing costs of health care, and the increasing 

evidence that supports the belief that major future improvement in health 

status will be made through the prevention and/or delay of illness and 

accidents, the State of Maine must vigorously pursue a positive health 

strategy that supports both public and private health promotion efforts. 
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llobo Nutrition Services 

GOAL 11.bol 

INCREASED COORDINATION OF EFFORTS AMONG PROVIDERS OF NUTRITION EDUCATION 
SERVICES SHOULD BE ENCOURAGED" 

Rationale 

Many sources of nutrition-related information are currently available to 

the general public. The consumer is often provided with conflicting nutrition

related advice from these different sources. Coordination among those organi

zations and individuals responsible for providing nutrition education services 

can avoid or decrease the duplication of efforts and ensure that a strong 

consistent body of nutrition information is provided to consumers" 

Objective 11.b.l.l 

To develop and disseminate information regarding recommended dietary 

guidelines for Maine 1s citizens" 

Recommended Action 

The Maine Nutrition Council should lead a coordinated effort of public and 

private individuals and organizations to develop a comprehensive understandable 

set of nutrition guidelines" 

Resources Required 

Existing resources of the Maine Nutrition Council with input from public 

and private individuals and organizations" Additional financial resources may 

be required to print, publicize and distribute materials developed. 

Current Status 

The Maine Nutrition Council, formed in March, 1982, evolved from the Maine 

Nutrition Committ~e. According to its bylaws, the Maine Nutrition Council shall 

use its resources to promote healthful nutrition practices, recommend the assess

ment of nutrition needs in Maine and ways to meet those through education, make 

available information on the reduction of risk of nutrition-related disorders, 
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stimulate research in priority nutrition areas, and facilitate impartial eva 1-

uation of nutrition education programs in the State of Maineo 

The membership of the Nutrition Council is made up of private, not-for

profi t organizations, proprietary organizations, academia, State government and 

individual practitioners. The Nutrition Council held its first annual nutrition 

conference in March, 1983. Future conferences may focus on the development.of 

dietary guidelines. 

Objective 11_ ;,·b.1.2 

Efforts to transmit nutrition information to the public by health care and 

human service providers should improve. 

Recommended Action 

Nutrition information is provided to the public in many settings by several 

levels of health care practitioners. Providers of nutrition information may 

include, but are not limited to physicians, nurses, dentists, pharmacists, 

nutrition consultants, dietitians& health educators, home health care aides, 

human service agencies, and homemakers. Settings include medical and dental 

offices, hospitals, human service agencies, nursing homes, schools, pharmacies, 

and private homes. These providers should coordinate efforts to ensure that 

patients and/or clients receive consistent dietary information. Particular 

attention should be given to improving coordination of providers offering 

different levels of care. Efforts to provide methods and trans-disciplinary 

continuing education opportunities in nutrition-related topics to all levels 

of providers should be encouraged. Referrals should be made by physicians, 

social workers, and other providers to appropriate nutrition-related providers 

when indicated~ 

The Maine Dietetic Association and the Maine Nutrition Council should 

publish and distribute a directory of nutrition resources in Maine. The 
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directory would serve as an informational and educational tool for nutritionists, 

physicians and others seeking referral sources, educators and the general public. 

One possible source of nutrition-related information is the newly formed 

U"S" Department of Agriculture Human Nutrition Research Center on Aging at 

Tufts University. A coordinated effort with participation by the Bureau of 

Maine's Elderly, the Maine Dietetic Association. the Maine Nutrition Council 

and other health professionals should explore the feasibility of developing a 

formal linkage with this Center. 

Resources Required 

Existing health care resources will be utilized for many of the recommended 

actions. Additional financial resources will be required to print and distrib

ute the directory of nutrition resources. 

Current Status 

Communication among providers is ongoing and extremely difficult to fully 

document. Examples of coordination efforts include trans-disciplinary continu

ing education workshops and case conferences. 

Obj~ctive 11.b.l.3 

Statewide nutrition efforts focusing on specific nutrition-related topics 

should be encouraged. 

Recommended Action 

The Maine Nutrition Council and the Maine Dietetic Association should serve 

as the coordinating groups for the development of time-limited statewide nutri

tion education efforts. These nutrition education efforts should focus on 

informing the public, with particular emphasis on at-risk populations, about 

a _specific nutrition-related topic for a defined time period. Efforts to 

maximize participation of both public and private nutrition education providers 

and representatives of the media from all areas of the State should be encouraged. 
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Resources Required 

Existing nutrition education providers with leadership provided by the 

Maine Nutrition Council a Additional financial resources from public and 

private sources may be necessary for the publication and dissemination of the 

informationo 

Current Status 

The Maine Nutrition Council recently stated its desire to act as a 

coordinating vehicle for specific time-limited nutrition education effortso 

The Maine Dietetic Association has collaborated with the Maine Heart Association 

and Blue Cross and Blue Shield of Maine to publish a nutrition education booklet 

entitled "Food Styles: A Nutrition Handbook for the BO'sa'' The booklet which 

contains answers to questions commonly asked of dietitians by consumers has 

been widely distributed in Maine during the spring of 19830 

Objective ll.b.L4 

To improve the coordination among the departments of State government that 

provide nutrition education services to ensure that actions taken and messages 

projected are consistent" 

Recommended Action 

An interdepartmental coordinating committee made up of appropriate repre

sentatives of the Department of Educational and Cultural Services, Department 

of Agriculture, Department of Corrections, Department of Human Services, and 

Department of Mental Health and Mental Retardation should be formedo Department 

of Human Services representatives should include individuals from the Bureau 

of Health, Office of Dental Health, Bureau of Maine's Elderly, Bureau of Inccme 

Maintenance, Division of Licensing and Certification, and Bureau of Social 

Services a 

The Maine State Health Coordinating Council (SHCC) should request that 

the Commissioners of the various departments involved agree to establish the 
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coordinating committee and appoint appropriate staff to be memberso The SHCC 

should also organize and conduct the group's initial meetingo The committee 

should establish its own form and structure; As part of its early efforts, the 

committee should review the nutrition section of the State Health Plan for 

Maine, develop implementation strategies for it and seek ways to coordinate the 

work programs of the various departments" This interdepartmental coordinating 

committee should work together to ensure that Stctte government is providing a 

consistent body of nutrition education advice through the programs that these 

departments administero In addition~ the coordinating committee will serve as 

an entry point in State government for public and private organizations and 

citizens interested in nutrition" 

Resources Required 

Existing staff resources of the Department of Educational and Cultural 

Services, Department of Agriculture, Department of Corrections, Department of 

Mental Health and Mental Retardation and Department of Human Serviceso 

Current Status 

Several of the departments are currently coordinating efforts on an informal 

basiso Examples of such efforts include the publication of 11 Nutrition l~otes, 11 

a nutrition information supplement published by the Division of Child Health, 

Bureau of Health, Maine Department of Human Services" The publication is 

prepared by individuals representing the Departments of Human Services and 

Educational and Cultural Services, the Maine Cooperative Extension Service, 

and private agencies" The Department of Educational and Cultural Services 

State Advisory Council on Nutrition Education and Training Program includes 

membership of other State agencies and private groups" 
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GOAL llob.2 

TO CONTINUE TO STRENGTHEN EDUCATIONAL PROGRAMS WHICH TRAIN PERSONNEL RESPONSIBLE 
FOR PROVIDING NUTRITION INFORMATION TO THE PUBLICo 

Rationale 

The public benefits from having available proper information on nutritious 

eatingo The volume and quality of the information provided are related to the 

number of properly trained and educated professionals and service providerso 

Objective li~b~2ol 

Training programs for key nutrition personnel and other health professionals 

should be encouragedo 

Recommended Action 

The University of Maine, private colleges, and vocational technical insti

tutes should provide adequate programs to train diet technicians, registered 

dietitians, and teaching personnelo Adult education courses in the concepts 

of nutrition should be encouragedo The institutions should advertise the 

availability of these courses to members of the publico 

Professional organizations, such as the Maine Medical Association and the 

Maine State Nurses Association, should encourage their members to seek out 

continuing education opportunities in nutritiono 

Re~o~tte$:Required 

Existing resources of colleges, universities, vocational technical insti

tutes, health care associations and institutions in Maineo Maintaining and 

strengthening these programs requires the continued commitment of the institu

tions as evidenced thrpugh adequate fundingo 

Current Status 

The University of Maine at Orono offers a bachelor's and master's degree in 

foods and nutritiono This program is certified by the American Dietetic 

Association (ADA)o Certification by the ADA assures that graduates of both 
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programs are eligible to complete the requirements for certification as 

registered dietitians. The Master's program includes additional options of 

Food Science or Community Nutritiono The University of Ma'ine at Farmington 

offers a bachelor's· degree pnogram in nutrition education. 

The University of Maine at Farmington and Southern Maine Vocational Technical 

Institute offer dietary technician programs wh'ich are certified by the American 

Dietetic Association. The Farmington program is an associate•s degree program 

in nutrition care. The Southern Maine Vocational Technical Institute offers a 

dietary technician program in food service management. 

Local school districts are beginning to offer nutritior.-related courses 

as part of their adult education curricula. 

Objective ll~b.2.2 

Key food service personnel who provide meal services in institutional 

settings to various populations "nutritionally at risk" should be encouraged to 

enroll in nutrition education training courses provided through the vocational 

technical institutes. 

Recommended Action 

Site managers for the Nutrition Program for the Elderly, dietary employees 

at State institutions and supervisory level employees of school lunch programs, 

child care food programs, hospitals 9 intermediate care facilities and boarding 

homes should be encouraged to enroll in nutrition-related training courseso 

Nutrition-related training can affect both the nutritional quality of food 

provided and nutrition information disseminated to patients, students, and 

clientso 

The vocational technical institutes should be encouraged to offer these 

courses regularly. These courses should provide information both on the concepts 

of basic nutrition and methods of teaching nutritiono This information should 

ensure that service providers have the proper training to provide information 
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on nutritious eating. Consideration should be given to development of a core 

course with a number of mociul.es developed for providers in different settings. 

Resources Required 

Existing resources of the vocational technical institutes and nutrition 

education teachers. 

Current Status 

The vocational technical institutes provide a State-approved 96-hour nutri

tion education course that is required, by State regulation, for dietary 

supervisors at skilled nursing facilities. The vocational technical insti

tutes also offer salad bar and food preparation courses to school lunch person

nel through the Department of Educational and Cultural Services• Nutrition 

Education and Training (NET) Program. 

Objective ll~b.2.3 

To provide opportunities for school food service personnel to participate 

in educational programs. 

Recommended Action 

The Department of Educational and Cultural Services, the OHS Office of 

Dental Health, local school districts, and other private and semi-private 

agencies should encourage the participation of food service personnel in educa

tional opportunities. Increased educational opportunity should result in 

positive benefits to the school foods program and provide a common ground to 

initiate communication between teachers and food service personnel which can 

result in benefits to the student population. Local school districts which now 

are required to have some money available to reimburse teachers for college 

level courses should consider reimbursing food service personnel for courses 

taken at appropriate levels. Local school districts should encourage certifica

tion for food service personnel. 
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Resources Required 

This objective requires a joint effort of those agencies providing educa

tional training courses in nutritiono The Department of Educational and 

Cultural Services (DECS) should take a lead role in providing encouragement 

and assistance to food service personnel seeking nutrition education oppor

tunities. 

Current Status 

The DECS, the Office of Dental Health, and the Portland School District 

currently encourage food service personnel to participate in their programs. 

Funding for the NET Program, however, is not guaranteed beyond 1983. Funding 

for the Portland City Schools program is due to expire as of Ju·ly, 1983. The 

Office of Dental Health receives money from the Legislature for educational 

activities on a yearly basis. 

GOAL 11.b. 3 

NUTRITION EDUCATION PROGRAMS IN ALL SETTINGS SHOULD BE ENCOURAGED •. 

Rationale 

The message of good nutrition can be most effective if it is consistently 

voiced in the home, community, school and work site. 

Objettiva:11.b~3.l 

Measures should be taken to ensure that elementary and secondary teachers 

have the basic skills needed to teach nutrition. 

Retommended Attion 

Courses in the concepts of nutrition are not now required for teacher 

certification in Maine. Nutrition as a subject is not systematically taught 

until junior and senior high school when it is incorporated in health courses" 

A course in the concepts of nutrition should be a prerequisite for certifica

tion of new elementary teachers and secondary teachers in the fields of health, 
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physical education and biology. This would be a practical step towards elevat

ing nutrition into an important subject area in all grades. Continuing educa

tion requirements for these teachers should include a nutrition component built 

upon precertification courseworko All teachers who would benefit from this 

information should be encouraged to participate in these courses. The Maine 

Department of Educational and Cultural Services (DECS) should be primarily 

responsible for developing the State regulations necessary to implement this 

objective. 

The Maine State Board of Education has the authority to establish regula

tions relating to teacher certification. This State Board has not yet estab

lished such a requirement for the course and teachers listed above. The entire 

issue of certification of teachers is currently under review and this is a key 

time for appropriate organizations to endorse a nutrition course requirement 

for selected teachers. 

Sponsorship for the "concepts of nutrition" course for many teachers and 

food service personnel comes from the NET program as do the development funds 

for a nutrition methods course currently being developed at the University of 

Maine at Orono. Because federal funding is not guaranteed beyond 1983, methods 

should be sought to secure the continued funding of the program. The Maine 

Department of Educational and Cultural Services, Maine Nutrition Council, Maine 

Dietetic Association, and the Maine State Health Coordinating Council should 

join in a coordinated campaign to encourage the federal government to continue 

this program. If federal funding is not maintained, the Department of 

Educational and Cultural Services should& with the support of the groups named 

above, seek funding from other public and/or private sources. 

Resources Required 

The Department of Educational and Cultural Services should use current 

resources to develop the regulations necessary to implement the objectivea 
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Additional financial resources may be required by colleges in Maine to offer 

those courseso Resources now available under the Nutrition Education and 

Training Program may be used to underwrite the cost of developing a continuing 

education curriculum in nutrition based on precertification courseworko Addi

tional resources should be sought from the Maine Legislature and federal grant 

sourceso 

Current Status 

Currently, nutrition courses are not required for certification or recerti

fication creditso The University of Maine at Farmington requires one nutrition 

course as a requirement to obtain an Associate Early Childhood Degreeo The 

School of Human Development in the University of Maine at Orono requires one 

nutrition course in the baccalaureate degree programs of Child Development, 

Early Childhood and Elementary Educationo Students in the Orono College of 

Education who major in health& physical education, and recreation programs are 

required to take a nutrition courseo Effective fall, 1983, students choosing 

a health fitness option are required to take a nutrition courseo No other 

college or university in Maine requires a nutrition course as a prerequisite 

of graduation for education majorso 

The Maine State Health Coordinating Council provided testimony at the 

Department of Educational and Cultural Services public hearings on the State 

Board of Education's report on teacher certificationo The SHCC also, through 

a written appeal, encouraged other interested organizations to support the 

Council testimony at the public hearingso 

Objective ll.b~3o2 

There should be more coordination between individuals and groups who are 

working on guidelines for elementary and secondary school curriculum development 

and methods of integrating nutrition education into many of the core subject 

areas. 
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Recommended Action 

Many of the individuals contacted as part of SHCC's nutrition study 

expressed dissatisfaction with the traditional methods of teaching nutrition 

using the basic four food groupso While there are teaching modules available 

from various groups, such as the American Dairy Council, there does not appear 

to be anything acceptable to all of the individuals contacted" 

Currently several groups in the State of Maine are working on the develop

ment of curricula relating to nutritiono The State Department of Educational 

and Cultural Services currently has nutrition objectives developed for grades 

4, 8, and 11" The Department of Educational and Cultural Services should 

continue and complete the development of these guidelineso When developed, 

these guidelines will serve as a guide for local school districts in the develop

ment of curriculumo The Department of Educational and Cultural Services should 

lead a coordinated effort of educators and experts including individuals at the 

University of Maine at Orono and Farmington, the School Health Educ~tion Project, 

Maine Dairy Council, Portland City Schools and others to develop guidelines for 

teaching nutrition and model curricula for use at the local school levelo 

Local school districts which are planning to develop nutrition curricula 

to be used in district schools. should be encouraged to do the following: 

l) Perform, with the assistance of Department of Educational and 

Cultural Services materials, a nutrition education needs assess

ment; 

2) Survey available curricula and teaching strategies; 

3) Develop a scope and sequence that are compatible with other core 

subject and sequence plans and utilize all of the previously 

gathered information; 

4) Develop curriculum and lesson plans that are integrated, sequential 

and incorporate local needso 

-399-



Resources Required 

The Department of Educational and Cultural Services should serve as the 

lead body to accomplish this objectiveo The Department should draw on th~ 

knowledge of the nutrition experts in Maineo Additional financial resources 

may be requiredo 

Current Status 

Currently the Maine Department of Educational and Cultural services provides 

advice to school districts in the planning for curriculum development. The DECS 

has a bank of objectives and test items which is available to schools in many 

subject areaso The DECS is currently also working with faculty at the School of 

Human Development at the University of f-laine at Orono to develop a r.1ethods 

course in nutritiono This course is a follow-up to the ongoing concepts course 

developed as part of the Nutrition Education Training Programo In addition, 

the Department of Educational and Cultural Services serves on the advisory 

boards of several of the organizations currently working on curriculum develop

mento A project in the Portland Schools is developing teaching materials and 

lesson planso The School Health Education Project is developing a nutrition 

module to be used in teacher workshopso It seems probable that these groups 

working with other nutrition experts at the University of Maine at Farmington, 

the Dietetic Association and elsewhere can develop guidelines for curriculum 

development as well as a model school curriculum for nutrition based on 

materials developed in Maine and nationally which can be endorsed for use in 

Maine elementary and secondary schoolso 

Objective ll.bo3o3 

Measures should be developed to motivate individuals on a local level to 

take an advocacy role in developing nutrition education programs. 

Recommended Action 

The community has a major role in bringing effective nutrition education 

to the schoolso 
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Measures should be taken to assure an active role of key individuals on 

a community level in the development of effective nutrition education programsa 

The Department of Educational and Cultural Services should be responsible 

for creating the interest and awareness necessary for nutrition education to 

be adopted as a priority of the local school districta Other agencies of State 

government and private agencies, including the State Office of Dental Health, 

Maine Nutrition Council, Maine Dietetic Association, and the Maine Teachers 

Association, should attempt to create a demand for nutrition education on a 

local level 0 

Resources Required 

Existing resources of the Maine Department of Educational and Cultural 

Services coordinating with the other groups listeda A newly created health 

educator position shared between the Maine Department of Human Services and 

Educational and Cultural Services should have as a major work item the actions 

required to fulfill this objectiveo 

Current Status 

Currently there are no formal lobbying efforts ongoing on a local level 

to advocate for nutrition educationo 

Objective llobo3o4 

Schools should be encouraged to provide a nutritious choice of foods for 

sale on school premiseso 

Recommended Action 

The Department of Educational and Cultural Services should enforce regula

tions restricting the sale of foods in competition with school foods. The 

Department of Educational and Cultural Services should strengthen efforts in 

association with the Office of Dental Health and other agencies in assisting 

schools to secure alternative sources of funds to substitute for vending machine 

-401-



saleso Wherever possible, the Department of Educational and Cultural Services 

should also encourage schools to provide a reasonable choice of healthful 

foods and beverages for sale on school premiseso 

Resources Required 

The Department of Educational and Cultural Services should provide a 

leadership role in·concert with other organizations in this efforto 

Current Status 

The Department of Educational and Cultural Services has promulgated 

regulations restricting the sale of foods in competition with the school foods 

program which say, in part: 

"Any food or beverage sold during the normal s.chool day on school 
property of a school participating in the National School Lunch or 
School Breakfast Programs shall be a planned part of the total food 
service program of the school and shall include only those items which 
contribute both to the nutritional needs of children and the develop
ment of desirable food habitso Funds from all food and beverage sales 
during the normal school day on school property shall accrue to the 
benefit of the school 1s non-profit food service program." 

The restrictions apply to school hours only. The DECS does not have the 

authority to regulate activities in school after normal school hourso 

Most schools have interpreted this regulation as limiting the sale of 

food from vending machines during school hours. However, there is little 

enforcement of the regulation by either the Department of Educational and 

Cultural Services or schools. 

The Department of Educational and Cultural Services currently works with 

the Office of Dental Health to assist school systems to develop alternate means 

of fund raising for school projects which do not involve sale of food and 

beverages from vending machines. 

Objective 11.b.3"5 

To increase nutrition and health education and counseling efforts provided 

through the statewide Nutrition Program for the Elderly. 
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Recommended Action 

The Nutrition Program for the Elderly is a major service program for the 

elderly residing in the cornmunityo Nutrition and health education services 

are two of the recommended services to be provided through this programo 

The Bureau of Maine's Elderly should encourage the five Area Agencies on 

Aging to increase nutrition and health education and counseling efforts at 

congregate meal siteso Area Agencies on Aging have the discretion to utilize 

program funds for nutrition and health education serviceso 

These nutrition education efforts should be seen as an integral component 

of a general health education program for congregate site participantso 

Consideration should be given to utilizing non-didactic nutrition education 

methods that address program participants 0 individual nutritional concernso 

Funding for the Nutrition Program for the Elderly is projected to remain 

constant over the next fiscal yearo In light of increasing costs/meal it is 

unlikely that major increases in staffing levels will be made in the near future. 

Area Agencies on Aging could strengthen services through either limited contrac

tual arrangements or increase in voluntary in-service efforts by local nutri

tion and health education providers, including dietitians, health educators, 

nutritionists and pharmacistso 

Resources Required 

Existing resources of the Bureau of Maine's Elderly, Area Agencies on Aging, 

and local nutrition education providerso 

Current Status 

One Area Agency on Aging currently utilizes program funds for a part-time 

nutrition education consultanto Local nutrition education providers provide 

sporadic voluntary nutrition education sessions to the four other Area Agencies 

on Agingo 
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Objective ll.b~3.6 

Public and private institutions, and businesses with food service on 

premises or selling food should be encouraged to provide nutritional informa

tion as an educational tool. 

Recommended Action 

Businesses with cafeterias, hospitals, colleges, universities, and private 

schools should consider instituting a program such as that developed by the 

University of Maine at Orono Residential Life Program. The program provides 

nutritious foods, educational brochures. analysis of individual diets and 

counseling services. While the program was developed in a university setting, 

this model of providing nutrition education is applicable in many settings. 

Supermarkets and other food stores should also be encouraged to provide 

nutritional information on foods sold. Several food chains in Maine are 

employing various means to provide their customers with information on calories, 

salt, fat and sugar contents of foods. All businesses that offer food for sale 

on the premises should be encouraged to provide a nutritious choice of foods. 

Efforts to make nutrition education activities an integral component of 

employee health promotion programs in Maine should be encouraged. 

Resources Required 

The Maine Nutrition Council and the Maine Dietetic Association should 

actively support the development of these programs through expert advice and 

information on sources of written material. 

Current Status 

The University of Maine at Orono Residential Life Program consists of the 

following components: 

l) Nutritional education brochures and posters made available to 

students on site at dining hall; 
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2) Diet Data Days - a small computer is utilized to analyze indivi

dual student I s ct i et for c01npa tab i 1 i ty with recommended dietary 

allowances and measurements of caloric intake during a two-week 

periodo The Food Service Department hopes to make this an ongoing 

program in one cafeteria, with supervision/counseling provided by 

students; 

3) Vegetarian Alternative - vegetarian entrees (for all meals) are 

available in all 5 dining hallso 

At least two supermarkets in Maine, Shop N° Save and Shaws, provide certain 

nutritional information on their products soldo One fast food chain (Arby's 

Restaurant) provides certain nutrition information to its customers through 

brochures. 

Objective 11.b.3~7 

Efforts to maintain existing community nutrition education and food service 

programs that have displayed potential in aiding nutritionally at-risk popula

tions should be encouragedo 

Recommended Action 

Community nutrition education and food service programs can be an effective 

means of preventing illness in at-risk populations" For diseases which are 

nutritionally-related, these programs show great potential for providing a cost 

effective method of reducing health care costs through reduction in hospitaliza

tiono Many of the programs have undergone funding cutso In order to maintain 

these programs, organizations throughout Maine, including the Maine Nutrition 

Council, Maine Dietetic Association, schools, Maine Teachers Association, and 

the Maine State Health Coordinating Council should join in a coordinated 

campaign to impress upon federal officials, Representatives, and Senators, the 

importance of maintaining these programs at acceptable levels" If federal fund

ing is not maintained, the Departments of Educational and Cultural Services and 
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Human Services, with the support of the groups named above, should seek funding 

from other public and private sourceso 

Resources Required 

Funding for each of these programs comes from the federal governmento Fund

ing for these programs should be maintained at acceptable levels through public 

and, if necessary, private sourceso 

Current Status 

The community-based programs which provide nutrition education for at-risk 

populations include: 

l) The Women, Infants and Childrens 1 Program services approximately 

14,000 individuals of the approximately 50,000 low income, 

pregnant, breast feeding and post-partum women and children per 

month in Maineo The program provides vouchers for specific food 

packages tailored to meet the individual needs of those servedo 

Nutrition education and counseling are also part of the programo 

The program is completely federally fundedo The Maine appro

priation was $5.3 million in FY 1982. 

2) Programs of the Cooperative Extension Service are designed to 

meet local needs. Specifically, the Expanded Food and Nutrition 

Education Program is designed to teach nutrition and consumer 

skills to low income families. 

3) The Diabetes and Hypertension Control Programs administered by 

the Department of Human Services and partially contracted to 

Medical Care Development, Inc.& provide nutrition counseling 

and education as integral components of their programo Both 

programs have established education sites, located primarily in 

hospitals and health centers, throughout Maine. Reimbursement 
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for the Diabetes Program 1 s educational component is available 

from the major payers including Medicare, Medicaid, Blue Cross 

and Union Mutual. The Hypertension Program, which is newer, 

receives reimbursement from Medicaid and Medicare. It is hoped 

that the other major payers will allow reimbursement of this 

service in the near futureo 

4) School Lunch Program, School Breakfast Program, and Child Care 

Food Programs provide federal reimbursement to schools and certain 

child day care providers for certain meals served to eligible 

children. These subsidized food service programs guarantee that 

at least one nutritious meal is made available to many Maine 

children each school dayo Research studies have indicated that 

these programs result in improvement in nutritional status, 

increased attention span and decreased absenteeism, all factors 

related to an improved learning environment. Federal funding for 

these programs has decreased under the Reagan Administration and 

the number of children participating in the programs has also 

decreasedo 

GOAL 11 ob A 

EVALUATION OF THE EFFECTIVENESS OF NUTRITION-RELATED EFFORTS IN ALL SETTINGS 
SHOULD BE ENCOURAGEDo 

Rationale 

Evaluation studies provide an indication of the effectiveness of programs, 

activities and/or methods of nutrition educationo Evaluation efforts of state

wide nutrition-related efforts are currently underdevelopedo Both nationally 

and in the State, little is known about which nutrition education methods 

or programs have a significant effect on the health of our citizenso 
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In this era of fiscal restraint, future funding may be dependent on 

documentation of the cost-effectiveness of nutrition-related efforts. Further 

development of third-party reimbursement for nutrition education services must 

be preceded by solid evidence that nutrition-related programs are effective 

in preventing and/or treating specific diseaseso 

Objective llobo4ol 

To maintain existing nutrition-related evaluation efforts and to encourage 

the development of new evaluation efforts in all settingso 

Recommended Action 

Nutrition surveillance systems provide infonnation regarding a population's 

nutritional status over a long period of timeo This information can be used in 

planning effective nutrition and health programso The University of Maine at 

Orono's School of Human Development and the Division of Maternal and Child 

Health in the Department of Human Services should continue the development of 

their nutrition surveillance programso 

The Maine Nutrition Council should lead a coordinated effort, including 

both public and private providers, to encourage evaluation efforts of other 

existing nutrition-related programso 

Pilot projects that attempt to assess the effectiveness of nutrition

related programs at preventing and/or treating specific diseases should also 

be encourageda 

Resources Required 

Existing resources of the University of Maine at Orono, the Division of 

Maternal and Child Health, the Maine Nutrition Council and public and private 

providerso 

Current Status 

The University of Maine at Orono 0 s School of Human Development has a 

nutrition surveillance system in place in the Glenburn School District. The 
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Division of Maternal and Child Health (MCH) has developed a nutrition surveil

lance system for individuals in the WIC Program and is currently exploring the 

feasibility of extending this program to individuals covered by other MHC 

programso 

The American Heart Association and Rural Health Associates have developed 

a one-year pilot project to assess the effectiveness of a nutrition education, 

exercise and counseling program to .adolescents found to be at-risk for develop

ing hypertensiono 

The Women, Infants and Children's Program has been shown effective in two 

recent unpublished evaluationso The first utilized a cost benefit comparison 

of WIC and non-WIC participants in Massachusetts based on the incidence of low 

weight children" The second measured hematocrit levels of WIC and non-WIC 

participants in Massachusetts throughout their pregnanGYo 

Another nutrition program which demonstrated the potential to be effective 

is the Nutrition Education and Training Programo The General Accounting Office 

report to the Department of Agriculture states that effective nutrition educa

tion in elementary and secondary schools can help people learn to make wise 

food choiceso 

The National Nutrition Program for the Elderly has been shown to have a 

positive effect on the nutritional status of_ program participantso 

The bylaws of the Maine Nutrition Council state that one of the purposes 

of the Council is to ''facilitate impartial evaluation of nutrition education 

programs in the State of Maineo 11 
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B. Maine Standards for Acute Care Facilities and Services 

The guidelines concerning the development of State health plans suggest 

that State health planning and development agencies consider the National 

Guidelines for Health Planning as they determine state-wide health needs. 

Pursuant to this, the State Health Plan for Maine has addressed the national 

guidelines in a fashion that takes into consideration the unique character

istics of Maine. 

The National Guidelines for Health Planning, issued on March 28, 1978, 

encompass some of the more expensive and technically demanding hospital

based services, including general hospital bed supply and minimum occupancy 

rates, obstetrical services, neonatal special care units, pediatric inpatient 

bed supply and occupancy rates, open heart surgery, cardiac catheterization, 

megavoltage radiation therapy, computed tomographic scanners and end-stage 

renal disease services. 

The National Guidelines emphasize cost containment and the enhancement 

of the quality of health care. The focus of the Guidelines is based upon 

the following findings: 

costs must be restrained in order to preserve resources needed 

for improved prevention, better access to services and higher 

quality of care; 

- more efficient use of resources can be achieved without 

sacrificing access to or the quality of health care; 

- increases in cost of hospital care absorb too many resources; and 

- quality can be enhanced by ensuring sufficient volume to maintain 

highly skilled and experienced personnel. 
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Several of the national standards have been modified to meet Maine's 

circumstances and needs and several standards have been developed to 

supplement the national standards. Of particular interest are Standards 

l.a., l.d., l.e., l.f., and l.g. These Standards are based on the recommenda

tion of two broadly-based study efforts in Maine. The first was the Task 

Force on Medical/Surgical Bed Occupancy Rates. It was organized by the 

Maine State Health Coordinating Council in 1980 to study the 1980 State 

Health Plan's interim standards on medical/surgical occupancy rates. The 

report of the Task Force led to the Council 1 s adoption of Standard l.g. in 

the 1981 Plan. 

The Maine Health Systems Agency, Inc. organized a Technical Advisory 

Group in 1980 to study the 1,000 age-adjusted general hospital patient days 

per 1,000 population standard and determine if that standard could be applied 

locally. The Task Force recommendations were adopted by the Maine Health 

Systems Agency, Inc. in its 1981 Health Systems Plan. Those recommendations 

form the basis for Standards l.a., l.d., l.e., and l.f. in this Plan. In 

addition, Standards l.c. and l.k. have been revised to reflect these changes. 

In carrying out their respective responsibilities in accordance with the 

provisions of the Maine Certificate of Need Act, Section 1122 of the Social 

Security Act and Section 1513(9) and 1523 (a)(6) and (b)(3) of the Public 

Health Service Act, the Department of Human Services and the Maine Health 

Systems Agency, Inc. are required to take into consideration, among other 

criteria, the relationship of the health service being reviewed to the State 

Health Plan. The standards contained in this, as well as other sections of 

the Plan, will be applied with reason and good judgement. Each review of a 

proposed new institutional health service will take into consideration the 

merits of the proposal as well as the provisions of the State Health Plan and 

other applicable criteria. Any person aggrieved by a decision of the Depart

ment under the Maine Certificate of Need Act is entitled to request a 
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reconsideration and, if necessary, judicial review of the Department's 

decis1on. Similar protections apply to Section 1122 of the Social Security 

Act. Each r:evi_e\'{ of existing institutional health services would entail a 

thorough review of applicable local circumstances. A clear economic gain 

or improvement in the quality of care would have to be demonstrated before 

modifications of existing institutional health services would be recommended. 

The Department does not have the authority to require the closure or reduction 

of unnecessary or excess institutional health services. 

For the purposes of this section, regions are defined as the former 

Comprehensive Health Planning (b) Agency regions (see Figure 1). These 

regions are used for the application of standards relative to obstetrical 

services, neonatal special care services, megavoltage radiation therapy 

services, and CT scanning services. 
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l. General Hospitals - Utilization, Occupancy Rates, and Bed Supply 

a. Standard Relating to State-wide Hospital Utilization 

, The maximum appropriate state-wide number, of general hospital 

patient days for Maine will be calculated using the following 

age groups and rates: 

Age Group 
0-14 

15-44 
45-64 

65 and older 

Days of Acute Care per 
1,000 Population in the 

Age Group 
250 
750 

l, 350 
3,500 

• The appropriate number of patient days for Maine will be determined 

by: 

(l) Dividing the projected population for each age group listed 

above by l ,000; 

(2) Multiplying the resulting quotient for each age grou~ by the 

number of days of acute care corresponding to that age group 

listed above; 

(3) Adding the resulting products. The result is the maximum 

appropriate number of projected general hospital patient days 

for Maine. 

• Maine Bureau of Health Planning and Development population projec

tions will be used to calculate the appropriate number of patient 

days for Maine for future years. 

Discussion 

There are wide variations throughout the United States in the 

utilization of acute care resources by geographic region, by age and 

by income. These variations do not appear to be related to any known 

health risks; rather, they appear to be a function of the way in which 

acute care services are organized and delivered. The most dramatic 
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example of the effect of organization on hospital utilization is 

provided by health maintenance organizations (HMOs) in which most 

health care services are provided to enrollees on a prepaid basis. 

That is, HMO participants pay a fixed sum of money at the beginning 

of a benefit period and are then entitled to receive nearly all of 

the hospital and medical services they may require during that period 

without additional charge. Studies have found that for comparable 

populations, matched for age, sex, and other factors, HMO subscribers 

use 30-50% fewer hospital days and half as many hospital beds as do 

persons using the traditional fee-for-service system. In general, 

HMOs have utilization rates between 400-500 patient days per 1,000 

population. Both systems appear to be equally effective in serving 

the health needs of their populations. Analysts have concluded that 

1,000 patient days/1,000 population is a reasonable standard fo0 

hospital use and that this rate is entirely consistent with good 

health care. 

The Maine Health Systems Agency, Inc. established a Technical 

Advisory Group in 1980 to develop a method for projecting patient 

days for planning for each hospital in Maine. Representatives of the 

Maine Hospital Association, the Health Facilities Cost Review Board, 

Maine Blue Cross/Blue Shield, the Voluntary Budget Review Organization, 

the Maine Health Information Center, the Maine Medical Association, 

the Maine State Nurses Association, and the Bureau of Health Planning 

and Development served on the Advisory Group. 

This set of standards contains the age groups and their rates of 

patient days per l ,000 population which were adopted by the Technical 

Advisory Group and later by the Maine Health Systems Agency, Inc. in 

its Health Systems Plan. The recommended rates are derived from the 
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Age 
Group 

0-14 

15-44 

45-64 

actual use rates of the 1970 United States population in the fo 11 owing 

manner. The rates of patient days used per 1,000 population in each 

of the four age groups 0-14, 15-44, 45-64, 65 and older, were 

calculated. The recommended rates for each age group were then obtained 

by proportionately adjusting the actual rates downward so that their 

sum, the total rate for all ages, was l ,000 patient days per l ,000 

population. 

The following illustrates the application of these standards. The 

appropriate number of general hospital patient days in Maine for 1984 

is calculated as follows using 1984 population projections: 

1984 1984 No. of Days Projected 1984 
Pop. Projected* Pop. Divided of Acute Care Genera 1 Hosp ita 1 
in Age Group by 1 ;ooo per 1 ~ooo PoE.:._ Patient Days/Maine 

261,300 261. 3 X 250 :: 65,325 

543,900 543.9 X 750 = 407,925 

214,400 214.4 X l ,350 = 289.440 

65 ?:1. older 144, l 00 144. l X 3,500 = 504,350 

Total Ppp. 1,163,700 Tot. Patient Days 1,267,040 

*Maine Bureau of Health Planning & Development, Populations Projections, 
1980 Series. 

b. Standard Relating to State-wide Minimum Acceptable Occupancy Rate 
for Non-Federal Short Stay Hospitals 

e The overall minimum acceptable noQ-federal, short stay hospital bed 

occupancy rate is 80 percent for the state as a whole. Increases 

in occupancy rates should result from decreases in bed supply rather 

than increases in utilization, unless the utilization can be shown 

to be appropriate. 
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Discussion 

Bed occupancy rates are a measure of the levels of efficiency at 

which existing acute care beds ~re being utilized. While 100 percent 

efficiency (i.e., 100% occupancy rates) is not desirable, in the 

interest of conserving limited health care resources, minimum 

technically achievable bed occupancy rates must be set and implemented. 

The overall bed occupancy rate for the State was approximately 72% in 

1980. It is certain that a higher rate can be attained. Desired 

occupancy goals must be defined so that the minimum acceptable occu

pancy level (80%) does not become the desired occupancy level. This 

is done through the following standards for specific categories of 

hospital beds: 

l.g. - medical/surgical beds 

l .h, - psychiatric and alcohol rehabilitation 
beds 

l .i. - ICU-CCU beds 
2.c. - obstetrical beds 

2.e. - neonatal intensive care beds 

c. Standard Relating to Maximum Number of Non-Federal, Short-Stay Hospital 
Beds per Thousand Population 

• The state-wide maximum number of non-federal, short-stay hospital 
.. 

beds per 1,000 residents will be determined by the following method: 

(1) Determine Maine's appropriate projected number of general 

hospital patient days by the method stated in Standard 

l .a. above; 

(2) Divide the appropriate projected number of patient days by 

the projected State population, divided by l ,000. This pro

duces the projected age-adjusted rate of patient days per 1,000 

population for Maine; 
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(3) Divide (2) by 365. The quotient is the projected average 

daily census, per 1,000 population, age-adjusted; 

(4) Divide (3) by eighty percent. The quotient is the maximum 

appropriate number of projected non-federal, short-stay 

hospital beds per thousand population. (Short-stay is 

defined as an average length of stay less than 30 days). 

Discussion 

This standard uses Standards l.a. and b. above to determine the 

number of non-federal, short-stay hospital beds required to meet 

the needs of Maine's population. This standard allows the number 

of beds determined to be necessary to vary with the age of Maine's 

population. Should the proportion of elderly in Maine's population 

increase, this standard will reflect that increase by determining 

that more hospital beds per 1,000 population are needed. Should 

the proportion of elderly in Maine's population decrease, the standard 

will reflect that decrease by determining that fewer hospital beds 

per 1,000 population are needed. 

The following will illustrate the application of these standards: 

(l) The Bureau of Health Planning and Development projects Maine's 

1984 use rate to be 1,089 general hospital patient days per 

1,000 population. This is derived by dividing Maine's pro

jected 1984 patient days (1,267,040) by Maine's projected 1984 

population, divided by 1,000 (1,163,700 t 1,000). 

(2) Divide the projected use rate (l ,089 patient days per 1,000 

population) by 365. The quotient is the projected average 

daily census (ADC) per 1,000 population. The projected 1984 

ADC per 1,000 population equals 2.98. 
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(3) Divide the projected 1984 ADC (2.98) by the minimum occupancy 

rate of 80 percent. The quotient is 3.73, the appropriate 

projected number of general hospital beds per 1,000 population 

in 1984. 

d. Standards Relating to Community Level Hospital Utilization 

e A community's maximum appropriate number of projected general 

hospital patient days will be calculated using the following age 

groups and rates: 

Age Group 

0-14 
15-44 
45-64 

65 and older 

Days of Acute Care per 
l ,000 Population in the 

Age Group 

250 
750 

l, 350 
3,500 

• The appropriate number of projected patient days for a community 

will be determined by: 

(1) Dividing the projected population for each age group listed 

above by l ,000; 

(2) Multiplying the resulting quotient for each age group by the 

number of days of acute care corresponding to that age group 

listed above; 

(3) Adding the resulting products. The total is the maximum appro

priate number of projected general hospital patient days for 

the community. 

e Maine Bureau of Health Planning and Development population projections 

will be used to calculate the appropriate number of patient days for 

a community for future years. 
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• If historical utilization rates for a community are lower than those listed 

above, they will be used in the computations, unless it can be demonstrated 

that the lower rate reflects inappropriately low utilization. In many 

instances, a low utilization rate can be explained by community out-migration 

to other states or to Canada for hospital serv·Jces and may not be the result 

of inappropriately low utilization. 

Discussion 

As indicated earlier, the Maine Health Systems Agency, Inc. formed a 

Technical Advisory Group whose product was a method which used 11 a 'market 

share' concept based on patient origin rather than on geographic areas," 

and "age-specific use rates allowing for sensitivity to differences in pop

ulation age structure in different areas of the State. 111 This standard 

incorporates the age groups and use rates recommended by the Technical Advisory 

Group. This standard and the next two follow the "market share" method of the 

Group for allocating patient days to hospitals and for determining each hospital's 

appropriate number of patient day on which to calculate needed beds. 

The following illustrates the application of this standard: 

Community Xis projected to have a population of 20,000 in 

1985, of which 5,000 will be aged 0-14, 7,000 will be aged 15-44, 

5,500 will be aged 45-64, and 2,500 will be aged 65 or more. 

111 An Acute Care Bed Need Methodology for Maine. 11 Maine Health Systems Agency, 
Inc., March 1981. 
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( l ) (2) (3) (4) 

A9e 
Group 

Population projected 
in Age Group 

Population divided 
by 1,000 

Days of Acute 
Care per 1,000 

Population 

( 5) 
Product 

of Columns 
(3) and (4) 

0-14 

l G-4-4 

45-64 

65 & older 

Total Pop. 
'.I., 

5,000 

7,000 

5,500 

2,500 

20,000 

5.0 

7.0 

5.5 

2.5 

250 

750 

l ,350 

3,500 

l ,250 

5,250 

7,425 

8,750 

Total No. of Projected Pat. Days= 22,675 

The total of Column (5) is the appropriate number of projected patient 
~ 
days for Community X. Note that if the standard of 1,000 patient days per 

l ,000 population had been applied without adjusting for age, only 20,000 

patient days would have been allocated for Community X. 

Maine has been divided into sixty-six community areas to illustrate the 

application of this standard. These areas are derived from a geographic area 

analysis done by the Maine Health Information Center (MHIC). The MHIC analysis 

resulted in 219 geographic areas with minimum populations of at least 5,000 

people. The sixty-six areas in this illustration are groupings of the MHIC 

areas which result in minimum area populations of at least 10,000. The areas 

are shown on Figure 2 on the following page. Table l which follows lists the 

areas (identified by a town within the area), the general hospital inpatient 

days used by the residents of the areas in 1978, the number of such days which 

the residents of each area were expected to use given the rates in this standard, 

and the age-adjusted use rate for each area. The table shows that age-adjusted use 

rates varied considerably among areas. Because the rates have been age-adjusted, 

the variations cannot be attributed to variations in the age structure of the 

populations. 
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COMMUHI TY 

IO 
NUMOrn NAMl 

l 8crwlck 
2 York 
J San ford 
4 Kennebunk 
5 B11xton 

6 Biddeford 
7 Saco 
8 Scarborough 
9 South Portland 

10 Gorham 

11 Westbrook 
12 Portland 
l J Dal Jedn 
14 Gray 
15 Falroouth 

16 Orunswick 
17 Freeport 
18 Bath 
19 Damariscotta 
20 Orldgeton 

21 New Gloucester 
22 Auburn 
23 Lewiston 
24 Lisbon 
25 Topsham 

26 Gardiner 
27 Wh 1tefi el d 
28 Waldoboro 
29 Rockland 
JO Norway 

31 Leeds 
32 Monmouth 
33 Aug us ta 
34 Be the l 
35 Jay 

36 Bel grade 
37 Waterville 
38 Brooks 
39 Belfast 
40 Bud.sport 

41 Rumford 
42 Fanni ngton 
43 Skm,hegan 
44 falrfield 
45 Pittsfield 

46 Ran~eley 
47 Greenv i 11 e 
48 Dover- Foxcro fl 
49 Corinth 
50 Oangor 

51 01 d Town 
52 Orono 
53 Brewer 
54 Ellsworth 
55 Deer Is le 

56 Ear Harbor 
57 Machi as 
58 Ca 1 a 1 s 
59 Linea 1 n 
60 Millinocket 

61 Houlton 
62 Pres~ue Isle 
63 Fort Fairfield 
64 Caribou 
65 Madawaska 
66 fort r.cnt 

COMMUN !TY TOTAL 

Table l 

Actual Patient 0,1ys, E,pected Patient O,ws 
Applying Stntr Hi,,11 th Pl.in Ilse ~ata. st,n,l.\rds 

and /\ge Adjusted Rates by Community 
Haine, Jq7n 

--· 
PATllNT OAYS 

EXPFr.TI ll l;,J/1:,rn or 
PAT I El: T D/, \''., Al'Pl. YING 

ACTUAi IIIJMni.R or STAT[ Ill" Al T/1 J'I.AII USE 
PAI JI NT !JAYS RATE '.,IAlll>AIIW, 

(I) (;>) 

9,043 9 1 11 J/ 
11 ,863 I J, 6 70 
20,541 2 2 t 500 
11 , 510 l 0,416 

8,400 7, q1 7 

21 , 503 23,703 
17,811 19,504 
9,038 9, l 00 

27,589 32,109 
7,642 7, 794 

l 6,253 15,795 
83, 148 74,585 
9,585 10,094 

12,054 11 , 800 
9,148 10,730 

19,211 19,666 
l J,OJ•l l J, 526 
19,934 20,245 
l J, 367 l 7, 39?. 
16,957 19,307 

7 ,81 7 7,645 
?8, l 71 25,365 
51,957 47 ,085 
11,367 10,779 

6,472 6,072 

21,905 24 ,076 
11,099 l 0,971 
16,915 19,412 
19,497 21,100 
l J, 241 14,670 

7,259 7,025 
9,449 11 ,510 

33,506 32,610 
12,486 12,410 

8,439 0,401 

9,951 9,921 
JG, 772 28,020 
l 0,691 9,785 
11 , 720 10,990 

9,622 9,944 

20,736 l 5,910 
l 0,693 11 ,250 
16,544 11,115 
15,491 12,010 
11,378 9,570 

16,624 16,815 
14,445 15,370 
17,627 18,420 
13,571 11,975 
46,972 51 , 119 

13,023 13,385 
4, l 70 4,074 

16,926 18,348 
12 ,501 11 , 155 
11,382 11 ,645 

21,052 16 ,•120 
19,429 18,365 
21,759 16,045 
15,020 12,705 
14,510 13,545 

23,879 20,475 
25, 5r,g 25,945 
l 0,072 8,376 
l 7 ,08G 12,440 
11, 121 10,450 
15,382 11 , 355 

1 ,l 37 ,94H l ,U1fJ,3% 

--
>AT!Ulf DAY RATES PER 

N;L-ADJ:JSTEI) JlATES/\ 

(3) 

367. 2 
565,3 
726. 9 
743. 8 
707 .4 

894. 7 
851 .6 
815.3 
801.0 
727. 5 

1,029 ,0 
l , 114. 8 

694 .e 
810. l 
661 .o 

897 .9 
769, 9 
984 .6 
7G8.6 
870.9 

689 .0 
l, 110.6 
l, l OJ. 5 

832. 4 
741 .8 

88S,8 
905 .J 
775. 7 
924.0 
859.8 

847 ,5 
820. 9 

1,021.5 
1,006.1 

839 ,3 

998. l 
l ,Jl 2, 4 
l ,Q92 ,6 
1,066.4 

854. 2 

l , 303. J 
125 .4 

l , l 72. l 
l ,209 .8 
1,180.3 

988.6 
939 ,8 
957.0 

1 , l 33. J 
903.0 

938 ,6 
386. J 
877. 2 

l , 120. 7 
977 .4 

1 , 282. l 
1,057.9 
1 ,350. 1 
1,182.2 
1,071.2 

1,166.3 
986.2 
94G. 2 

l, 373. 5 
1 ,064. 2 
1,354.7 

1,003.7 

A)Ratp:. ;1rr· iH/r1-t1dju,·,t1'd u,.,inq tlir• indirr.•ct .:!'](' adju•,!u1,.nl 11:c1t.hod. Tlti'.i 111l!l11od c,tlcul<\lc<; UH! c1.J1Ht1unit.y 
patient day rate th.Jt would exist if t.h" populatinn J., l',,ch c0<rn11u11ity had the"""'' age dist,-1hution and 
patient day 11se as" standard ropulation, The standard population used in thesr, calculations 1s the 
1970 U.S. population, 

Source: Bureau of Health Planning and Dev,·lopment, Oc.tuher, 1981. 
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e. Standards Relating to Allocation of Projected Community Patient Days to 
Specific Hospitals 

o The projected patient days for each community as determined under Standard 

l.d. above should be allocated to each hospital serving the community, in 

proportion to that hospital's share of the community's patient days in the 

most recent year for which patient origin data are available. 

• The sum of the proportional allocations of all communities' projected 

patient days to a hospital is that hospital's appropriate number of projected 

patient days. 

o If a hospital serves communities where there is substantial out-migration 

to other states and Canada, the communities' use rates will reflect their 

out-migration in the form of low use rates and adjustments to the hospital's 

projected patient days due to out-migration arenot required. However, 

adjustments to the hospital's projected patient days due to in-migration from 

other states and Canada is required. This adjustment is made by calculating 

the percentage of total hospital patient days due to in-migration occurring 

in the most recent year for which patient origin data are available. The 

hospital's adjusted total projected days, allowing for in-migration, is the 

sum of projected patient days increased by the percentage of in-migration 

patient days occuring in the most recent year for which patient origin data 

are available. 

• Adjustments to a hospital's total projected patient days may only be made 

if the hospital can demonstrate significant changes in market shares or 

inappropriately low historical utilization in the communities it serves. 

Discussion 

The intent of these standards and those which precede it is to establish 

hospital planning on a population basis. A traditional method of planning is 

to assign geographic areas to specific hospitals, so that hospital service areas 
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or catchment areas are created. This was done in Maine on a plurality basis -

an area was assigned to a hospital 1 s service area if that hospital served a 

plurality of the patients from that area. The use of this method tended to 

obscure the actual patient use of facilities. 

The above standard does not allocate geographic areas to hospitals, but 

determines projected patient use of a hospital based on historic* use rates of 

the communities it serves, adjusted for projected population changes and for 

appropriate use. By determining the projected use of a hospital in-patient 

days, the method is sensitive to several important factors which are obscured 

by the geographic-based method. 

The following example illustrates the application of this standard: 

* # of projected 
Historic patient days 

proportion Projected a 11 oca ted to 
of Community XI s patient days Hospital from 

patient days for Community X Community X 

Hospital 70% 22,675 15,872 

Hospital 2 20% 22,675 4,535 

Hospital 3 l 0% 22,675 2,268 

22,675 
*Most recent year for which patient origin data are available. 

Hospital l's total projected appropriate patient days would be determined 

by adding the 15,872 patient days from Community X to the patient days derived 

in a similar manner for all other communities the hospital serves. 

*The most recent year for which patient origin data are available. 

-425-



f. Standard Relating to Determination of Projected Obstetrical Patient 
cays for a 1-bspi ta1 

• A community I s projected number of births wi 11 be calculated by 

multiplying the community's projected population available from 

the Bureau of Health Planning and Development, by the U.S. birthrate 

projections available from the U.S. Bureau of Census. 

• The projected births for each community will be allocated among the 

hospitals providing obstetrical services to that community in 

proportion to each hospital's share of del·iveries of the community's 

births in the most recent year for which data are available. 

e The sum of the proportional allocations of all communities' projected 

births to a hospital is that hospital's appropriate number of 

projected births. Adjustments may be made for out-of-state births 

delivered in Maine hospitals. 

• The appropriate number of projected obstetrical patient days for a 

hospital will be calculated by multiplying the hospital's total 

projected births by the hospital's most recent average length of 

stay in days for obstetrical services or by 3.5 days, whichever is 

lower. 

• In calculating obstetrical average length of stay, only obstetrics 

patient days should be used. Days of care in obstetrical beds for 

patients such as 11 clean 11 gynecological and ophthalmological should 

not be included. 

• Level II Referral and Level III hospitals may be able to demonstrate 

a need for using an obstetrics average length of stay higher than 

3.5 days. 



• A hospital's appropriate projected number of obstetrical beds will 

be calculated using its projected obstetrics patient days as determined 

by this standard and Standard IV.B.2.c. below. 

Discussion 

This method of projecting obstetrical patient days for a hospital 

is essentially the method recommended by the Technical Advisory Group 

created by the Maine Health Systems Agency, Inc. It calls for the 

allocation of each community's projected births on a market share 

basis to those hospitals which provide obstetrical services to the 

community. The allocated births are then summed for each hospital and 

multiplied by an average length of stay to calculate projected patient 

days for determining projected need for obstetrical beds. 

In 1980, the obstetrical average lengths of stay in Maine hospitals 

ranged from 2.38 days for Waldo County General Hospital to 5.20 days 

for Maine Coast Memorial Hospital. The State average was 3.48 days. 

It should be noted that these lengths of stay were for days spent in 

obstetrical units, regardless of the patients' diagnoses. The average 

lengths of stay consequently contain some unknown number of days for 

patients with non-obstetrics related diagnoses (such as gynecological 

or opthalmological). 

The following is an example of the application of this method for 

a hospital with an obstetrical average length of stay below 3.5 days: 

Hospital X's Hospital X's 
Projected Market Sha re Projected 
Births of Births Births 

Community A 300 75% 225 
Community B 500 80% 400 
Community C 200 100% 200 

Hospital X's total projected births= 825. 
Historic obstetrical average length of stay= 3.20 days. 
Projected obstetrical patient days= 825 multiplied times 3.20 = 2,640. 
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g. Standard Relating to Use of Allocated Projected Patient oays to 
Determine a Hospital's Appropriate, Bed complement 

• Projected obstetrical patient days, as determined by Standard l .f. 

above, should be subtracted from the hospital 1s total projected 

patient days, as determined by Standard l.e. above. The remainder 

is to be used to calculate the projected need for non-obstetrical 

beds for the hospital. 

• To determine projected need for non-obstetrical beds for the hospital, 

the remainder of projected patient days should be allocated to the 

other bed categories (psychiatric, alcohol rehabilitation, intensive 

care and cardiac care, and medical-surgical (including pediatrics 

and medical rehabilitation)) using the following procedure: 

(1) For the most recent year for which data are available, 

determine the total patient days and total obstetrical 

patient days for the hospital; 

(2) Subtract the obstetrical patient days determined in (1) 

above from the total patient days determined in (1) above. 

The remainder is the number of non-obstetrical patient days. 

Calculate the proportion of those non-obstetrical patient 

days which were provided in each of the following bed 

categories: 

- psychiatric 
- intensive care and cardiac care 
- alcohol rehabilitation 
- medical-surgical, pediatric, 

and medical rehabilitation; 

(3) Allocate the hospital's projected patient days (after sub

tracting projected obstetrical patient days) among the above 

bed categories, using the proportions calculated in (2) above. 
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1 The projected patient days allocated to the above services are 

then to be used in conjunction with the standards which follow and 

which apply to those services in determining each hospital's 

appropriate bed complement. 

e Adjustments to the projected patient days allocated to each service 

at each hospital will be made if it can be demonstrated that 

historic utilization was inappropriate or that other factors should 

be considered in determining the appropriate bed complement. 

Discussion 

This standard is also based on the work of the Technical Advisory 

Group of the Maine Health Systems Agency, Inc., but departs in that 

it uses historical proportions instead of linear trend lines. The 

standard assumes that each listed service's proportion of a hospital's 

patient days, as found in ihe most recent patient origin data, will be 

the appropriate proportion for projecting needed beds for those 

services. It also assumes that age adjustments to projected patient 

days for a community wi"I l affect each service propoi'tionately in 

hospitals serving that community. 

The major advantage of this standard is that it establishes a 

link between appropriate community hospital utilization rates and 

specific services at specific institutions. It permits !:he use of the 

"market shares" concept in allocating community utilization to hospitals 

which historically have served those communities. 

The following example il'lustrates the use of this st,1ndard: 

Hospital A has projected that it will provide a total of 

50,000 patient days of care in 1984 to the residents of the 

communities it serves, based on the preceding standards. It 

projects that 5,000 of those will be obstetrical patient days. 
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The most recent facility survey* data show that its historic 

patient days, after subtracting obstetrical patient days, were 

divided among its bed complement as follows: psychiatric 10%, 

ICU/CCU 20%, Alcohol Rehabilitation 10%, medical/surgical and 

pediatrics 60%. 

Bed Categories, Patient Day Allocation, Standards to be Applied 

Bed Category's 
historic 

proportion of 
Bed Category patient days 

Psychiatric 10% 

Alcohol Rehab. 10% 

I CU/CCU 20% 

M/S, Peds. 60% 

Total projected patient days 
less obstetrical patient days 5 

Projected 
patient days 
al located to Standards to be used 

service to determine needed beds 

4,500 Standard l. i. 

4,500 Standard l. i. 

9,000 Standard l.j. 

27,000 Standard l. h. 

• 45,000 

*Facility survey data are the Cooperative Facility Resource Inventory, maintained 
by the Bureau of Health P'lanning and Development, D·ivision of Data and Research. 
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h. Standard Relating to Institutional Medical/Surgical Bed 
Occupancy Rates 

o The projected medical/surgical bed occupancy rate for each 

acute care hospital in Maine for certificate of need reviews 

shall be established as provided in Table l, Column 2. 

• The medical/surgical bed occupancy rate for each acute care 

hospital in Maine for internal planning and appropriateness 

review should be established within its applicable range as 

provided in Table 1, Column 3. 

Deffoitions 

For purposes of this section, medical/surgical beds shall 

include adult medical/surgical, medical rehabilitation and those 

pediatric beds suitable for use for children, young adults and 

adults and shall exclude general intensive care, cardiac intensive 

care and dedicated burn units. 

A. Standard Relating to Certificate of Need Reviews 

For purposes of reviewing applications from hospitals pro

posing the expansion, reduction and/or renovation of medical/ 

surgical bed areas subject to review in accordance with the pro

visions of the Maine Certificate of Need Act and/or Section 1122 

of the Social Security Act, the occupancy rate shown in Table 1, 

Column 2 ( 11 CON Occupancy Rate Standard"), associated with the 

applicable projected annual average daily census (ADC) shall be 

used to determine the appropriate number of beds. This standard 

shall apply unless: 

1. The hospital has elected a higher desired occupancy rate 

through its internal planning process as discussed in Section B 

which follows; or 
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Taule l 

MJine's Ctrtlfl,alr of Nerd Medlcal/Surqlcal Occupancy Rate Standard 
and Occupancy C.u i ,ft I 1111• for l11trrnJl Pl.11111'n9 ,ind Appropriateness Review 

a11c1 Bed R.inge by 1\ver,190 lla i ly Census 

Column l Column 2 Column 3 Colu'lln 4 ----- ---............. -
Proj ec tPd Occupancy Range 

Medical/ Med. /Sur9. CertificatP of for Internal 
Avr;ra9e Daily Heed G::n1r~1ncy Planning and Surgical 

-~e-~u_s __ R:tll' SL,ndard !\E£r.Q.Piiatenpss Reviews Bed Range 

350+ 90% !)8% - 94% 389+ 

178.0 - 349. 9 90% 87l - 94% 198 - 388 

1<'6.8 - 177. 9 90:t: 86% - 94% 142 - 197 

111.1 - 126. 7 89'l: 85% - 93% 126 • 141 

97.7 - 111.0 88% 83% - 93:l: 112 - 125 

86.1 - 97.6 87;; 82:t: - 92% 100 - 111 

74. 9 - 86.0 8Gr, BOX - 9n 88 • 99 

65 .6 - 74.8 85% 79% - 91% 78 - 87 

57. 3 • 65.5 84% 77't - 91";; 69 - 77 

50.0 - 57 .2 83% 75% - 9Lt 61 - 68 

43. 7 - 49.9 82¼ 74'.I'. - 9'.)% 54 - 60 

37.6 - 43. 6 81% 72% - 90% 4 7 - 53 

33. l - 37.5 80% 70% - 90~ 42 - 46 

28.8 - 33.0 79X 68X - 904 37 - 41 

27.4 - 28.7 78% 67'f.. - 89% 35 • 36 

25.4 27.3 761, 64X • 88X 34 • 35 

22.8 • 25.3 75"t 63~ - 87% 31 . 3J 

20.3 - 22,7 7~ ;; 6lt • an 28 ·- 30 

Hl.6 70.2 7 3", ~9% - 87% 26 - 27 

16. 9 • 18. 3 72't 57'/, • 87% 24 - 25 

15. 2 - 16.G ;a 55% - 87% 22 - 23 

13. 6 - 15. l 70'~ 53X - 87% 20 • 21 

12.8 - 13. 5 69X 52% • 86% 19 

12.0 - 12. 7 GIJX so;; - 86% 18 

l O. 3 • 11.9 67% 48'l - 86% 16 - 17 

9.6 • 10.2 667: 44'.4 - 86% 14 - 15 

8.8 - 9.5 65% 4~% - 86% 13 

To use tltis table for cPrtificate of need dPterminations, calcul~te medical/ 
surgical t,r,d, ne,•d('d by locating the projected avl•ra9e daily cens,Vi (AliC) 
arplicable to the ho:;pilal (Column 1) and dividing it by the c0rlificate of 
need occupancy rat,, standard (Colu"m 2) which corresponds to thal MC. The 
rcw 1 t is the n:~x imuin number of ntl'd i Cd 1 /surg i c,11 beds a 11 owed unJ c,- the CON 
standard to su~port the p1·ojected ADC. This number should be in tho. r,in9e in 
Column 4 which corrrspond\ to the qiven AOC. Ou•' to roundinc; of \;1° bre<lkpoints 
of cat01ories in .Coluflln 1, nun;hers in Column 4 r.1ay vary slightly frcm ,~e re$ult 
obt,1ined t,y the olculations. For intern,il pl'<nning, again be9in 11itlt the 
hospitals projecled medical/surgical ADC (Column l). In order to be con~istent 
with the int~rn,11 plJI'ning guideline, the ho~pital should choo,,:, n t'rojected 
occurancy ratP 1-1nic 11 is within the planning rdnge (shown in Colu.,in J) which 
con·esponds te, the prnjectcd WC. To c1lculate th" appropriatf' numt.er of medical/ 
surgical b0ds for the p,·ojcctr•d !\DC, divide the projected /\DC hy lhi: projected 
occupancy r,1te. ~he rrsultin9 nwrber of beds ~,ill gererally fall wilhir, U•e 
corrcsronding rang,, displayed in Col11n:n 4. Ii hospital could employ the sa,ae 
procl'uure and u•,0 il', current 1nPdical/s~rgical f\['C to dt!termine if its currH1t 
occup<1ncy r,tlf' i,·, consi'.,tent with thr• internal pl.inning guide] ;nr• .,,,d to cal
cul~te it,, ,1ppri1pl'i,1l•· 11u111hcr or (·.,,,f,. f'o,- int,,rn,,1 plannin~, .i liw,pit,11 may ,ilso 
choose lo ti,·~in wil.h il'., rxisti111 nun,bPr of m~dical/surgical bc,1, and work frClll 
right to ldt to d1:tu·1·1i11,, tt,,, dlJPropl'iate projPcted m~dilal/surgic,11 1\0C. In 
this c,ise, il hu•.pi1,., ol ,l givc,1 nu1,1h,•r of mr,dic,,1/~urgicJl beds sf,ould choose~ 
rrojrctcrl orrn,, 1Pcy r .. l<' 1,ithin tiv• rJn9P (shmv•1 in Colunu, 3) crl!"n",pnndin9 to 
thal l>Ptl si:e. fl;c l.,):.:oitdl's ,11•prop1·iate r,rcjrctcd mcdical/stff:;1ca! fJ1C will bP 
the r,i·r•r.uct M lite l'J :r0r of merlir·,'1/surgicoi t,,,·i~ .;nd the occ11p .. 11cy ,·,,te selectr•j 
f,·1)1·1 tliv r11r1q1· in (1) 11.: 11 J. The rt•· .. vlt vdl: 11r:r,llly fall v1it 11in ► 11,l r,n<JP 
of f.;"JL ', sha1m in Colu,111, 1. Hll'>pit~.ls not Mfli<:Ylll'J lite ocr.up,111r.v t'dt.e, re<.:Jll• 
mendr•d I or p l.1111ii1"1 .. ,.,. P'i".'rt1.1 to ,tel, il'v,, UH 1 , .. ~rl,lltended r,, lt".• by decreJs ins 
bf'd', r,.1th01· lli.tn by 11:~rr.ising utili1,1tion. · 

Snu1c,,: T.,·;k f<WL'' 011 ::,•d1cul/S~l'ijical !led O,u,,,.111,:y of tl.e tt,111~ St.;le r.;c~lth 
Coard i:J,jt :,:g Cow1: i 1, !·'.,,rch, )91\1. 
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2. Historical data show that the hospital has been operating in 

excess of the CON occupancy rate standard,in which case the higher 

historical occupancy rate will take precedence unless evidence 

is presented by the hospital which indicates that the higher 

historical rate would be inappropriate to the effective and 

efficient operation of the hospital; or 

3. The applicant demonstrates that the hospital's resources, service 

demands, patient care needs or local conditions justify an exception 

from the CON occupancy rate standard and derived number of beds as 

calculated in accordance with Table l, Column 2. 

The Department will give full consideration to all such information 

provided by the applicant and decide to issue or deny a certificate 

of need for a proposal based upon the merits of the application. 

B. Guideline Relating to Internal Planning and Appropriate Levels of 
Occupancy 

Each hospital in Maine should establish at least a three-year medical/ 

surgical bed occupancy rate goal within the appropriate occupancy rate 

range listed in Table l, Column 3*. This should be based upon the 

hospital's projected annual average daily census (Table l, Column 1). 

Each hospital should provide a rationale for the goal chosen that is 

consistent with the efficient management of its resources, service 

demands, patient care needs and local conditions. Each year the 

hospital should estimate its prospective occupancy rate consistent 

with its three year goal and, at the end of the year, evaluate its 

occupancy performance. Hospitals should attempt to adjust the commit

ment of resources in the short and long terms consistent with the number 

*See also Graph l. 
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of beds which they detennine to be necessary. Increases in occupancy 

rates should resuH from decreases in bed supply rather than increases 

in utilization, unless .the increased util izahon is C-learly appropriate 

and based upon such factors as increases in needed' health services, 

the aging of the population, or to correct for demonstrated underservice 

of the area served by the hospital . 

The Bureau of Heal th Planning and Development· and: 'MHSA, int. should 

work with other agencies, hospitals and.other providers in dev~lopirig 

improved dat~ bases, criteria ana techniques .for measuring .and evaluating 

the relationships between hospital size, geographic locati.on, facilities, 

physician staff, nursing and other staff, service demands, patient 

mix, management of resources an~ occup"~c;:y patterns.in p l,anni ng for 

and achieving optimum occupancy rates. Criteria developed formedical/ 

surgical bed occupancy appropriateness ~eviews and recommendations for 

remedial action resulting fro.m such reviews shall be consistent with 

this section of the State Health Plan. 

Hospitals will be considered to be operating at appropriate levels 

of occupancy if they are operating within the range of occuppncy . 
' . . . . ! . . . 

rates which correspond with their projected annual .av~~age daily 

census and utilization at the hospital is appropriate.and projected td 

remain at least at current levels. Any review.of the appropriateness of 

existing institutfonal services which recommends that remedial .action be 

taken to Correct for an over or under supply of medical/surgical beds woul~ 

entail a thorough review of applicable local circumstances. 
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Discussion 

Bed 9ccupancy rates n~asure the levels of efficiency at which hospital beds 

are being utilized. One-hundred percent occupancr is not desirable. While 

size, location, facility tjesign, patient mix, and local conditi9ns affect the 

optimum rate a~ which individual hospitals should function, in the interests 

of conserving limited health care resources, achievable bed occupancy rates must 

be established and implemented. It is desirable for planning agencies, hospitals, 

a:id payers of health care servic:es to estaplish and work towards occupancy rates 

that will contribute to more efficient use of hospital facilities and which are 

appropriate to servj~e demands and patient needs. 

Given the complexity of the problem and the wide range of conditions facing 

Maine hospitals, two separate pro~esses are needed to deal with the b~d occupancy 

goals. The first involves a seri~s of certific;ate of need occupancy rates for 

use in connection with applications proposing additions, reductions, or renovations 

in a hospital's medical-surgical bed complement. These occupancy rates are a 

modification of the interim standard adopted in the Stat~ Health Plan for Maine, 

by the (Maine) State Health Coordinpting Co~ncil in 1980. The se~ond process 

involves internal planning and Appropriateness Review as these relate to individual 

hospitals. These two processes are very closely related. For this reason the 

information contained in them has been combined into a single table, Table l in 
I 

the standards section. For clarity, how~ver, each process is discussed separately, 

below. 
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A. CON Review Standard 

Section A -Of the proposed-medical/surgical occupancy rate standards 

deals with CertifiCate'of Need. The C~rtifi~ate of Need standard~ des

cribed in that section and Table l are rec'ommended as the basis for review 

of proposals to ~xpand, r~duce arid/or renovate~edical/surgical bed areas 

subject to revi)ew in accordance with the provisions of the Maine Cer:... 

tificate of·Need,Act and/or Section 1122 of the Social Security Act. 

The proposal recognizes that the standard may not be applicable in all 

cases and provides for exceptions. 

The CON standard was developed as· a result of a nine-month process 

which began when the State H·ealth ·coordinating Council established a 

Task Force to evaluate the medical-surgical occupancy rate adopted, on an 

interim basis, ,in,the State Health ·Plan ·for Maine, in r1ar·c:1, 1980. That 

niediCal-surgicar standard was based on a th'eoretical 'model, deve.loped by 

the Bureau of Hospital Admini~tration at the University of Michigan. 

As•'·part ·of its'continuing·study of the Michigan model, ·the Task Force 

fot'md that the "recommended occupancy rates'11 from that model· did not, in 

fact, represent the mathematical line of best fit hetween the computer 

simulation· model ·of,theoretically ·attainable occupancy rates and the o'ccupancy 

rates derived from a Poisson distribution at 99% probability as intended by 

the investigators. The Bureau of Health Planning and Development has 

correctly plotted the line of best fit between the two limits. The revised 

occupancy rates also reflect the use of the Poisson distribution at 95 percent 

probability for medical-surgical units of less than 36 beds. This revision 

reflects the fact that the Michigan model did not produce a computer simula

tion for units of less than 36 beds, so determination of al ine of best fit 

was impossible. 
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As a result of these investigations, the Task Fore~ recOIT]m~nc;ied adoption 

of the following for CON review purpo~es: 1) the Poisson distribution at 95 

percent probability as a reasonable standard for facilities with fewer than 

36 beds; 2) th€ ma~irnum occupancy for facilities with more than 142 medical/ 

surgical beds be set at 90 percen~; and 3) the variable occup~ncy rate as 

shown in Column 2 of Table l ahd qn Graph l, as the line labelled "CON 

occupancy rate." 

B. Internal Planning and Appropriateness Review Guidelines 

The range of medical-surgical oc~upancy rates se~ forth in ~olumn 3 

of Table l for internal planning an~ appropriateness review is intended 

to initiate a process among Maine's hospitals for setting realistic and 

desirable occupancy goals applic~ble to each hospital and tp develop and 

improve measurements of the !;?ffe~t of that proce~s on he~lth care services 

and costs. As stated in Section B of the narrative relatin~ ~o the use of 

Table l, the guideline ~ill contribute to the evaluation of the appropriate

ness of existing medical~surgical Qed supplies. 

The range recognizes variations in circum~tances ~nd conditions and 

hc1s been calculated around the Certificate of Need occupanc,y rate line 

described in Section A, above. 



i. Standard Relating to Psychiatric and Alcohol Rehabilitation Occupancy 
Rates 

• The minimum acceptable occupancy rate for dedicated hospital 

psychiatric and alcohol rehabilitation beds is 90%. 

Discussion 

Hospital care is expensive in part because of the large capital costs 
/ 

involved in building construction. It is important that existing hospital 

bed capacity will be used efficiently if services are to be provided at 

reasonable costs to the consumer. Special dedicated bed units treating 

psychiatric and alcoholism patients are usually found only at the larger 

hospitals. Little in the literature offers insight into achievable occu

pancy rates for these two types of bed units. In this situation it seems 

reasonable to rely on Maine hospital experiences in developing bed occupancy 

rates in these areas. It appears that high occupancy rates are achievable 

without sacrificing patient access to these services. 

j. Standard Relating to Maximum Number of ICU/CCU Beds p~_r Institution 

• Maximum number of beds permitted for ICU's and CCU's is to be deter

mined by the Poisson statistical distribution method with a 95% 

probability that an empty bed will be available to accommodate an 

incoming patient. The formula to be applied is ADC +1.64 VA.DC where 

ADC equals the projected annual average daily census of the unit 

based upon appropriate utilization. 

Discussion 

Most hospitals in the United States have intensive care units (ICU's). 

Far fewer hospitals have coronary care units (CCU's). Many general 

intensive care units have an area set aside for coronary patients, how

ever. The general function of these units is to bring together the 

specialized personnel, equipment, and techniques which are necessary 
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to monitor patients' vital signs and support or perform their vital 

functions if necessary. Patients receiving intensive care have either 

suffered organ failure or are at risk of organ failure as a result 

of injury, disease, or surgery. 

Units which provide intensive care and cardiac care in Maine are 

identified in different ways at different hospitals. They may be called 

ICU's, ICU's/CCU's, CCU's, and special care units (SCU's). SCU's are 

ordinarily general ICU's. The Health Care Financing Administration has 

recently decided to stop using the term "special care unit" and to use only 

the term "intensive care unit" for such units. This discussion will 

follow that usage. Some hospitals have burn c~re units which are included 

in this standard. It should also be noted that some hospitals 

have "intermediate care units,lla level of care between that found in 

intensive care units and that found in routine nursing care units. These 
' . 

are not defined as intensive care units, but are included under general 

medical/surgical units and are included in the determination of routine 

costs. 

The State Health Plan for Maine presently contains a standard for neo

natal intensive care unit beds. These are not included in this 

standard. 

The intensive care unit and cardiac care unit are distinguishable 

from the ordinary medical/surgical ward not only by the critical condition 

of their patients but also; by their resource requirements. Intensive care 

units use about three times as many nursing hours per patient day as do 

medical/surgical wards. The nurses in intensive care units must have 

special training. Intensive care units also use equipment technicians, 
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respiratory therapists, clerical help and other supporting staff i_n greater 

numbers than the medical/surgical wards. Specialized equipment is more 

prevalent and X-rays and laboratory lc"ils are done more frequently to 

patients in intensive care units. Beds in intensive care units require 

greater space because of the 111ore acutely ill patients, the greater number 

of personnel, and the more extensive equipment. Many intensive care units 

have separate nursing stations, offices, waiting roo111s, and lahoratories. 

One of the consequences of the greater use of resources is substantia·11y 

greater cost per day for ICU use. It is estimated that a day in intensive 

care is at least three times the cost of a day of ordinary medical/surgical 

ca re ( l , 2 , 3, 4 , 5 , 6 ) . 

ences on page 400). 

( The nu111liers in parentheses refer· to ref er-

Table l which follows contains information on ICU's and CCU's in Maine 

in 197:-l. It is based on information reported by each hospital to the 

Coope1·ative Health Facilities Resource Inventory, maintained by the Bureau 

of Health Planning and Development. The table is presented to illustrate 

UH• app l i u1 ti on of the method and not to finally determine the 

number of needed ICU and CCU beds for each institution. Any determination 

of hf'cl rH:f'd by the CurC'au for a facility will use the projected annual 

average daily census based on appropriate utilization. The table also 

illustrates the number of beds needed, given 1978 ADC, for different per

centages of probability that a bed will be available on any given day. 
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H~ber of Beds 

Table 1 
Actual ICU/CCU Beef Use fn.Ha'ine .Hospitals and 
Required for Three levels of Probability of Bed 

1978' 
Availabf 1 i ty 

I OJ/COJ Ut 1 lfza t f on Number of Oed; Required 
Comprehensive Statistics for 1970 ot Specified Prohabilities 

Health Planning (b) of Bed Availabilitt_ 
-Av. Da fly Percent Reglon/Hosptta 1 .Nup1ber of 95:a ·90x4 99~.a Staffed Beds Census a 0cc, ,. Haine l!edfcal Center 40 27 68.3 36 38 39· 

Osteopathic Hospital 13 9 67.0 14 15 16 
Mercy 12 9 75.0 14 15 16 
Webber 7 5 67 .2 9 10 10 
Pen-Bay 6 4 62.2 7 8 9 
Regional HefflOrtal s 4 71. 1 7 8 9 
Bath 4 2 43.5 4 5 5 
H. D, Gooda 11 6 4 60.6 7 8 9 
York s 3 64.6 6 7 7 
Waldo County 4 1 36.2 J 3 3 
Parkview 9 n.a. - - - -
No. Ct1mbe r land 4 3 70,9 6 7 7 
Hiles 4 1 23.8 3 3 3 
Camden 2 <1 21. 5 not calculated for (1 AOC 

11. Central Haine Med. Center 23 10 !,2. 7 15 16 17 
St. Mary's 16 9 56.1 14 15 16 
R1J11ford 6 4 63. 1 7 8 9 
frank 11 n County 4 2 61.3 4 5 5 
Stephens 4 2 48.4 4 5 5 

Ill. Hfd-Halne Medical Center 24 17 69.6 24 25 27 
Kennebec Valley 11ed, Center 13 9 69.3 14 15 16 
Rcdington-Fairvl~w 4 2 59.8 4 5 5 
Wattrvtlle Osteopathic 3 2 70.0 4 5 5 
Sebastlcook Valley 2 1 54.8 3 3 3 

IV. Eastern Maine Med. Center 20 17 85.6 24 25 27 
St. Joseph's 7 3 41.8 6 7 7 
Calais 4 1 30.8 3 3 3 
Matne Coast Memorial 6 5 75.0 9 10 10 
Mt. Desert 3 2 54.9 4 5 5 
J.A. Taylor 3 1 38. 7 3 3 3 
Mayo Regional 4 n.a. - - - -
Millinocket 4 2 49.0 4 5 5 
Penobscot Valley 5 2 38. 1 4 5 s 
Blue Hill 4 1 35.2 3 3 3 
Castine 1 <1 48.5 not ca lcu 1 a ted for (1 ADC 
Eastport 2 (1 4.5 not calculated for (1 ADC 

V. A.R. Gould 8 3 38.8 6 7 7 
Houlton 7 2 31.0 4 5 5 
Northern Haine Med. Center 4 2 39.0 4 5 5 
C4ry 6 4 66.7 7 8 9 

··---- -----
Note: The illustrations of the arplication of the Poisson Distribution Method in this 
tabTe do not distinguish among hospitals with specialized intensive care units. As a 
result, if facilities have units which provide care to patil'nts who are not interchange
able, the Poisson formula would be applied to each ,uch unit and the nu:nber of needed 
beds shown in the table would be under~tated for that facility. 
n.a. Not available. 

aFigure Is rounc'ed to ~he nearest whole number. 

Source: Cooperative Health Facilities Resource Inventory, Cureau of Health Planning and 
Development, Division of Data and Rc~earch, 19,:0. 
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There are three important qualifications to the general application 

of this standard. First, the standard should be applied 

to individual intensive care units within a hospital (such as an ICU, or CCU, 

or ,1 burn care unit) only where it Ciln be shown that patients normally 

receiving care in those units cannot appropriately be assigned to another 

intensive care unit in that hospital. Second, in determining the proper 

size of intensive care units (ICU's, CCU's and burn care units), projected 

annual average daily census should be based on the projected level and kind 

of services being offered in the hospital which would affect appropriate 

utilization of those units. Third, the application of the ltan-

dard should also consider responsibilities which a hospital has as a result 

of desiqnation for delivery of specializeJ care. 

k. Standard Relating to Minimum Space Requirements for Intensive Care Unit 
Patient D..ooms 

• Clearance between beds in multi bed rooms sha 11 be not less than 7 'O" 

(2. 13m). Single-bed rooms or cubicles shall have a minimum clear area 

of 120 square feet (11.15 square meters) and a minimum dimension of 

10 1 011 (3.05m). 

Discussion 

This space standard is one of the minimum requirements of construction 

and equipment for hospital and medical facilities established by the U.S. 

Department of Health and Human Services. This is also a requirement for 

licensure by the Maine Department of Human Services. It is desirable to 

include this standard to assist in planning for ICU's and CCU's. 

Goal for Intensive Care Units 

HOSPITALS WHICH HAVE INTENSIVE CARE UNITS SHOULD ESTABLISH CLEAR 
WRITTEN CRITERIA FOR PATIENT ADMISSION TO AND TRANSFER FROM SUCH 
UNITS. THE HOSPITALS SHOULD REVIEW THE CRITERIA ANNUALLY. 



Discussion 

Recent research outside of Maine has suggested that some patients 

may be admitted to intensive care units unnecessarily and that others 

may be kept in tho~e units longer than medically necessary. The Maine 

State Health Coordinating Council adopted this goal 

to help insure that patients are properly placed and to reduce 

the likelihood of improper utilization of intensive care units 

in the future: This goal encourages each facility to examine carefully 

its own needs and capabilities and to establish or to review and update 

criteria consonant with those needs and capabilities. It should be noted 

that the Joint Commission on Accreditation of Hospitals states in its 

Accreditation Manual for Hospitals: 

Written criteria for patient admission to and discharge from 
a special care unit, including priority determination, shall 
be developed by the medical staff, with participation of the 
nursing service ... 

Special care unit is the term used ir, the manual to identify intensive 

care units. 
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1. Standards Relating to Conditions for Hospital Bed Expansion and 
Renovation 

• Until such time as the State of Maine has achieved an appropriate 

bed-to-population ratio as determined by Standards l.a., l.b., and 

l .c., no hospital bed expansion nor replacement will be permitted 

unless the applicant hospital can clearly demonstrate the following: 

l. Local joint planning efforts have been aggressively pursued.a 
The object of joint planning is for two or more hospitals to 
earnestly and productively engage in sincere discussions of 
their respective goals, objectives and plans for the purpose 
of maximizing the quality and minimizing the cost of the 
health care system. Participants must engage in such discussions 
with a willingness to compromise and to modify and/or abandon 
their respective plans to avoid and/or eliminate unnecessary 
duplication or underutilized health care resources; 

2. There are no underutilized licensed beds of the same type 
(e.g., obstetric, pediatric) within 20 miles of the facility 
applying for the new or replacement bedsa,b; 

3. The hospital has initiated patient admission scheduling systems 
for.a sufficient period of time to achieve maximum utilization 
of its own facility. 

Discussion 

The State of Maine and its residents have made a very large invest

ment in hospital resources. The set of planning standards advocated by 

the Maine Health Systems Agency, Inc. and the Bureau of Health Planning 

and Development are intended to help protect both current and future 

investment in these facilities by encouraging cooperative, community-wide 

planning among hospitals. Effective cooperation should seek to reduce 

unnecessary duplication of expensive services and to promote efficient 

aConsideration will be given to differences between allopathic and osteo
pathic medicine. 

bA hospital proposing to add or replace beds will distribute a copy of its 
Certificate of Need application to each hospital situated in the service 
area claimed by the applicant. 
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use of capacity. Problems of services duplication and/or low bed 

occupancy exist in several Maine communities. Standards adopted by 

both agencies require hospitals wishing to add new or replace existing 

bed capacity to pursue alternatives to these actions with other hospitals 

in the immediate area. 

The third standard, regarding admission scheduling systems recognizes 

the desirability of utilizing an individual hospital's bed capacity as 

efficiently as possible. Variability in bed demand from day to day, 

and from month to month, is quite large in some hospitals. In such 

instances, many more beds must be maintained than are filled on average 

in order to accommodate high demand occurring at certain times. Some of 

this variability can be eliminated by scheduling elective admissions 

in such a way as to smooth out demand. Thus, bed demand will be shifted 

from a usually busy time (beginning of the week) to a low use time (the 

end of the week and the weekend). While such action will have little 

effect on patient access to care (and in some circumstances may actually 

improve it), it may result in substantial savings in health care costs. 
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2. Obstetrical and Neonatal Inpatient Services 

a. Standard Defining Four Levels of Obstetrical and Newborn Care 

• The concept and definitions of four levels of obstetrical and newborn 

services developed by the state-wide Task Force on Perinatal Care be 

used in all future planning for these services. 

Discussion 

The National Foundation, March of Dimes, Committee on Perinatal Health, 

prepared a monograph describing the levels of maternal and newborn care. 

Entitled Toward Improving the Outcome of Pregnancy, it provided the con

ceptual framework for distinguishing among: routine (Level I), intermediate 

(Level II), and intensive (Level III) units and the staff and facility 

needs required for each. The report also discussed the relationships and 

responsibilities among cooperating hospitals comprising the perinatal and 

newborn care network. 

In 1976, Maine's three largest hospitals established the Task Force on 

Perinatal Care. Its general charge was to identify shortcomings in services 

provided to mothers and newborns in Maine hospitals and to develoµ appropriate 

remedies. The Task Force defined the perinatal period to encompass the twentieth 

week of gestation through the first seven days of life. The neonatal period 

was defined to be from birth through twenty eight days. One recommendation 

was that future planning efforts should recognize four rather than three 

levels of care. In contrast to the National Foundation, the Task Force saw 

the need for two types of Level II institutions in Maine. A facility defined 

as a Level II intermediate care facility would provide intermediate and Level I 
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care to newborns born only in that hospital. A Level II referral center, 

on the other hand, would receive intermediate level patients from Level I 

hospitals in surrounding communities as well as provide intermediate and 

Level I care to newborns born in that hospital. It would also offer convales

cent care to infants returning from the state's single Level III facility. 

In Maine, there is currently one Level III facility located at Maine Medical 

Center. There are four Level II referral facilities. These are at the Maine 

Medical Center, Central Maine Medical Center, Mid-Maine Medical Center and 

Eastern Maine Medical Center. 

b. Standard Relating to Regionalization 

i Neonatal and obstetrical services shall be planned on a regional basis. 

Discussion 

Regionaltzation of sophisticated medical services has been suggested as a 

means of providing accessible·, high quality care in a cost-effective manner. 

Local hospitals are encouraged to provide the highest level care consistent 

with their capabilities; cases requiring more intensive treatment should be 

referred to regional facilities. Regionalization promotes the efficient use 

of resources and improves the quality of care. 

Obstetric and newborn services are easily adapted to regionalization. It 

is estimated that only five percent of all newborns need more than routine 

care. Of these, 40 percent require intensive Level III care and 60 percent 

intermediate Level II care. With regionalization, costly buildings, equipment 

and the highly skilled staff necessary for the provision of quality obstetrical/ 

neonatal intensive care can be concentrated at several of the larger medical 

centers. 

A system of regionalized obstetrical and neonatal care already exists in 

Maine. As defined by the Task Force on Perinatal Care, Maine hospitals offer 

four levels of perinatal care, ranging from basic obstetric and newborn 
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services (available in most hospitals) to a single Level III neonatal intensive 

care center. The Level III unit, located at the Maine Medical Center, 

provides specialized care to the entire state. Transport to a facility capable 

of providing the appropriate level of care is an integral part of a regionalized 

system. The optimal arrangement is to transport the high risk mother to an 

appropriate level facility for delivery there. In Maine, transport of infants 

requiring more intensive care to appropriate facilities should be performed by 

the Level II referral centers. Local hospitals should stabilize infants until 

the arrival of a transport team from the Level II hospital. This team should 

transport the child either to the Level II hospital or directly to the Level 

III hospital. Inter-facility agreements should exist to facilitate the 

transfer of patients between local and regional hospitals. 

The staff in Level II (referral) and III units do more than provide direct 

services. They aid in developing and implementing protocols for prenatal 

screening and emergency transportation; they are a focus of continuing educa

tional opportunities for all levels of providers and they are available for 

consultation services. 

A regional network has many responsibilities geared to maintaining high 

quality care. Among these, a major activity is to improve maternal and newborn 

services in all the State's hospitals. It is important, for example, to 

ensure that a hospital's pediatr·ic service is capable of caring for the new

borns delivered in the obstetrical unit. 

c. Minimum Standard Related to Obstetrics Bed Occupancy 

e Maximum number of beds permitted for maternity units of Level I, Level II 

referral, Level II non-referral and Level III hospitals is to be determined 

by the Poisson statistical distribution method with a 95% probability 

that an empty bed will be available to accomodate an incoming patient. 

The formula to be applied is ADC+ l.64~ where ADC equals the projected 

Average Daily Census of the unit. 
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Discussion 

Because obstetric admissions occur somewhat randomly, it is important 

to establish needed number of beds by a method which takes this into account. 

The method to be used in calculating the number of beds required in obstetrical 

units should consider: 

1. The greater need for beds as the number of births increase; and 

2. The greater effect of fluctuations in census experienced by 

small units. 

The daily census of obstetrical units tends to conform to the Poisson 

distribution. The Poisson distribution is an accepted means of predicting 

the maximum number of beds necessary to meet a given demand where that demand 

occurs randomly. It is clearly more appropriate than a fixed occupancy rate 

because it allows for the variance in volume among hospitals, The Poisson 

distribution method adjusts the maximum required unit size in accordance 

with the projected average daily census of the unit. 

The State Health Plan determines obstetrical bed needs in such a way 

that an empty bed should be available to acconrnodate incoming patients 95% 

of the time (or approximately 347 days per year). Once the maximum bed size 

of the unit has been determined, the minimum acceptable occupancy rate may be 

easily calculated. 

The following table, using 1980 provisional data, illustrates the applica

tion of the above standard. The table is provided for illustrative purposes 

only. It should be noted that the column entitled 11 patient days'' may include 

days of care for non-obstetrical patients who occupied an obstetrical bed (e.g., 

gynecological patients) and it may not include obstetrical patient days which 

were provided in medical-surgical and other non-obstetrical beds. Although 

many hospitals in this example appear to have too many or too few obstetrical 

beds, this does not necessarily mean that those units are inappropriately sized, 

nor does it imply that beds should be added or removed. 
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Unit 

Aroostook Med. Ctr. 
Bath Mem. Hosp. 
Calais Reg. Hosp. 

Camden 
Cary Med. Ctr. 

Central Maine Med. Ctr. 

Charles A. Dean Mern. Hosp. 
Down East Com. Hosp. 

Eastern Maine Med. Ctr. 
Franklin Mem. Hosp. 
Gooda 11 Hos pi ta l 
Houlton Reg. Hosp. 
J.A. Taylor Osteo. Hosp. 
Kennebec Valley Med. Ctr. 
Maine Coast Memorial Hosp. 
Maine Med. Ctr. 
Mayo Regional Hosp. 
Mercy Hos pi ta l 
Miles Memorial Hosp. 
Millinocket Regional 

Mi d-lla i ne Medical Center 
Mt. Desert Isle 
No. Cumberland Mem. 

No. Maine Med. Ctr. 
Osteo. Hosp. of Maine 
Parkview Mern. Hosp. 
Redington-Fairview 
Rumford Community Hosp. 
St. Mary's Hosp. 
Stephen's Memor_ial 
Waldo County General 
Webber Hosp. 
Waterville Osteopathic 

Table l 

Application of Standard IVb.2.c. to 
Obstetrical UnJts in Maine, 1980 

- Maximum 
Patient # Bed~ 

Days ADC Beds Needed 

1,813 4.97 11 9 
Not l\vailable 10 

980 2.68 7 6 

325 .89 7 3 

l ,642 4.50 9 8 
4,392 12.03 20 18 

3 
l ,251 3.43 6 7 
7,007 19.20 29 27 
l ,231 3.37 6 7 
l ,882 5.16 10 9 
1,410 3.86 8 8 

362 . 99 4 3 
4,456 12. 21 19 18 

629 l. 72 9 4 
10,118 27, 72 32 37 

912 2.50 8 6 
4,108 11. 25 20 17 

473 l. 30 6 4 
848 2:32 4 5 

3,861 10.58 17 16 
498 l. 36 5 4 
614 l.68 6 4 
805 2.21 8 5 

2,135 5.85 10 10 
3,033 8. 31 9 14 

928 2.54 10 6 
610 l. 67 8 4 

3,697 10.13 12 16 
696 l. 91 4 5 
504 l. 38 6 4 

2,954 8.09 12 13 
617 l. 69 6 4 

Minimum 
Occupagcy 

Rate 

55.22 

44.67 
29.66 

56.25 

66.84 

49.00 
71. 11 
48.14 
57.33 
48.25 
33.00 
67 ."83 
43.00 
74.92 
41.67 
66.18 
32.50 
46.40 
66. 13 
34.00 
42.00 
44.20 
58.50 
59.36 
42.33 

41.75 
63. 31 
38.20 
34.50 
62.23 
42.25 

tDetermined from the formula: Number of Beds= ADC+ l.64~(see text). 
Computed by dividing ADC by number of beds needed. 

Actual 
Occupancy 

Rate 

45. 18 

38.29 
12. 71 

50.00 

60. 15 

57. 17 
66.21 
56. 17 
51. 6 
48.25 
24.75 
64.26 
19. 11 
86.63 
31. 25 
56.25 
21.67 
58.00 
62.24 
27.20 

28.00 
27.63 
58.50 
92.33 
25.40 
20.88 

84.42 
47.76 
23.00 
67.42 
28. 17 

Source: Bureau of Health Planning and Development, Division of Data and Research, 1981 
(1980 provisional data). 
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A hospital should use the Poisson distribution method contained in this 

standard when it does its internal planning for obstetrical bed needs. To 

use the formula, it is necessary to determine projected appropriate obstetrical 

patient days. These projected days should be limited strictly to obstetrical 

days and should exclude days of use by other patients (such as gynecological). 

The hospital may wish to ask its internal utilization review mechanism to 

carefully study historic obstetrical use to assist in projecting appropriate 

patient days. One indicator of appropriate utilization is average length of 

stay. If the hospital's projected obstetrical length of stay varies signifi~ 

cantly from the state average for similar hospitals, the hospital should 

determine whether the projected patient days could be reduced without adversely 

affecting quality of care. The projected appropriate annual obstetrical 

patient days should then be divided by 365 to determine the projected average 

daily census for obstetrics. The projected average daily census should then 

be used with the Poisson formula to calculate the appropriate number of 

obstetrical beds for that projected average daily census. 

The recommendations for projecting the appropriate size of the hospital's 

obstetrical unit should not be interpreted to mean that obstetric beds should 
•' 

not be used by non-obstetrical patients. Hospitals must consider many factors 

in placing their patients so that their care is of acceptable quality and the 

use of the bed complement is efficient. In Maine hospitals, non-obstetrical 

patients are often placed in licensed obstetrical beds and this use is entirely 

consistent with the recommendations for sizing the hospital's obstetrical 

unit. 
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d. Standard Relating to Minimum Number of Births Required for Level II 
Referral and Level III Units. 

1 Level II referral and Level III maternal and newborn special care 

hospitals should perform at least l ,000 deliveries annually except 

in Aroostook County where the following standard shall apply; there 

shall be only one Level II refferal unit in Aroostook County. 

Discussion 

This standard is intended to maintain the quality of care and economic 

efficiency of specia'lized and referral obstetric and newborn services by 

discouraging the development of units in areas lacking a minimum number of 

births annually. Given the relative isolation and small number of people 

residing in many of the population centers in Maine, a minimum standard of 

1,000 deliveries, annually, in Level II referral units and Level III units 

appears reasonable. The current geographic distribution of the existing 

Level III and Level II referral units throughout the State assures reasonable 

regional access to care. The exception for Aroostook County allows develop

ment of a single needed service, although no single hospital will have l ,000 

deliveries annually. 

e. Standard Relating to Neonatal Special Care Beds 

e There should be no more than 3.2 newborn referral special care beds 

per 1,000 live births in the State of Maine. 

Discussion 

After careful study and discussion with neonatalogists, the Maine State 

Health Coordinating Council established this standard which sets a realistic 

limit to the growth of newborn referral special care beds. Currently, there 

are 38 Level II (referral) and Level III neonatal intermediate and intensive 

care beds or 2.3 beds per 1,000 live births in Maine (Table 2). 
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Two of the hospitals in Aroostook County have applied for a c~rtificate 

of need to establish a Level II referral unit to provide for the entire 

county. As stated above in Section d., only one such unit is needed. It 

can thus be anticipated that a single application will be approved. 

Table 2 

CURRENT LEVEL II REFERRAL AND 
LEVEL III NEONATAL INTERMEDIATE AND INTENSIVE CARE BEDS 

BY REGION ANO HOSPITAL 
Maine, January. 1980 

Area Hospital Level Beds Available 

Tri County CMMC I I (referral) 10 

Southern Maine MMC I I l 12 
I I (referral) 10 

Kennebec MMMC I I (referral) 2 

Eastern Maine EMMC I I (referral) 4 

Northern Maine II (referral) 0 

TOTAL 38 

Rate bf 2.3 beds per 1,000 live births, based on 16,474 births in 1980. 
Source: Bureau of Health Planning and Development, 

Maine Department of Human Services, September 1981. 
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f. Standard Relating to Minimum Number of Births State-wide Required for 
Level III Neonatal Care Units 

e No new Level III maternal and newborn special care programs considered 

until the state-wide number of births reaches 20,000 annually. 

Discussion 

Level III maternal and newborn special care units provide the most costly 

and sophisticated services in the regional system. Expansion of Level III 

capability must be such that neither quality nor costs of services are adversely 

affected. 

Applying national estimates to Maine suggests that at a minimum, 20,000 

births annually are necessary to support two Level III units. Level III 

units thus require service areas which generate 8,000-12,000 annual births 

in order to maintain quality of care and keep costs at acceptable levels. 

In 1980, there were 16,474 births in Maine. This represents a slight increase 

over the number of births in 1979. 

United States Bureau of Census data predict that the number of births will 

continue to increase peaking around 1995. Thereafter, the number is expected 

to decline. Bureau of Health Planning and Development projections indicate 

that there will be approximately 19,000 live births in Maine by 1985. Con

sequently, consideration of new Level III programs should be delayed until 

such time as there are 20,000 births in Maine. At that time, future birth 

proj~ct{ons can be used to more accurately determine future birth levels 

and related need. 
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3. Pediatric Inpatient Services 

a. Standards Relating to Pediatric Inpatient Units and Pediatric Utilization 

1 Pediatric beds shall be pooled with adult medical/surgical and 

medical rehabilitation beds in determining medical/surgical 

occupancy rates. 

• A separate pediatric unit is desirable in facilities providing 

services to the 0-14 population. This unit should be so designed 

that, when not in use by pediatric patients, the beds can be used 

by patients in other age groups. 

1 Consolidation of pediatric units should take place in regions 

where several units are in proximity to each other, 

1 Patient day use rate for pediatric hospitalization for Maine 

should not exceed 250 days of hospitalization per 1,000 children 

aged 0-14. 

Discussion 

Twenty-seven of Maine's hospitals had pediatric beds in 1980. There 

was a total of 299 pediatric beds with a state-wide occupancy of 51% (see 

Table 1). Seventeen of the units had ten or fewer beds. Only three units 

had occupancy rates above 50% in 1980. Nine of the twenty-seven units had 

more than ten beds. Six of these nine units had occupancy rates above 50% 

in 1980. 

The first standard is designed to encourage Maine hospitals with pediatric 

units to be organized so that beds can "swing" between pediatric and medical/ 

surgical patients according to need where physically and operationally practical. 

Using pediatric beds as "swing" beds enables them to be a part of the medical/ 

surgical bed complement. This improves overall utilization of the pediatric 

beds. 
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Table l Pediatric Beds and Inpatient Days 
by Hospital and Health Planning Region 

Maine, 1980 

Health Planning Reciion/flospital 

State Total 

Region I 
[la th Memorial 

Henrietta D. Goodall 
Maine Medical Center 
Mercy 
Miles Memorial 
Osteopathic Hospital of Maine 
Regional Memorial 
1-/aldo County General 
Webber 

Region Total 

Regi_on II 
Central Maine Medical Center 
Rumford Community 

St. Mary's General 
Region Total 

Re_gion I I I 
Kennebec Valley Medical Center 
Mid-Maine }tedi cal Center 
Sebasticook Valley 
Waterville Osteopathic 

Region Total 

Number of 
Pediatric Beds 

299 

10 

8 

52 

16 

2 

12 

7 

4 

10 

121 

19 

12 

34 

65 

15 

24 

6 

3 

48 

Pediatric 
Inpatient 

Oavs 
55,373 

488 

753 

13,8('i3 

3,061 

117 

1,399 

1,110 

487 

2,219 

23,497 

3,678 

1,859 

~ 
9,038 

2,773 

6,684 

159 

_LQJ2 

10,631 

Percent 
Occupancy 

50.74 

13.37 

25.79 

73.04 

52.41 

16. 03 

31.94 

43.44 

33.36 

60.79 

53.04 

42.44 

28. 21 

50.65 

76.30 

7.26 
92.69 

+----------------+---~---------1-------l------· -
Region IV 

Calais Regional 
Charles A. Dean Memorial 
Down East Community 
Eastern Maine Medical Center 
Maine Coast Memorial 
Millinocket Co1lll1unity 
Mt. Desert 
James A. Taylor 

Region Total 

Region V 

Cary Memorial 
Arthur R. Gould Memorial 
Van Buren Community 

Region Total 

6 

3 

2 

23 

6 

NA 
5 

3 

48 

5 

8 

4 

17 

883 

NA 
339 

6,250 

84) 

NA 
579 
2% 

9, ]f:7 

1,588 

1,245 

____l!IT_ 

3,020 

NA~ Not Available - facility did not respond to this item. 
Source: Cooperative Health Facilities Resource Inventory 

Bureau of Health Planning and Development 
Maine Department of Human Services, November 1981. 

40.32 

N/1 

46.44 

74.45 

38. 40 

NA 
31. 73 

2G.94 

87.01 

42.64 

12.81 



While recognizing that pediatric units should be integrated into the 

medical/surgical unit for proper utilization, it is at the same time important 

to have an identifiable area for children. This will help maintain quality 

of care and promote psychological well-being of children. This concept is 

recognized in the second standard. There are, however, cost and quality 

incentives for the consolidation of units in facilities in close proximity. 

Wherever possible, .regions containing more than one facility with a pediatric 

unit should establish arrangements for coordinating and consolidating services. 

The third ~Jandar~.~ncqurages,~qnsolJdation. 

Patient day use rates are the number of days of hospitalization per l ,000 

people. In Maine, in 1980, pediatric use occurred at a rate of approximately 252 

days of hospitalization per l ,000 children aged 0-14. To illustrate the 

variation in pediatric use rate among substate areas, Maine was divided into 

sixty-six communities with a minimum population of 10,000 people. These are 

shown on the following page. Pediatric use rates have been calculated for 1980 

for each of the communities. These are shown in Table 2. 

Pediatric Patient 
Days per 1,000 
Population Aged Number of Percent 

0-14 Communities of Total 

150 or less 9 13 .6 
151-200 17 25.8 
201-250 13 19.7 
251-300 10 15.2 
301-350 8 12. l 
351 or more 9 13. 6 

66 l 00. O 

The wide variation among the community use rates strongly suggests that 

further study be undertaken to determine the causes of the variation. Objective 

5.4.2 of the Pediatric Care section of the 1981 State Health Plan for Maine is 

"To conduct a study of pediatric hospital utilization in Maine (by 1981). 11 
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Table 2 
P.atlent Day Rate for the Pediatric Population 

Aged 0-14 in 66 Maine Communltiesa 
1980 

Com-nun i ty' Age Group 0-14 Years 

ID b NUMBER NAME Patient Days Population C 

1 Berwick 393 6300 
2 York 405 3200 
3 Sanford 1055 6300 
4 Kennebunk 345 2300 
5 Buxton 504 3100 
6 Biddeford 978 5800 
7 Saco 834 4700 
8 Scarborough 375 2500 
9 South Portland 1142 6400 

10 Gorham 397 2000 
11 Westbrook 716 3600 
12 Portland 2975 14100 
13 Ba 1 dl'ii n 553 3200 
14 Gray 622 3600 
15 Falmouth 417 2300 
16 Brunswick 775 5300 
17 Freeport 628 3500 
18 Bath 1040 4700 
19 Damar i scot ta 395 2900 
20 Bridgeton 711 4200 
21 New Gloucester 793 2800 
22 Auburn 1781 5300 
23 Lewiston 2905 9700 
24 Lisbon 781 3900 
25 Topsham 636 2900 
26 Gardiner 1335 5900 
27 Whitefield 918 3200 
28 Waldoboro 734 4700 
29 Rockland 621 4500 
30 Nor\'1ay · 581 3500 
31 Leeds 654 2400 
32 Monmouth 735 3300 
33 Augusta 1636 5600 
34 Be the 1 936 2700 
35 Jay 437 2700 
36 Belgrade 771 2600 
37 Watervi 1 le 3737 5500 
38 Brooks 1081 2700 
39 Be !fast 677 2700 
40 Bucksport 681 3000 
41 Rumford 2032 3000 
42 Farmington 430 -3200 
43 Skowhegan II 76 3400 
44 Fairfield 1293 3200 
45 Pittsfield 1146 2600 
46 Rangeley 712 3700 
47 Greenvi 1 le 1040 3200 
48 Dover-Foxcroft 1018 3800 
49 Cori nth 990 3500 
50 Bangor 3745 11500 
51 Old Town 838 3700 
52 Orono 246 1200 
53 Brewer 1058 4300 
54 El ls1~orth 786 2500 
55 Deer Is 1 e 541 2200 
56 Bar Harbor 1204 3500 
57 Machias 1022 4200 
58 Calais 1321 3700 
59 Lincoln 1058 3500 
60 Millinocket 639 3900 
61 Hou 1 ton 1726 4600 
62 Presque Isle 1663 6800 
63 Fort Fairfield 608 4800 
64 Caribou 931 3600 
65 Madawasku 969 2400 
6(; Fort Kent 1621 2800 

COMMUNITY TOTAL 67,503 268,400 

Patient Day Rate 
Per 1000 Population 

62.4 
126. 6 
167.5 
150.0 
162.6 
168.6 
177,4 
150.0 
178.4 
198.5 
198,9 
21 J. 0 
172.8 
172,8 
181. 3 
146.2 
179,4 
221. 3 
136.2 
169.3 
283.2 
336.0 
299.5 
200.3 
219,3 
226.3 
286.9 
156.2 
138.0 
166.0 
272.5 
222, 7 
292. 1 
346.7 
161. 9 
296. 5 
679.5 
400.4 
250.7 
227.0 
677. 3 
134.4 
345.9 
404. l 
440.8 
192.4 
325. 0 
267.9 
282.9 
325. 7 
226.5 
205.0 
246.0 
314.4 
245.9 
344. 0 
243,3 
357. O 
302. 3 
163.8 
375. 2 
244.6 
126.7 
258.6 
403.8 
578.9 
251. 5 

a) Patient day and population duta for newborns are excluded from this tabulation, 

C

b) Patient day data suppl led by Maine Health Information Center. 
) Population data are 1980 projections produced by the Division of Data & Research, Bureau 

of Health Planning & Development, 1980 series, 
Source: Bureau of Health Planning & Development Div, of Data & Research, January 1982. 
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This objective should be implemented in 1982 and the groups involved in its 

implementation should be expanded to at least include the Maine Medical 

Association, the Maine Hospital Association and the Health Facilities Cost 

Review Board. 

Different standards for pediatric hospital use rates have been proposed, 

primarily for bed need planning and regulation. 1 Most of these suggest between 

200 and 280 days of hospitalization per 1,000 children. 2 It seems reasonable 

that Maine can achieve and maintain a use rate of no more than 250 pediatric 

patient days per l ,000 population aged 0-14. The fourth standard is consistent 

with Standard l .d. above for appropriate community inpatient use rates. 

Footnotes 

l. Pediatric Care Program Plan, Bureau of Health Planning and Development, Maine 
Department of Human Services, Augusta, Maine, 1979, p. 24. 

2. IbiE_, p. 26. 
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4. Open Heart Surgery Services 

a. Standard Relating to Development of Adult Open Heart Surgical Services 

, No new adult open heart surgery program shall be approved in Maine 

unless it can be clearly demonstrated that such a program would 

perform a minimum of 200 adult open heart procedures per year within 

3 years of initiation. 

Discussion 

Open heart surgery is a relatively new technique for the treatment of 

heart disease. It is an extremely complex procedure which can only be under

taken in a sophisticated hospital setting and with a highly practiced surgical 

team. Technical precision and acute decision-making skills are requisites of 

open heart surgery. These are best attained through comprehensive training 

and continuing experience. To maintain skill levels, each team must have a 

sufficiently large workload. Proliferation of open heart surgery programs 

could result in low volume programs and attendant staff inadequacies. 

Open heart surgery is also very expensive. The nonpersonnel costs of 

establishing a program are in excess of $1 million. Added to this are the 

personnel costs of the surgical teams as well as the costs of a wide range 

of ancillary and support services. For these reasons it is essential to 

restrict the development of open heart surgical programs to large, well

equipped, medical centers whose patient volumes are sufficient to ensure 

financial viability and high quality of care. A minimum level of activity 

of 200 procedures was recommended by the Inter-Society Commission for Heart 

Disease Resources and The Maine Regional Medical Program. 1•2 This is also , 

the standard proposed nationally as a National Guideline for Health Plannin~. 
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The Maine Medical Center (MMC) in Portland is the only hospital offering 

open heart surgical services in Maine. Between 1972 and 1980, the annual 

number of open heart surgical procedures grew from 125 to 566., It is anti

cipated that in 1981, the number of procedures will increase to at least 630. 

(See Table 4). Virtually the entire increase has been the result of expansion 

in Cardiac Artery Bypass Graft (CABG) operations. 

Table 4 

Total CABG Non-CABG 
Year Procedures Procedures Procedures 

1972 125 3 122 
1973 184 57 127 
1974 238 127 l ll 
1975 256 139 117 
1976 336 212 124 
1977 371 246 125 
1978 427 286 14 l 
1979 517 355 162 
1980 566 423 143 
Total 3,020 1,848 l , 172 

Source: Table originally prepared by the Maine Health Systems Agency, Inc., 
Revised September 1981, as follows: 
1976-1979, MMC Discharge Database. 
1980, Cardiac Surgery Department Database, MMC. 
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Maine Medical Center has received a Certificate of Need authorizing 

it to proceed to develop an additional eight inten~ive care unit (ICU) 

beds. The availability of these additional beds will enable MMC to perform 

a maximum of l ,000 open heart procedures a year. MMC is expected to be able 

to ·accommodate Maine's demand for open heart surgical services for the for

seeable future. 

Ease of geographic access is not a critical concern in planning for open 

heart surgical services. The procedure is generally elective and it is 

extremely rare for a patient to require more than a single intervention of 

this type. Development of open heart surgical services at various geographic 

locations is not recommended at this time. 

Maine Medical Center reports that its post-operative mortality 

rate for open heart surgical procedures (adult and pediatric combined) 

was 3.6% in 1978, 4.3% in 1979, and 4.9% in 1980. (Source: Cardiac 

Surgery Department Database, MMC). 

Despite the apparent success generated by these outcome measures, 

considerable controversy surrounds the use of CABG. Since the early 1970 1 s, 

increases in the number of open heart operations in this country have been 

due primarily to increased usage of the CABG procedures. 3 While CABG has 

been advanced as a major new therapy for victims of coronary heart disease, 

important questions remain regarding its true value. Some experts believe 

that medical, rather than surgical, management may be just as effective 

in preventing heart attacks. 4 There are two instances, however, where 

surgery appears to be the preferred treatment: (l) It is widely accepted 

that CABG surgery is superior to drug therapy in eliminating or reducing, 

at least temporarily, the pain associated with angina pectoris; and (2) 

surgery is preferable to medical management in the treatment of severe 
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blockage of the left main coronary artery, particularly if right coronary 

artery disease and/or impaired functioning of the left ventricle are also 

present. 5 

Studies are now underway to more clearly identify the value of CABG 

surgery as a treatment modality. The National Heart, Lung, and Blood Institute 

(NHLBI) is currently sponsoring a comprehensive study. Preliminary results 

from the NHLBI Project should be available within a year or two. 

b. Standard Relating to Development of Pediatric Open Heart Surgical Procedures 

e No new pediatric open heart surgery programs shall be approved in 

Maine unless it can be clearly demonstrated that such a program 

would perform a minimum of 100 pediatric heart operations per year, 

at least 75% of which should be open heart procedures. 

Discussion 

Open heart surgery for children is usually done to correct or moderate 

any number of congenital anomalies. The procedures are very complex and 

should be provided only in institutions offering a comprehensive array of 

services specifically for the care of sick children. Limiting procedures to 

sophisticated medical centers will help ensure sufficient volume to maintain 

financial viability and high quality care. 

For reasons offered in the Discussion of Standard 4.a. above, regular 

and frequent performance of open heart surgical services and of 

ancillary support services and procedures are necessary to maintain programs 

of high quality. It is thus important to restrict the development of addi

tional programs which might diminish the workload and consequently the 

quality of the existing programs. 
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Pediatric open heart surgery is presently provided only at the Maine 

Medical Center. The current annual caseload is approximately 36 procedures. 

(Source: Cardiac Surgery Department Database, MMC). This is not expected to 

vary greatly in the forseeable future. No additional development of pediatric 

open heart surgical services is recommended at this time. 

c. Standard Constraining the Development of Open Heart Surgery Services 

e No new open heart surgery programs shall be approved in Maine until 

each existing program is performing, and is expected to continue to 

perform, at least 500 adult and 200 pediatric open heart procedures 

annually. 

Discussion 

It is the aim of this standard to constrain the development of new programs 

by encouraging existing programs to operate at full capacity. Geographic 

access to care, consequently, will be limited. Access, for the reasons 

mentioned earlier, is a far less important consideration than those relating 

to quality of care and costs, both of which can be maintained at a desirable 

level by limiting the number of programs. 

For reasons offered in the Discussion of Standard 4.a. above, regular and 

frequent performance of open heart surgical services and of ancillary support 

services and procedures are necessary to maintain programs of high quality. 

It is thus important to restrict the development of additional programs 

which might diminish the workload and consequently the quality of the existing 

programs. 

In addition, facilities make financial commitments to the establishment 

of open heart surgery programs. It is thus reasonable to expect all programs 

to operate at levels approaching service capacity and it would be uneconomical 

to permit the development of programs which would be underutilized or which 

might result in significant reductions in existing program workloads. 
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Description of the Coronary Artery Bypass Graft Procedure 

Coronary artery disease is the end result of narrowing of the arteries 

serving the heart muscle. Gradual narrowing or occlusion of the arteries 

comes about as fatty substances in the blood are deposited in the arterial 

walls. The process of deposit buildup is called atherosclerosis and may be 

observed to have begun in children as young as 3 years of age. With growing 

occlusion of the coronary artery, blood flow is reduced to tissues lying 

beyond the point of blockage. If blockage becomes severe, affected tissues 

become ischemic, or deprived or blood. At some point, some or all of the 

heart tissues fed by the afflicted artery may die and eventually becorr.e scar 

tissue. 

Recently, a new operation has been developed to help victims of coronary 

artery disease (CAD), the process of atherosclerotic buildup in the coronary 

arteries. This is called the coronary artery bypass graft (CABG) operation. 

The technical objective of CABG surgery is to reroute the blood flow around, 

or bypass, the portions of the artery with atherosclerotic deposit buildup, 

thereby increasing the volume of oxygenated blood available to the heart 

muscle. This is accomplished by attaching (grafting) one end of a vessel 

taken from elsewhere in the patient's body to the aorta (the large artery 

leading directly out of the heart), and the other to the coronary artery at 

a site beyond the point of obstruction. 
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5. Cardiac Catheterization Services 

a. Standard Relating to Minimum Caseload for Adult Cardiac Catheteriza
tion Units. 

• Minimum of 300 cardiac catheterizations, of which at least 200 

should be intra-cardiac or coronary artery catheterization per

formed per year in an adult unit within 3 years of initiation. 

Discussion 

Cardiac catheterization is a unique tool for diagnosing certain types of 

heart conditions and diseases. Cardiac catheterization is costly. Sufficient 

patient volume must be maintained because the procedure must be performed 

regularly and frequently in order to maintain physician proficiency. Addi

tionally, catheterization of the heart and coronary arteries is only one of 

several procedures used in comprehensive cardiac diagnosis and treatment programs. 

The availability of a variety of other professional and ancillary support services 

is requisite to_ the provision.of hi~h qualit_~ ca.re. For these reasons the service 

should be concentrated at a small number of major institutions. 

The costs of catheterization services depend heavily on facility and equipment 

expenses. A well equipped procedure room costs nearly $1 million. This includes 

building space, X-ray equipment, cameras, generators, an electrocardiograph and 

film processor. Procedure related expenses can be gre~tly reduced, however, if 

catheterizations are done in a general angiography suite, rather than in a dedicated 

room. A general angiography suite can be augmented to perform catheterizations by 

the addition of a sophisticated movie camera, costing about $50,000. 
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Cutrently, three hospitals in Maine offer adult cardiac catheterization 

services: Central Maine Medical Center (CMMC) in Lewiston; Eastern Maine 

Medical Center (EMMC) in Bangor; and Maine Medical Center (MMC) in Portland . 
• 

Eastern Maine and Central Maine offer this procedure in general angiography 

suites; Maine Medical Center, on the other hand, has two dedicated rooms. 

Table 5 shows the number of adult procedures performed at these three sites 

from 1978 to 1981. Physicians performing cardiac catheterizations are all 

either board certified or board eligible. 

Table 5 

CY 1978 CY 1979 CY 1980 

MMC 723 763 844 

EMMC 286 473 619 

CMMCa 55 120 148 

aProcedures recorded by FY, July-June. 

bProjections based on first six months of CY 1981. 

CY 1981 

900b 

724b 

121 C 

cone of the two cardiologists left during the year; this affected the 
number of procedures; recruitment efforts are underway. 

Although not without risk, cardiac cathetPrizations are a relatively safe 

procedure.• Procedure-related mortality was non-existent at CMMC, although a 

morbidity rate of between 3.0 and 5.0 percent was reported. MMC reported 

a 0.3 percent mortality rate and EMMC reported a 0.4 mortality rate. 

These figures compare favorably with experiences reported at other institutions. 1 

Geographic accessibility to services is a major concern in a rural state such 

as Maine. Slightly less than 40 percent of the State's population resides more than 

one hour drive to the hospitals now offering cardiac catheterization services. 
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Only 25 percent live more than 1-1/2 hours away from the existing sites. The 

current workload of the three hospitals and their geographic locations suggest 

that neither quality nor accessibility of care will be jeopardized by the 

adopting of this standard. 

b. Standard Relating to Minimum Caseload for New Pediatric Cardiac 
Catheterization Units 

• A minimum of 150 pediatric cardiac catheterizations performed 

per year at new units within three years of unit initiation. 

Discussion 

Pediatric cardiac catheterizations are generally provided at institutions 

offering comprehensive special medical and surgical services for children. 

Only at these facilities will procedure volumes be sufficient to support 

quality services at reasonable costs. 

The Maine Medical Center (MMC) in Portland is the sole provider of pediatric 

cardiac catheterization services in Maine. The MMC also operates the state's 

single Level III neonatal special care unit and has specialists in pediatric 

cardiology, anesthesiology and surgery on its medical staff. In 1978, 1979, and 

1980 respectively, 192, 173, and 147 pediatric cardiac catheterizations were 

performed. These are in addition to the adult procedures, shown on Table 5 

above. Although there appears to be a gradual downward trend in demand for 
. ' 

invasive procedures because of the increased availability of noninvasive procedures, 

it is clearly important that cardiac catheterization be available in-state to 

Maine's children. Due to the relative infrequency of demand for this service, 

the costs of providing it, and the desirability of locating it at hospitals 

which deliver a variety of other special services for children, no additional 

development of pediatric cardiac catheterization service programs is recommended 

at this time. 
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c. Minimum Standard Relating to Numbers of Procedures Required for 
Establishment of Cardiac Catheterization Unit 

1 No new cardiac catheterization units shall be approved until 

each existing adult unit is performing 500 procedures per year, 

and the pediatric unit is performing 250 procedures. 

Discussion 

This standard recognizes the desirability of limiting the number of cardiac 

catheterization labs in order to both ensure high quality of care and financial 

viability. 

As noted in the Discussion of Standard 5.a. above, regular and frequent 

performance of cardiac catheterization is essential to the maintenance of high 

quality programs. It is thus important to restrict the development of programs 

which might diminish the workload and consequently the quality of existing programs. 

The financial investment in existing labs must also be considered. It would 

be wasteful of increasingly scarce health care resources to permit the development 

of new programs which would diminish the workload in existing units. New 

laboratories can only be approved if current usage levels warrant expansion. 

Consequently, the minimums in the above standard have been set considerably 

higher than those set for the establishment of an initial catheterization 

unit. 

Footnotes 

l. Hansing, C.E., "The Risks and Costs of Coronary Angiography in Satellite 
Laboratories," Circulation, pp. 57-58 (Sub II:II-80); 1978; and 

Bourassa, M.C., and J. Noble, "Complication Rates of Coronary Arteriography: 
A Review of 5,240 Cases Studied By A Percutaneous Femoral Technique," 
Circulation 53:106, 1976. 
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Description of the cardiac catheterization procedure. 

Cardiac catheterization is accomplished by inserting a catheter ( a hollo, 

plastic tube) into a blood vessel and sliding it through the vessel until the 

tip of the catheter enters the heart. The usual points of entry of the cathet€~ 

into the circulatory system are in the th·igh (the femoral artery) or one of the 

brachial veins running through the upper arm. 

A catheter inserted into the femoral artery will enter the left side of 

the heart while entry through the veins will lead to the right side chambers. 

As desired, the catheter may be moved into an auricle or ventricle, or into the 

site of corrmencement of the pulmonary artery or of one of the coronary arteries. 

The catheterization procedure collects two basic kinds of data on the 

heart, physiologic and anatomic. Physiologic studies include gathering informa

tion on intracardiac blood pressures, blood samples, and electrical impulses. 

Detailed understanding of the internal structures of the heart can only be done 

by cardiac catheterization. Radiopaque dyes (impenetrable by X-rays) are injected 

through the catheter tip into the desired area. An X-ray of the heart then out

lines in fine detail the portion of the heart under study. A television, movie 

camera (cine camera) or spot camera (single pictures) records the images generated 

by the X-rays. Moving pictures of the heart as it operates help evaluate per

formance of the heart valves, the heart walls and the flow of blood through the 

heart. Imaging can be done to determine the presence and extent of artherosclerotic 

deposits in the coronary arteries. This procedure is called coronary angiography 

or coronary catheterization. 
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6. Megavoltage Radiation Therapy Services 

a. Standard Relating to Minimum Number of Cases Served Annually 

1 A megavoltage radiation therapy program should serve a popula

tion of at least 150,000 persons and treat at least 300 new 

cancer cases annually, within 3 years after initiation. 

Discussion 

This standard aims to concentrate sophisticated and expensive radiation 

therapy services at several large regional hospitals both to enhance the 

quality of care and contain the cost of services. 

Radiation is one of three basic therapies for treating cancer. The 

others are surgery and chemotherapy. Selection of appropriate treatment 

depends on the type, location and progression of the disease. Trends in 

cancer treatment indicate an increased preference for utilizing two or more 

consecutive or concurrent therapies. 

The relative scarcity of physicians trained in the treatment of cancer 

makes it difficult for hospitals to offer a well integrated multi-treatment 

program. Because an integrated multi-treatment program is clearly beneficial, 

mega voltage units should be limited to i nsti tuti ons offering a comprehensive 

cancer care program. 

Substantial capital costs are required to develop megavoltage radiation 

programs. Apart from building space, three additional major expenses are 

for purchasing a treatment device, a therapy simulator and provision of 

computer planning capability. Megavoltage therapy machines vary in their 

sophistication. A linear accelerator can generally be purchased for 

between $300,000 and $400,000 and a cobalt-60 unit for about $160,000. 

A treatment simulator, used to accurately define the boundaries of the 

tumor site, costs about $250,000. 
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Megavoltage radiation therapy services are provided at seven Maine 

hospitals. Table 6 displays the number of new radiotherapy patients, 

the total patients and the number of treatments for 1980. 

Table 6 

New Patients, Total Patients and 
Total Treatments at Radiotherapy Units 

Maine, CY1980a' 

Hospitals New Patients Total Patients Total Treatments 
Maine Medical Center 925 l , 311 17,171 
Central Maine Med. Center 158b 173 

St. Mary's Gen. Hospital 82b 120 

Kennebec Va 11 ey Med. Center' 69 187 

Mid Maine Medical Center 142 186 
Eastern Maine Med. Center 401 
Aroostook Medical Center 58 71 

aUnless otherwise noted, data acquired directly from hospital. 
bData taken from CON applications. 
cEMMC's linear accelerator was only in operation for 8 months 
during 1980. 

3,675b 

2,896 

5,054 

2,383 
9,099 C 

1,468 

Source: Bureau of Health Planning and Development, Maine Department 
of Human Services, October, 1981 

Several years ago Maine's largest hospitals cooperated in the 

creation of a state-wide Radiation Therapy Task Force. Its purpose was 

to identify the need for radiation therapy services in Maine. One of 

its recommendations was that each megavoltage device be supported by 

at least 300 new patients annually. 1 This recommendation is in con

formity with the standard proposed by the National Guidelines for Health 

Planning but is somewhat more stringent in suggesting that the standard 
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be based on new patients rather than ill patients. As the total number 

of radiotherapy patients treated at an institution is generally 10 to 

30 percent greater than the number of new patients, a larger minimum 

workload was recommended by the Task Force. It is the Task Force's rec

recommendation which is the basis for this standard. 

Costs of service and quality of care must be weighed against the 

need to ensure reasonable accessibility. This is an important element 

in health care planning in a rural state. Slightly less than 29 percent 

of all Maine residents live more than one hour travel time from one of 

the seven hospitals offering megavoltage therapy. Only 12 percent 

live in excess of an hour and a half drive from these seven sites. 

With the exception of Aroostook County, each region meets the minimum 

patient volume to support a single megavoltage device. 

The 1980 and 1981 State Health Plan for Maine dealt with the need 

for a single radiation therapy program in the Lewiston (Region II) area. 

The Plan encouraged the two area hospitals, St. Mary's and Central 

Maine Medical Center (CMMC), to undertake a joint planning effort and 

to submit a joint Certificate of Need application for the provision 

of megavoltage radiation therapy. The hospitals undertook a joint 

planning effort, became committed to a single facility, but were 

unable to agree on the location of that facility. The hospitals submitted 

competing certificate of need proposals and requested that the Department 

of Human Services resolve the dispute, both for the good of the community 

and so that work could proceed on the provision of this service. 

At a public hearing conducted by the Department of Human Services 

prior to the review decision, each applicant stated that should it not be 

awarded the certificate of need, it intended to phase out its radiation 

therapy services. This was in recognition of the fact that new equipment 

would provide superior service and that physicians would refer patients 

to the best available service. 



On September 4, 1981, Commissioner Petit approved the CMMC application 

and disapproved the application from St. Mary's. Bureau of Health 

Planning 1 s analysis of the proposals showed them to be roughly equal 

relative to annual operating cost to the community. The decision was 

thus based on a variety of other considerations; these are enumerated 

in detail in the analysis. 

b. Standard Relating to Approval of Additional_J>rograms 

• No new megavoltage therapy programs should be approved in a 

region if, by their creation, the patient volume in existing 

programs would be reduced to less than 300 new cases per year, 

either initially or within three years of the new installation. 

• There should be no additional megavoltage units approved unless 

each existing megavoltage unit in the health planning region 

is performing at least 6,000 treatments per year. 

Discussion 

These standards were established to control the purchase of costly 

equipment. In conformity with the National Standards for Health Plannina 
J' 

this standard assures that the development of new megavoltage radiation 

therapy programs will not result in workload reductions, below a minimum 

volume, at existing units. 

The standards also recognize the need for regionalization by impositig 

the 6,000 treatment standard per unit only within each program's clearly 

defined service area rather than state-wide. Therefore, a megavoltage 

device in Portland which is generating fewer than 6,000 annual treuti11ents 

will not prevent the approval of new equipment elsewhere in the state 

if the need for such equipment can be demonstrated in that region. 
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c. S~tndard ~latinQ tQ Miritmum S1Jpport PersQnnel. 

Discussion 

'' 
Minimally, a radiation therapy program should have available: 

• Medical consultation to each patient by a multidisciplinary 

team of health professionals; 

• At least one full-time radiotherapist; 

• Full-time support specialists such as radiation therapy 

technicians; and 

• Part-time services of a qualified radiophysicist. 

These standards represent minimum expectations for either a developing 

or an ongoing radiation therapy program. Similar positions have been 

taken by numerous groups studying radiation therapy services, including 

the Radiation Therapy Task Force. 2 

d. Recommendations for Region V 

• The existing radiation therapy capability in A.R. Gould Hospital 

on Region V should be maintained, but not expanded. 

, Formal professional support and referral systems be established 

between Aroostook County physicians and those at other radiation 

therapy installations to insure that quality radiation therapy 

services are available to Region V residents. 

Discussion 

These recommendations, drawn verbatim from the Radiation Therapy 

Task Force Report3, recognize that special circumstances surround the 

provision of services to the residents of Aroostook County. While 

there is a megavoltage radiation therapy program already in operation 

in Region V (A.R. Gould Memorial Hospital), it is underutilized when 

standards used to measure the workloads at other units are applied. 

-479-



The great distances between A.R. Gould in Presque Isle and other cities 

in Aroostook, as well as the distance between Presque Isle and its 

nearest megavoltage unit in Bangor, niake it appropriate to maintain the 

A.R. Gould Program despite its low utilization. Currently, many Region 

V cancer patients, for whom radiotherapy is a possible course of treat

ment, are sent to the Maine Medical Cente~ (MMC) in Portland for 

initial evaluation and design of a treatment regimen. In addition, 

radiotherapists at the MMC provide regular consultation services to the 

general radiotherapist at A.R. Gould Memorial Hospital. 

FOOTNOTES 

1. 11 A Program for Megavoltage Radiation Therapy Services in the State of 
Maine, 11 The (Maine) Radiation Therapy Task Force, February, 1978. 

2. Ibid. 

3. Ibid. 
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Descriptive Information Taken From the 1981 State Health Plan 

Description of Radiation Therapy 

The use of ionizing radiation in the treatment of human cancers is best 

described in relationship to other treatment modalities. In addition to 

radiation therapy, surgery, toxic drugs and the body's own natural immune 

system may be employed to arrest cancers. Because of the important differences 

in cancer type, and tumor location and size, each patient must be treated 

somewhat differently. To determine the appropriate course of treatment, a 

cancer is staged, or evaluated as to its progress. The stage of a cancer will 

qepend on how deeply it has penetrated an organ and the degree of spread to 

neighboring and distant structures. In general, the more advanced the cancer 

(the higher its stage), the lower the probability of complete cure of the 

disease. Unfortunately, 60% to 70% of all newly diagnosed cancers have already 

metastasized, making treatment more difficult and cure less likely. Using 

the stage of the cancer and knowledge of the peculiar characteristics of the 

cancer as guides, under ideal circumstances a group of physicians representing 

skills in surgery, radiotherapy, internal medicine and pathology devise an 

appropriate course or care. 

Exposure to ionizing radiation kills cancer cells, as well as normal cells. 

Little is understood concerning the exact working of this process, but the 

ultimate effect of radiation is to critically damage the cell 1 s ability to 

reproduce and replace itself. Radiation also may destroy cells indirectly by 

destroying the microscopically small blood vessels which serve them. Different 

tissues exhibit different sensitivities to radiation. That is, the cells of 

some tissues (such as muscle) can absorb greater amounts of radiation without 

internal damage than can others (such as bone marrow). The objective of radia

tion therapy is to deliver a dose of radiation of sufficient strength to destroy 

cancerous tissues without unduly injuring healthy neighboring tissues. Some normal 
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tissue around the tumor will always be irradiated because of radiation 

scatter and because of the difficulty in precisely defining the boundaries 

of the tumor. 

Two characteristics of cancer cells pley an important part in determining 

the amount of radiation used in therapy. First, cancer cells are more 

sensitive to radiation than are the normal cells in the same tissue. This means 

that the therapist can choose an amount of radiation which is just high enough 

to kill the cancer cells, but not so high as to cause lethal damage to 

surrounding normal cells. Second, cancer cells which have not been fatally 

damaged by radiation recover less rapidly than do damaged normal cells. Knowing 

that damaged cells are much more sensitive to radiation, the therapist will 

irradiate the tumor again at a time before the damaged cancer cells have repaired 

themselves, but after the previously injured normal cells have recovered. 
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7. Cog,uted TomograRhY Serv·I ces 

a. Standard relating to the determination of level of patient need for 

CT scanning. 

THE LEONARD METHODOLOGY SHALL BE USED TO FORECAST ESTIMATED NEED FOR 
CT SERVICES BY PATIENTS IN A HOSPITAL OR IN A GROUP OF HOSPITALS. 

Discussion 

When considering the concept of need for a service, an important 

distinction must be made between the need of a particular population for 

the service and the ability and propriety of a particular provider to 

provide the service in a high quality fashion at a reasonable cost to a 

sufficient number of patients to justify the establishment of the service. 

The need of some number of patients for a service can often be shown to 

exist, although the level of need may ·not be sufficient to warrant establish

ing a service as a means of meeting the needs of those patients. Such a 

level of need may be more appropriately met by other means (e.g., by 

referring patients to existing services) or may only be met at a cost 

which is considered excessive in relation to the benefits of the proposed 

service. This distinction must be kept in mind when considering the need 

for CT services. The most generally accepted method for measuring the 

need of a particular population for CT services is the Leonard Methodology. 1 

This method utilizes historical hospital inpatient .records (discharge data) 

to estimate the level of CT services which will appropriately be needed 

by the hospital's patients in the future. Thus, any hospital, no matter 

1rhe Leonard Methodology was developed by Sheldon Leonard, a physi~ist and 
ultrasonographer employed by General Electric Corporation. 
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how small, will show through its discharge data some number of patients 

who will benefit from (or need) CT services. The Leonard Methodology 

merely pennits an estimate to be made of that level of predicted utilization 

or need. The method does not imply or state that a service should be 

established to meet that utilization or need. It is necessary to 

supplement the Leonard Method with other standards regarding such criteria 

as minimum utilization, cost, quality of care, and availability of 

CT services elsewhere in order to determine if the establishment of a 

new CT service is justified. 

The Leonard Methodology has been shown to be an accurate predictor of 

utilization at facilities which house a CT service. The methodology 

states the need for CT scanning by patients in a facility as either patient 

procedures or Head Equivalent CT Units (HECTs). The Leonard Methodology 

is adaptable because it allows new diagnoses to be added to the list of 

diagnoses for which CT is an appropriate diagnostic tool as changes in the 

technology are introduced. The facility proposing to house the CT service 

may use its own discharge data alone or combine its discharge data with 

those from other nearby hospitals to show the estimated need by patients 

in an area. Hospitals which combine their discharge data to forecast a 

patient need which meets a minimum utilization level for a CT service are 

obligated to demonstrate to the Department of Human Services that each 

facility providing discharge data participated in joint planning and agreed 

to joint use of the CT service. 
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b. Standard relating to _ttie_J:1_nit_of measurement for CT utilization and need. 

FORECASTED UTILIZATION DETERMINED BY THE LEONARD METHODOLOGY SHALL BE 
EXPRESSED IN HEAD EQUIVALENT CT UNITS (HECTs). 

Discussion 

The short history of CT use in this country has witnessed major 

advance~ents in the technology of CT scanners and an evolutionary 

change in the terminology associated with it. The early term used to 

describe CT use and need was patient procedure. Many felt that a more 

precise term was· needed which would account for time variations. associated 

with perfofrning various kinds of scans. In response to the need for a more 

accurate measurement, the National Electrical Manufacturers Association 

proposed a more standardized measure which has received wide acceptance 

nationally. That measure~ the Head Equivalen~ CT unit or HECT, takes 

into account time variations in the performance of head and body scans 

and the use of contrast material. A head scan without contrast is used 

as a baseline and given a weight of 1.00. All other scans require more 

time and are weighted accordingly. 

The HECT formula can be applied when the number of enhanced, 

unenhanced, and dual CT studies is known or when information is available 

on the number of head 9 body, or total studies. A factor of 1;70108 is 

applied when the only known factor is the total number of patient 

procedures. 
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c. Standard relating to minimum acceptable utiliiation. 

A MINIMUM ANNUAL UTILIZATION OF 4,000 HECTS MUST BE ACHIEVED WITHIN 
THREE YEARS OF UNIT INSTALLATION. FACILITIES MUST DEMONSTRATE A 
THEORETICAL ANNUAL UTILIZATION OF AT LEAST 4,000 HECTS BASED ON ESTI
MATED UTILIZATION AS CALCULATED ACCORDING TO STANDARD 11A11 AND EXPRESSED 
ACCORDING TO STANDARD 11 B11 ABOVE AT THEIR OWN UNIT OR AGGREGATED FOR 
SEVERAL COOPERATING HOSPITALS. HOSPITALS AGGREGATING THEIR DISCHARGE 
DATA MUST BE ABLE TO DEMONSTRATE JOINT PLANNING AND A JOINT PLAN FOR 
THE USE OF THE PROPOSED CT SCANNER. EXCEPTIONS TO THIS MINIMUM UTILIZA
TION TO THE LEVEL OF 3,500 HECTS SHALL BE CONSIDERED FOR FACILITIES 
WHICH CAN PROVIDE THIS SERVICE WITHIN THE COST PARAMETERS ESTABLISHED 
IN STANDARD F • 

Discussion 

Establishing a minimum acceptable utilization requirement for CT 

scanners is necessary because of the high purchase price and operating 

costs associated with CT scanner services and to insure that the CT scans 

performed are of high quality. The proposed minimum acceptable utiliza

tion attempts to strike a balance between the.benefits and costs of CT. 

The operation of the unit at an acceptable utilization will assure that 

the very high capital and operating costs of CT are spread out over an 

appropriate number of patients. The minimum utilization level in the stand

ard is sufficient to assure that the service will be available for 

emergencies and support the highly trained staff required by a high quality 

CT scanner service. At the same time, the need survey performed by 

Sheldon Leonard for the Maine Health Systems Agency, Inc. Appropriateness 

Review Task Force indicated that a sufficient number of Maine hospitals, 

either using their own data or aggregating data from nearby hospitals, 

will satisfy this utilization requirement to assure increased accessibility 

to CT in Maine. 

Table l displays 1980 utilization information. It includes the number 

of hospital inpatients expected to benefit from a CT scan and estimated 

utilization expressed in procedures and HECTs. The table also includes 

data on other facility-related characteristics. As expected, Maine's 
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largest institutions have the greatest expected utilization of CT. 

These hospitals are also most likely to have a staffed emergency room 

available to support the necessary 24-hour emergency availability of the 

CT scanner. Figure l is a graphic presentation of the estimated utiliza

tion information for Maine hospitals. Maine's present scanning capability 

is also shown. 

The 4,000 HECT minimum utilization figure is based on a review of 

national guidance, estimated facility utilization in Maine 9 and a 

theoretical model of CT unit performance based on a series of fixed and 

varied assumptions. The model was developed as part of the Maine State 

Health Coordinating Council's study of CT and has received wide review and 

acceptance. As seen in Table 2, the model de~onstrates that units operating 

fifty weeks per year (allows for holidays); six days per week~ eleven hours 

per day, with approximately five percent down time during scheduled hours 

of operation, could perform 4,053 HECTs if the unit has a 75 percent 

saturation* level. The table also indicates that a greater performance 

level may be achieved by either increasing hours of unit operation or 

seeing a greater number of patients (increasing p~rient of unit saturation} 

during scheduled hours. 

The standard requires that hospitals which aggregate their estimated 

utilization data to achieve the minimum utilization level engage in joint 

planning for the initiation of the CT service and the cooperative use 

of the machine. Joint planning is important because it helps assure that 

the area's estimated utilization level is achieved, thus assuring an 

appropriate level of care for area residents. Traditionally, inpatients 

*Saturation refers to the percentage of time of unit operation that patients 
are seen. 
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at facilities without a scanner located on-site do not receive scanning 

services at the same level as inpatients at facilities with scanners 

on-site. Cooperating hospitals should thus be able to demonstrate that 

inpatients at all sites have equal access and pay similar rates for use 

of the CT scanner. 

The standard contains an exception for facilitie~ whose estimated 

utilization level is at least 3,500 HECTs and which can meet the cost 

criteria in Standard F. The exception recognizes that cost is a key 

reason for establishing minimum utilization levels. It recognizes that 

scanners may be purchased and operated under widely varying costs. 

However, by stating an absolute minimum utilization level, the standard 

acknowledges that the quality of patient care.may become inadequate at 

low machine volumes. Facilities which meet the cost minimum at the 

lower volume must also demonstrate that this cost level can be maintained 

on a long-term basis. 

d. Standard relating to establishing new units. 

NO NEW SERVICES SHALL BE ESTABLISHED IF, BY THEIR ESTABLISHMENT, EXIST
ING SERVICES WILL HAVE THEIR UTILIZATION LOWERED BELOW THE RELEVANT 
MINIMUMS ESTABLISHED IN STANDARD C. ABOVE OR THEIR COSTS RAISED ABOVE 
THE MAXIMUMS ESTABLISHED UNDER STANDARD F. BELOW. 

Discussion 

This standard helps to insure that health care r~sources will be 

used in an economical and efficient manner. Communities cannot afford 

to support costly services which duplicate existing services. It would 

thus be imprudent to develop additional CT scanning services which would 

reduce workloads of existing services below minimum utilization levels 

or raise average procedure costs of existing services above reasonable 

levels. 
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Table l 

CT Utilization Estimate for the State of Maine 
Prepared by Sheldon Leonard, January 1982 

Based on 1980 Hospital Di sch a rge- Da'ia -
r--
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CT 
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Pa 
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Re 
Br 
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: 

239 9,220 67.51 758 

233 7,967 62.83 474 

65 3,474 89.08 

75 2,659 62,.09 

A 11 Aro• 
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110 4,057 61. 37 

29 781 46.28 

525 21,455 90.61 1,965 

176 7,'198 78.57 549 

34 l ,967 73. 18 154 

l oO 6,547 89. 31 573 

58 2,735 68.64 153 

90 3,220 61 . 21 290 

30 317 61. 77 37 
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Table 1 (Con' t.) 

-----·---·- ....... -
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Franklin County 
Franklin Memorial Hospital 
Farmington 60 2,962 77. 12 187 485 890 

Hancock County 
Blue Hill Memorial Hospital 
Blue Hi 11 24 1,534 89.79 87 240 449 

Castine Community General 
Castine 12 306 40.08 47 109 177 

Maine Coast Memorial Hospital 
Ellsworth 64 1,943 51. 27 199 540 990 

Mount Desert Island Hospital 
Bar Harbor 66 2,452 68.09 201 550 1 , 016 

Kennebec Countl 

Kennebec Valley Medical Center 
Augusta 220 9,274 71. 37 852 2,435 4,625 

Mid-Maine Medical Center 
Waterville 301 12,088 84.20 853 2,452 4,592 

Waterville Osteopathic Hospital 
Waterville 78 3, 44.9 75.29 206 562 1,059 

Knox Countl 
Camden Community Hospital 33 l , 1 77 55.55 108 280 510 
Penobscot Bay Medical Center 
Rockland 106 4,663 75.43 381 1,027 1,958 

Li nco 1 n Countt 
Miles Memorial Hospital 
Damariscotta 36 1 , 221 44.42 108 301 549 

St. Andrews Hospital 
Boothbay Harbor 32 943 46.50 91 240 427 

Oxford Countt 
Rumford Community Hospital 
Rumford 97 3,275 60.91 217 614 1 , 14 7 

Stephens Memorial Hospital 
Norway 50 2,465 85.72 190 556 1,067 

Penobscot Countt 

Eastern Maine Medical Center 
Bangor 349 13,810 89.18 1,496 4,280 7,838 
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James A. Taylor Os teo. Hos pita 1 
Bangor 

Millinocket Community Hospital 
Millinocket 

Penobscot Valley Hospital 
Lincoln 

Plummer Memorial Hospital 
Dexter 

St. Joseph's Hospitall 
Bangor 

pi sea taqui s Co u_nt1-

Charles A. Dean Mem. Hospital 
Greenville 

Mayo Regional rlospital 
Dover-Foxcroft 

Sagadahoc County_ 
Bath Memorial Hospital 
Bath 

60 

50 

44 

13 

130 

11) 

52 

92 

Somerset County 

Redington-Fairview Gen. Hospital 
Skowhegan 92 

Sebasticook Valley Hospital 
Pittsfield 36 

Waldo County 

Waldo County General Hospital 
Belfast Sil 

Washington County 
Calais Regional Hospital 
Calais 

Down East Community Hospitctl 
Mach·i as 

Eastport Memorial Hospital 
Eastport 

n 

8 

Table l (Con 1 t.) 

l, 269 38. ff) 

2, 191 59.02 

2, l l].5 67.23 

295 31.92 

5, 135 80.97 

205 25.36 

2,964 76. 79 

2,4L10 42.25 

3,572 69.26 

l, 203 57.44 

l , 916 52. 71 

3,161 61.22 

l ,846 85.47 

35 5.25 
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179 467 840 
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22 58 102 

11 25 42 

210 522 992 

202 564 1,040 

267 746 l ,389 

106 276 487 

164 431 789 

187 512 920 

394 963 l, 771 
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Hos pi Lal ~ TfJwn 

York Count,t 
Henrietta D. Gooda 11 Hospital 
Sanford 

Webber Hospital 
Biddeford 

York Hospital 
York 

TOTAL 

82 

150 

68 

r. r. 1980 %. --, • ~ . Tot. cT Totr1 1 

/\rlnriss ions Occupancy, Rece, Vi ng Procedure; HU.Ts 
·------1'--A_c_ut~ Ca ~e)+-. -=-CT,__ __ +--

3, 121 66.52 204 603 l , 12 7 

5,544 80.91 509 l, 378 2,571 

2,608 74.74 225 565 1,029 

4,486 175,939 14, 170 40,150 75,364 

Source: Data in columns 1, 2, 3: Maine Health Facilities Resources and Utilization, 
1980, Bureau of Health Planning and Develppment, Division of Data and Research. 
Data in columns 4, 5, 6: Summarized from information presented to the Maine 
Health Systems Agency Appropriateness Review Task Force on CT scanning by 
Sheldon Leonard of the General Electric Corporation. 

1st. Joseph's Hospital did not participate in the need study performed by the Maine 
Health Systems Agency's Appropriateness Review Task Force. This facility has since 
requested a CT need analysis based on 1981 data. The estimated need for St. Joseph's 
Hospital based on its 1981 data is l,67lpatient procedures and 3,285 HECTS. 
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ToJble 2 

Nwnber of HECf~ Which Can be Performed 

At CT Units OasccJ on the Follm•lin9 J\ssumptions,·r 

1) Units operate 50 weeks per year 
2) Units operate 6 days per week 
3) 1 HECT == 35 minutes = • 58 hours 
4) % of scheduled time machine i~ dm-m = 5% 

Hours of Oper.ition per Day 

Total hours 
per year 

Hours per year 
,l55Ullliny 5% 
dm•m t imc 

II of hours 

ii of HECTs 

10 

3000 

2850 

2137.5 

3685 

11 

3300 
--------

3135 

23~i l 

4053 . 11 

35'.t Sutur.Jtion 

12 

3600 

3420 

2565 

4112?.. 4 

4200 

3990 

2992.5 

5159 

-~----------------- -------------
// of hours 

· If of IIECTs 

2664.8 

4594.4 

2907 

5012 

3391 

5847.4 
-------~---------------·•····------·-.!......---------'-------

II of hours 2707, 5 

If of HECTs 

~15% Saturntion 

5135 

3249 

5601.7 

3790. 5 

6535-3 

·.': a. /\ssu111ptio11s l_?.,3 h~ivc bcc>11 U<;l'J lo develop minimum utilizations by the 
National Council on Hc,ilth rl.1nni119. 

h. Assumption 4 is 011 c~Lirnate of u11schcdull'd dm,m tirnc, primarily for repairs. 

':', The term saturation refers to the pc>rccnt,HJC uf time oF unit operation that 
pat icnts .Jre -seen . 

. ~ource: Bureau of Health Planning & Development, Maine Department of Human Services, 
April, 1983. -494-



e. Standard relating to operation of mobile units. 

MOBILE UNITS SHOULD BE SCHEDULED TO BE AVAILABLE: TO EACH HOSPITAL IN THE 
CIRCUIT AT LEAST TWO DAYS PER WEEK WITH AT LEAST TWO DAYS BETWEE~ EACH 
VISIT. 

Discussion 

Mobile CT units were developed as a means of providing CT servi.ces 

to several institutions which individually may not have the volume 
' 

necessary to justify a fixed CT scanner. Generally these would be the 

smaller hospitals in Maine. Mobile CT may also play a role in providing 

CT services to moderate and large institutions, especially when the 

institutions are located in close proximity to one another. 

For smaller institutions, mobile CT is a means of providing greater 

access to CT for their patients. Because patients are admitted each day 

of the week, substantial patient waiting time· could result while the 

patient waits for the scheduled visit of the scanner. This wait could result 

in a greater than optimal time requirement for diagnosis, necessitate a 

greater length of stay in the hospital, and delay transfer to a higher 

level of care for those requiring it. This situation may result in lower· 

quality of medical care and increased health care cost. It is, therefore, 

desirable for a mobile CT scanner to be available at least two days a week 

with several days between visits so that patient waiting time and costs are 

maintained at a reasonable level. 
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f. Standard relating to cost. 

1. FIXED SCANNERS - THE ANNUAL AVERAGE COST PER PROCEDURE AS 
DEMONSTRATED IN THE SECOND YEAR COST SHALL NOT EXCEED $210 
PER PROCEDURE IN 1982 DOLLARS FOR THE FOLLOWING CATEGORIES 
PROVIDED IN CERTIFICATE OF NEED APPLICATIONS: DEPRECIATION 
OF EQUIPMENT CALCULATED OVER 8 YEARS FOR NEW EQUIPMENT AND 
SOME LESSER REASONABLE NUMBER OF YEARS FOR USED EQUlPMENT; 
DEPRECIATION OF FACILITY CALCULATED OVER 8 YEARS; MAINTENANCE 
CONTRACT; SUPPLIES; SALARIES OF TECHNOLOGISTS; MAINTENANCE/ 
HOUSEKEEPING (PLANT OPERATION); AND ADMINISTRATION/GENERAL; 
AND WITH EITHER ACTUAL OR IMPUTED INTEREST EXPENSE ON 100% OF 
THE EQUIPMENT COST CALCULATED OVER 8 YEARS. THE FACILITY 
HOUSING THE CT UNIT SHALL, IN THOSE CASES WHERE AN INPATIENT 
IS REFERRED FR0t1 ANOTHER MArnE HOSPITAL, BILL THI: PAlIENT'S 
PAVO~ DIRECTLY, WHEREVER POSSIBLE, IF THE NECESSARY BILLING 
INFORMATIOl'l IS PROVIDED BY THE REFERRING HOSPITAL AT THE Tli~E 
OF Ri::FERR/\L. 

2. MOBILE SCANNERS - THE ANNUAL AVERAGE COST PER PROCEDURE FOR 
HOSPITAL OWNED MOBILE SCANNERS SHALL NOT EXCEED $280 IN 1982 
DOLLARS AS DEMONSTRATED BY CIRCUIT COSTS FOR THE SECOND YEAR 
INCLUDING: DEPRECIATION OF EQUIPMENT CALCULATED OVER 8 YEARS 
FOR NEW EQUIPMENT AND SOME LESSER REASONABLE NUMBER OF YEARS 
FOR USED EQUIPMENT; CT VEHICLE MAINTENANCE; SALARIES; MAINTENANCE 
CONTRACT; INSURANCE; TAXES/LICENSING: MAINTENANCE/HOUSEKEEPING 
(PLANT OPERATION); ADMINISTRATION/GENERAL AND,HOSPITAL COSTS 
INCLUDING:SUPPLIES; SALARIES; DEPRECIATION OF BUILDING 
CALCULATED OVER 8 YEARS; AND EITHER ACTUAL OR IMPUTED INTEREST 
EXPENSES ON 100% OF THE EQUIPMENT (OST CALCULATED OVER 8 YEARS. 
THE COST OR CHARGE SCHEDULE DEVELOPED FOR THE CT UNIT SHALL 
CONTAIN A UNIFORM PRICING ARRANGEMENT FOR ALL CIRCUIT FACILITIES. 
THE AVERAGE TGT!1L PROCEDURE CHARGC: FOR !•IOBILE CT SERVICES WHICil 
ARE ~WT OH A CGST o/.\StO REIMBURSEMENT SYSTEM (THE vrnooR IS NOT 
A HOSPITAL) SHALL NOT EXCEED $280, IN 1982 DOLLARS. 

Discussion 

The Maine State Health Coordinating Council's study of CT has 

demonstrated the large expense of purchasing and operating CT units. 

Hospitals which are considering the installation of a CT service 

because their estimated utilization of CT meets the minimum utiliza

tion standard established above should provide this service in a 

cost effective manner" 

Thi~ proposed standard allows the institution to use its discre

tion in determining the type of machine purchased within bounds 
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determined by the cost of providing the service. The standard has 

been proposed in this manner because of the recognition of variable 

purchase prices for the machinery and the importance of the actual or 

imputed interest expense associated with the machine purchased. The 

standard also recognizes the wide variation in cost and features among 

the manufacturer of sub-two second scanners. Another consideration was 

the market price fluctuations for used and refurbished scanners. Finally, 

the relatively greater average cost of providing mobile CT services is 

recognized in the standard. 

The actual cost figure used in the standard is based on several 

cost models developed during the SHCC's study of CT. It includes the 

common cost categories used in certificat~ of need applications and 

attempts to standardize this information by setting schedules, imputing 

interest expense, and stating this figure in constant dollars.· As 

indicated in Table 3, the maximum cost per procedure may be achieved 

by units desiring to initiate fixed services with various volumes, 

different levels of variable costs, and different machine purchase 

prices to allow maximum flexibility for the hospital initiating the 

service" The maximum cost per procedure limit for mobile units, as 

indicated in Table 4, may be satisfied by units costing 1"3 million 

dollars at a minimum utilization of 4,000 HECTso 
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Table.3 

Cost Per Procedure of CT Scanning 
for Fixed Units with Machines of Various Purchase Price and Units of Varying Volume 

(Second Year Costs) 
·> 

FIXED COSTS-(SECOND YEAR) 

Cost Purchase Price of Scanner 
Categories $600,000 $800,000 $1,000,000 

Depreciation of Equip. 75,000 100,000 125,000 
Depreciation of Facility 10,000 10 .ooo ' 10,000 
Interest 63,000 84,000 105,000 
Maintenance Contract 75,000 75,000 75,000 
Maint./Housekeeping/ 16,000 16,000 16,000 

Plant Operation 
Administration/General 26,000 26,000 26,000 

Subtotal - Fixed Costs 265,000 311,000 357,000 

VARIABLE COSTS - (SECOND YEAR) 

Cost Utilization Level 
3,500 HECTS 4,000 HECTS 4,250 HECTS Categories (2,059 Procedures) (2.354. Procedures) (2.500 Procedures) 

Salaries 48,000 54,600 58,000 
Supplies 61,770 70,620 75,000 

Subtotal - Variable 109,770 125,220 133,000 
Cos ts 

TOTAL COSTS - (SECOND YEAR) 
Cost Utilization Level and Purchase Price 

. 3.~uu Hl:.CI~ 4,000 HECTS 4,250 HEr:TS Categories (2,059 Procedures) r2.354 Procedures) (2,500 Proced.l.Jres) 
$6(.!IUII_II ~0OJ)00 <iJJll_JIHllJ0 :iouu.uuu $80Q CD0 <i: 111on.ooo 

Fixed Costs 26~000 311,000 3:57,000 265,000 311DOO 357~00 26 5J)00 311.000 357,000 
Variable Costs 109,770 1(1.:),770 109,770 12~220 125220 125,220 133,0JO 133000 133000 

TOTAL COSTS 374, TAJ 4LU770 466,770 39(\ 220 436220 482.220 398,000 444000 490000 

Cost per 182.01 204.35 226.69 165.n 185.31 204.85 159.20 177.60 196JJO 
Procedure 

Source: Bureau of Health Planning and Development, Maine Department of Human Services, 
April , 1983. 
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Table 4 

Cost Per Procedure of CT Scanning for a Mobile CT Circuit Costing $1,3D0,000, 
Involving Three Hospitals and Performing at Several Utilization Levels 

( Second Year Cos ts) 

CIRCUIT - FIXED COSTS SECOND YEAR 
Cost Cate ories 

Depreciation of Equipment 
Maintenance Contract 
CT Vehicle Maintenance 
Insurance 
Taxes/Licensing 
Maintenance/Housekeeping/Pl ant 

Operation/Administration/General 
Interest Expense 
Subtotal - Fixed Circuit Costs 

CIRCUIT - VARIABLE COSTS (SECOND YEAR 
Cost Categories 

(Salaries) 

Coordinator 
Technician 
Driver 
Subtotal-Variable 
Circuit Costs 

2 

$ 20,000 
46,000(2.3 FTE) 
16,999(1.0 FTE) 

$ 82,000 

Cost 

$ 162,000 
80,000 
14,200 
10,890 
23,232 
42,000 

136,560 
$468,882 

$ 20,000 
52°,000(2.6 FTE) 
24,000(1.5 FTE) 

$ 96,000 

HOSPITAL - FIXED & VARIABLE COSTS SECOND YEAR 

Cost Categories 

Depreciation of 
Facility 

Salaries(Receptionst) 
Supplies-($30 per 

procedure) 
Subtotal- Costs per 

Hospital 
TOTAL COSTS SECOND YEAR 

Cost Categories 

TOTAL COSTS 
Cost Per Procedure 

3,500 HECTS 
(2,059 Procedures 

$ 2,500 

16,000 
61,770 

$ 80,270 

3,500 HECTS 
2,059 Procedures 
$631,152 

306.53 

' s 
2,354 Procedures 

$ 2,500 

16,000 
70,620 

$ 89,120 

' 0 
2,354 Procedures 

$654,002 
277. 83 

' 2 500 Procedures 

' 

$ 20,000 
56 ,000( 2. 8 FTE) 
24, 000( 1. 5 FTE) 

$100,000 

2,500 Procedures 

, 

$ 7,500 

16,000 
75,000 

$ 98,500 

2,500 Procedures 
$667,382 

266.95 

Source: Bureau of Health Planning & Development, Maine Department of Human Services, 
April , 1983. 
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g. Standard relating to supervision 2 education and training of staff. 

l. FACILITIES WHICH PROPOSE TO ESTABLISH CT SERVICES USING 
IONIZING RADIATION MUST DEMONSTRATE THAT THE PHYSICIAN 
IN CHARGE OF THE CT SERVICE WILL BE A BOARD CERTIFIED 
OR BOARD ELIGIBLE RADIOLOGIST WHO HAS HAD: 

a. TRAINING IN CT AS AN INTEGRAL PART OF HIS OR 
HER RESIDENCY TRAINING PROGRAM, OR 

b. SIX MONTHS SUPERVISED CT EXPERIENCE, OR 

c. AT LEAST THREE MONTHS FELLOWSHIP TRAINING, OR 
· · ns:"EQJJIVALENT, IN CTt OR 

d. AN APPROPRIATE COMBINATION OF CT EXPERIENCE AND 
FELLOWSHIP TRAINING EQUIVALENT TO a, b, or c ABOVE. 

2., IN EVALUATING THE QUALIFICATIONS OF THE PHYSICIAN IN CHARGE 
OF THE PROPOSED CT SERVICE, THE DEPARTMEifl' 0-F HUMAff SERVICES 

· SHOUlD OBTAIN THE ADVICE OF A PANEL OF' QUALIFIED PHYSICIANS 
APPOTNTED FROM THE ,NAINE RADIOL.OG1'CJ\[ SOCIETY-., THE DtPARTMENT 
SHOULD AlSO DETERf,11tfE THAT THE SERVICCHILL BE IN CONFORMANCE 
WITH THE PERfINENT JOINT COMMISSION OH ACCREDITATION OF 
HOSPITALS (JCAH) STANDARDS FOR RADIOLOGICAL SERVICES. 

3. A NEW OR ESTABLISHED CT SCANNING SERVICE SHOULD MAINTAIN OR 
SUPPORT AN ORGANIZED CONTINUING EDUCATION PROGRAM FOR ITS 
PHYSICIANS AND TECHNICAL STAFF. 

· Discussion 

Individuals supervising the CT unit should be well qualified in 

the general practice of radiology and in the performance and interpreta

tion of CT scans. The SHCC study of CT scanning has determined that 

minimum training requir~ments for the head of the CT service are 

desirable to insure a high quality CT service. The actual requirements 

listed are consistent with minimum qualifications in place at several. 

institutions in Maine. The requirements listed in the standard relate 

to minimum levels of training. Based on an institution's specific 

needs, hospitals may wish to establish further training or experience 

requirements. 
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The minimum training requirement should apply to all institu

tions, whether participating in a mobile circuit or housing a fixed 

unit on site" In the case of a mobile circuit, the physician in charge 

of the service may be a staff radiologist at each institution or a 

radiologist employed by the circuit who has responsibility for 

supervising the CT services performed at circuit hospitals" 

In addition to minimum training and/or experience, continuing 

education should be made an integral component of the scanning 

service. Changes in the machinery and new diagnostic and inter

ventionist uses for CT scanners continue to appear. Continuing 

education programs also provide an opportunity for the physician 

and technical staff to benefit from the researcn and experience of 

their peers. 

The standard also addresses the need for appropriate exchange 

of information between the radiologist and clinician by requiring 

that the service comply with JCAH standards for radiologic services. 

It recognizes the importance of consultation prior to performing the 

patient workup and in the interpretation of the scan in the function

ing of an efficient, high quality CT service. 

h~ Standard relating to the need to establish program audit. 

A DATA COLLECTION AND PROGRAM AUDIT SYSTEM SHOULD BE SET IN PLACE 
AT FACILITIES ESTABLISHING A CT SERVICE. 

Discussion 

Because CT is a relatively new and evolving service, it is 

important to monitor machine utilization. This process can have an 

educational and innovative benefit as new uses for CT are developed 

and implemented in Maine. Data should be kept and tabulated on the 

number of: inpatients and outpatients utilizing the CT service; 
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inpatients from other hospitals referred to the CT unit; unenhanced 

and enhanced head and body studies; and HECT units. Infonnation 

relating to the diagnostic classification indicating the need for the 

scan, and the cost per procedure should also be maintained. The system 

is being proposed with the understanding t~at additions and deletions 

of diagnostic categories for CT use will be based on continued study 

by the physicians involved in the perfonnance of CT scanning. 
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Application of the Standards 
Relating to Computed Tomography 

The following is a descr·iption of current CT capacity and additiona'l 

locations which may meet the standards described above; 

A. Locations with Present 
Scanning Capability 

Area/Facility 
Portland 

Maine Medical Center 

Mercy Hospital 

Osteopathic Hospital 

Lewiston 
Central Maine Med. Ctr. 
St. Mary's 

Augusta 
Kennebec Valley Medical 

Center 
Watervi n e 

Mid Maine Medical Ctr. 
Rockland 

Pen Bay Medical Center 
Bangor 

Eastern Maine Medical 
Center 

Aroostook County/ 
4 Hospitals 

Machine 

Technicare 2060HR 
Technicare 2010HR 
Picker Synerview 

600S 
Picker Synerview 

600 

Technicare 2060HR 
Technicare 2020HR 

Technicare 2020HR 

GE9800 

Prizer 0200FS 

Technicare 2060 
Omni* 

Toshiba TCT-80/\ 

B. Areas not Described in A 
Which may Meet the Standards 
Listed 

Bath-Brunswick 
Western Interior (includes 

Oxford, Southern Franklin, 
and Somerset counties) 

York County 
Bangor (additional) 

* This scanner is owned and operated by Me'd1-Maine Corporation. The scanner is 
housed in rented space within Eastern Maine Medical Center. 

As indicated above, the standards may allow the eventual addition of scanners 

in up to four locations in Maine. In the case of new fixed or mobile units, the 

development of CT services in an area will depend on close cooperation among 

facilities. 
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8. End Stage Renal Disease Services 

a. Standard Related to End-Stage Renal Disease Services 

t End Stage Renal Disease Services should be consistent with standards 

and procedures contained in the DHHS regulations governing conditions 

for coverage of suppliers of end-stage renal disease services (20CFR 

~art 405, Sub~urt U). 

Discussion 

On July l, 1973, the federal government assumed financial responsibility 

for the treatment of chronic kidney disease. The magnitude and costs of this 

program demanded the promulgation of stringent federal regulations to be 

followed for reimbursement purposes. Included are the requirements that: (l) 

facilities be organized into designated network areas serving defined popula

tions; (2) utilization rates be set for renal transplantation and dialysis 

centers; (3) a demonstrated need be established prior to further expansion of 

services. It is in this last requirement that local planning agencies participate. 

They are responsible for making recommendations to the Department of Health 

and Human Services concerning need. 

Three facilities in Maine currently provide chronic dialysis services, two 

are hospital based and one is a free standing unit. The Veterans Administration 

Center at Tagus, a fourth site, provides care for eligible veterans. It must 

be considered separately due to its veteran status. All the programs in Maine 

participate in the federal program and meet the standards defined by the regulations. 

Maine Medical Center (Portland) is the single transplantation facility in the 

State. 
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V. Inter-Agency Coordination 

Early in its activities, the Bureau of Health Planning and Development 

decided to adopt the principle of seeking the active involvement of other 

organizations and agencies in fulfilling its planning responsibilities. The 

adoption of this operating principle was based on the recognition that 

credible and implementable plans could only be developed if interested and 

affected groups were included in the planning process. 

Sound health planning depends on information and knowledge which often 

can only come from organizations or agencies other than the Bureau of Health 

Planning and Development. Although the Bureau has an excellent in-house 

research and data analysis capability, much of the data must be acquired from 

other sources. Provider organizations and other groups in the health care 

field are frequently sources of information and knowledgeable advice which are 

unavailable elsewhere. The participation of both public and private health 

organizations in the Bureau's health planning process makes the plans more 

credible and realistic. 

Involvement of health care agencies and organizations in the development 

of the Bureau's plans also makes the resulting plans more acceptable to those 

agencies and organizations. By seeking the active participation of these 

groups, the Bureau avoids the possibility of being perceived as an aloof State 

bureaucracy developing plans in isolation from those very groups which are 

most interested in and affected by the consequences of the plans. The Bureau 

has thus shown these organizations that it will invol'1e them in plan development, 

that their information and suggestions are given deliberate consideration, and 

that the planning process is responsive to their concerns. 

Finally, the involvement of such groups in the development of plans will 

further the likelihood of implementing the plans. Successful implementation 

often depends upon many public and private organizations in the health care 
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field. By providing groups with an opportunity to influence the plans, by 

showing a commitment to high professional standards in plan development, and 

by adopting realistic and credible recommendations, the Bureau has increased 

the probability of implementing those recommendations which are finally 

approved by the Mnine State Health Coordinating Council in the State Health 

Plan. 

The importance of working with appropriate agencies and organizations is 

also recognized in the Bureau's regulatory activities. This is an important 

field of plan implementation and the maintenance of good working relations 

with other agencies is essential for responsible regulation. 

The remaining sections of this chapter summarize the Bureau's coordinative 

relationships with other groups and agencies, both public and private. It 

will be organized according to the three divisions of the Bureau: Data and 

Research, Planning and Administration, and Project Review. 

A. Division of Data and Research 

This division is responsible for the acquisition, maintenance, and analysis 

of data and information for policy and plan development, program implementa

tion, decision-making and regulation. By agreement with the Maine Health 

Systems Agency, the Bureau, in general, and this Division, specifically, 

has the lead function in the provision of data needed by both agencies. 

The MHSA made extensive use of data provided by the Division of Data and 

Research. The Data Division coordinates and promotes ongoing data develop

ment in a variety of ways and with diverse public and private agencies. 

Division staff coordinate activities with the following State organizations: 

(l) Division of Research and Vital Records, Maine Department of Human 
Services. 

Division of Data and Research staff works jointly with this Division 

in the development of population estimates, vital statistics analyses 

and federal contract implementation. These two divisions are 
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collaborating in a study of the accuracy of reporting on birth 

certificates. In addition, the Division of Data and Research 

provides analyzed data in the form of age adjusted rates. The 

nivisinn of RRsearch and Vital Records is a major data source, providing 

considerable information on births and deaths, fetal and infant deaths, 

abortions, and summary reports on Medicaid recipients. 

(2) Bureau of Health. 

The Data Division provides analyzed data for purposes of program 

development and planning to many of the Bureau of Health program 

managers (e.g., Maine Dental Health Plan, Maternal and Child Health 

Plan). In addition, the Data Division performs analytical and sta

tistical consultation for the Bureau of Health. 

(3) The State Planning Office. 

This Office provided consultation to the Bureau of Health Planning 

in the generation of population estimates and projections for the 

years 1970-1985, by age (in five year intervals) and sex. Coordina

tion with the State Planning Office also facilitates the routine 

acquisition of data on income, employment, and migration patterns. 

(4) Legislature. 

The Data Division provides data and analysis to legislative staffs, 

legislators and their constituents. 

(5) Division of Medical Care Audit, Maine Department of Human Services. 

The Health Care Audit Division is a primary source of expenditure 

information for hospitals, nursing homes, and boarding homes. 

Data are utilized for aggregate expenditure analyses and plan components 

involving the above health care facilities. 

(6) Bureau of Medical Services, Maine Department of Human Services. 

The Data Division collaborates with this Bureau on projections of 

Medicaid expenditures and eligibles, and provides statistical and 
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technical assistance in analyzing data from the Maine Medical Informa

tion System (MMIS). In addition, the Bureau provides the Division of 

Data and Research with specific Medicaid reimbursement data for in

clusion in various plan components. 

(7) Division of Financial Services, Maine Department of Human Services. 

The Division of Financial Services is a major source of financial 

data for expenditure analyses of the Department of Human Services 

carried on by the Division of Data and Research. 

(8) Thirteen Boards of Re istration and Licensure for Health Professions 
e.g., State Board of Nursing, Board of Registration in Medicine . 

Providers of health care in Maine, including licensed professionals 

and all health facilities, are identified through the Health Resources 

Inventories, produced by the Cooperative Health Statistics System 

(CHSS), Manpower and Facilities components, operating within the 

Data Division. Much of the information needed for health planning 

purposes is obtained through annual surveys conducted by the CHSS 

project with the cooperation of the various licensure boards. The 

Division coordinates this data collection and submits the analyzed 

data and statistical reports back both to the licensure boards and 

to the public at large. The Division generates periodic reports on 

nurses (RNs and LPNs), physicians (D.O. AND M.D.), physical therapists, 

podiatrists, chiropractors, dentists~ dental hygienists, optometrists, 

nursing home administrators, pharmacists, and veterinarians as well 

as hospitals and long term care facilities. 

(9) Division of Licensing and Certification, Maine Department of Human 
Services. 

Information on nursing and boarding care homes, incorporated into the 

HealthRe,ources Inventories, is obtained from the quarterly Statistical 

Reports this Division receives from all such facilities. A supplemen

tal questionnaire has been developed by the Division of Data and Research 
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to capture additional data elements needed for planning and as 

part of the cooperative Health Statis.tics System minimum basic data 

set. This supplement is distributed annually with one of the regular 

quarterly Statistical Report cycles in an effort to reduce the 

reporting burden on health facilities. 

(10) Health Facilities Cost Review Board. 

Established by L.D. 2136, the Board is authorized to assemble and 

analyze relevant data and report to the legislature on the cost of 

services delivered bv health facilities. As well, it is also charqed 

with recommending, if appropriate, mechanisms to control these costs, 

The Division of Data and Research provides staff assistance to the 

Board in the area of facility data compilation and cost analysis as well 

as providing substantial statistical and technical consultation. 

Division staff also coordinate activities with the following public, 

quasi-public, or private organizations: 

(11) The Maine Health Information Center (MHIC). 

This private non-profit corporation is a consortium of the major health 

data providers and users in Maine. The Bureau provides substantial 

assistance to this organization, both through direct staff support and 

through grants for general core activities and specific projects. In 

turn, the MHIC constitutes an important resource for the Bureau in 

data development and analysis. It also provides a forum for coordina

tion and data policy development. 

(12) Maine Health Systems Agency, Inc. 

The single HSA in the state worked closely with the Bureau in the 

development of preliminary health status system indicators during 

its first year of operation. This list has been expanded significantly 
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by Bureau staff in the course of preparing specific state health 

plan components. 

The Bureau provides the HSA with demographic information and 

other socio-economic data a's well as summary statistics, various 

health status indicators and data on health resources. In 1978, the 

HSA performed a midnight census of nursing homes which contained 

questions on patient origin, disability levels, and patient needs. 

This was extensively analyzed by Bureau staff together with similar 

data collected by the Division of Data and Research in 1979; ulti

mately these became a major data source for the Rehabilitation and 

Maintenance plan component. 

A recent cooperative project resulted in an update and analysis 

of data required for health manpower shortage area determination 

(physician distribution, population, vital statistics, etc.). 

Finally, by mutual agreement, the Bureau has the lead function 

in the provision of data needed by both agencies in carrying out 

their designated responsibilities. 

(13) Maine Health Data Service (MHDS). 

MHDS has provided the Bureau with hospitalization data. The MHDS 

maintains a 100 percent file on all hospital discharges from Maine 

hospitals. This file contains information on patient origin, diagnosis, 

frequency of specified procedures, expected source of payments, etc. 

Bureau staff employ these data to analyze utilization information 

(by region, age, sex, etc.) for Maine. 

(14) There is public access to reports describing the health status of 

Maine citizens and the health resources of the State. Many reports 

are published and distributed. Bureau staff regularly respond to 

assorted data requests. In addition to requests from the Legislature, 
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the Maine Health Systems Agency, Inc., and other previously mentioned 

bodies, requests are also received from health care providers and 

potential providers (those contemplating submitting a Certificate 

of Need Proposal for a new service or facility), professional and 

institutional associations, educational agencies, and the interested 

public. 

(15) Governor's Commission on Mental Health Manpower. 

The Commission has utilized various files maintained by the Division 

as well as requesting specific technical assistance, thus reducing 

duplication in data collection, dissemination, and anal~sis. 

For example, the Commission requested a number of tables designed 

to identify those health professionals who deliver mental health services 

in Maine and the settings in which they practice; these data were 

drawn from the Cooperative Health Manpower Resource Inventories. 

In addition, the Commission used the Inventory as a sampling frame 

for surveying primary care physicians to determine the amount of mental 

health care delivered by them and to assess the need for and interest 

in additional training in this area. 

Other staff of the Division of Data and Research have worked 

with staff and subcommittees of the Commission to determine the feasi

bility of developing a funds flow analysis of expenditures for mental 

health in Maine. The Division has provided extensive consultation and 

analysis in the area of expenditures and funding of mental health 

services in the state. 

(16) Sub-Committee on Medical Manpower 
State Advisory Committee on Medical Education 

Data on the distribution of physicians in Maine have been supplied 

to the subcommittee, and extensive tabulations have been prepared for 

individual subcommittee members interested in analyzing the dyna~ic~ 
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of physician supply in more detail. The interest of the sub

committee in identifying manpower shortage areas based on criteria 

specifically relevant to Maine is being incorporated into a similar 

project planned for implementation by the Division within the coming 

year. Results of the &tudy will hav~ specific implications for the 

planning of physician education progra1ns for Maine in future years. 

(17) Maine Hospital Association. 

Division staff are working with the MHA Vice-President for Data 

Management to modify the design and form of the hospital survey carried 

out annually by the Division as part of the Cooperative Health Facili

ties Resource Inventory. The goal is to develop a single form which 

will incorporate the information requested on the American Hospital 

Association's annual survey as well as the additional data elements 

required by the Division for planning purposes and for the minimum 

basic data set of the Facilities Resource Inventory. The MHA Council 

on Data Management has endorsed this t.rrified approach to hospital data 

collection. 

(18) Diabetes Control Project. 

This project has made substantial use of data available through the 

Division, such as vital statistics and population, as well as seeking 

technical assistance and consultation from the Division's statistical 

staff. Division staff also participate on the Data and Evaluation 

Committee of the project. Such staff contacts, both formal and 

informal, are invaluable in promoting consistency of definitions and 

data sets, minimizing duplication, and enhancing the full use of 

available data. 
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(19) Hypertension Survey. 

The Department of Human Services was awarded a five-year NIH 

contract for a "Hypertension Coordination Project''. As an integral 

part of this project, a household interview survey will be carried out 

in the first and the fifth years. The purpose of this survey is to 

determine the prevalence of hypertension in the population as well as 

the occurrence of various related characteristics. Division staff are 

participating in the development of questions to be included in the 

survey, thus ensuring that it does not duplicate information available 

elsewhere and that definitions and coding structures are consistent 

with those used by other data sources in the state. 

(20) Pine Tree Organization for Professional Standards Review 

Staff from the Division are working with Maine's PSRO in order to 

identify data elements and specific reports produced by the PSRO which 

could be made available in aggregate form to the planning agencies, both 

the Bureau and the Maine Health Systems Agency. We expect this to 

culminate in a substantial sharing of information on the delivery of 

acute care in Maine. 

B. Division of Planning and Administration 

The introductory chapter to this plan described the coordination 

between the Maine Health Systems Agency and the Bureau of Health Planning 

and Development in the writing of the preliminary State health plan. As 

noted, the Bureau assumed primary responsibility for several sections of 

that plan. The organizations, agencies, and individuals with which Bureau 

staff coordinated will be briefly described below. 
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(1) Dental Health Care 

Bureau staff coordinated with the following in the development 

of this plan: 

• The Office of Dental Health, Maine Department of Human 

Services provided extensive and continuous guidance in 

the development of this plan. The plan utilized data 

provided by the Office; the Project Director collaborated 

in writing major sections of the plan. 

• The Maine Dental Health Council provided substantial 

assistance in conceptualizing the plan and in its recom

mendations. The Council is created by State legislation 

to generally provide policy advice to State government on 

dental care. The Council reviewed and commented on each 

draft of the plan and adopted the plan as the State plan 

for dental health for Maine. The Council participated in 

the priority setting procedure of the Maine State Health 

Coordinating Council. 

1 The Maine Dental Association provided information and 

technical advice during the development of the plan. The 

Executive Council of the Association reviewed drafts of the 

plan and made many useful recommendations. It authorized 

the American Dental Association to provide special tabula

tions of Maine data to the Bureau for the plan. The Execu

tive Council participated in the priority setting procedure 

of the Maine State Health Coordinating Council. 

• David Heid, D.D.S., Coordinator for Dental Education, 

Cooperative Health Education Program, Veterans Administra

tion Center, Tagus, Maine, provided invaluable liaison 
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between the Bureau and the Maine Dental Association. He 

also made many useful suggestions for the plan. 

• Bureau of Economic Research and Statistics, American Dental 

Association, provided data from surveys of Maine dentists for 

use in the dental plan. Staff from the ADA met with Bureau 

staff in Maine to clarify questions concerning the data. 

(2) Specialized Medical Care: End Stage Renal Disease 

Bureau staff coordinated with the following in the development 

of this plan: 

, The Kidney Foundation of Maine provided continual guidance 

and consultation throughout the development of this plan. 

• Edmund Lowrie, M.D., an internist specializing in nephrology, 

who is also a professor at Harvard Medical School, served 

as project consultant. He specifically aided in developing 

and executing a facility survey, examining the availability 

of dialysis and in generating a plan based on his findings. 

, Input on the availability of services was sought from the 

three Maine hospitals providing dialysis service, the 

single free standing clinic, and a fourth hospital which 

hopes to provide dialysis services in the near future. 

These facilities cooperated with the State Agency and its 

consultants in describing the current system and planning 

for long-term needs. 

, Coordination activities occurred among the various states 

contained in the federally designated Network 28, to which 

Maine belongs. These federal networks are the regional plan

ning bodies charged with coordinating services for persons 

in each network. Their purpose is to help areas avoid 
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duplication and ensure availability of services. States in 

Maine's network were active in supporting the development 

of the State's ESRD plan component. 

(3) Emergency Medical Care 

This plan was written with coordination from a number of public 

and private agencies, including: 

• Emergency Medical Services Project, a federally funded 

demonstration, was involved in all aspects of the plan's 

development. The EMS project coordinates all emergency 

medical care in Maine. It was thus able to provide the 

detailed data and information essential to this plan 

component. 

e The Office of Emergency Medical Services, Maine Department 

of Human Services, is the State Agency responsible for 

licensing of ambulances, ambulance personnel, and emergency 

medical technicians. This office is the repository of 

all state regulations and specifications. It was, therefore, 

capable of providing historical information and documentation 

concerning the expansion of emergency medical care in Maine. 

This agency was invaluable in describing the current state 

of Maine's emergency medical care. 

e Information relating to hospital emergency services was 

solicited from four Maine hospitals. Problems relating to 

staffing, finances, and transfer of patients were discussed 

and suggestions for possible and partial solutions offered. 

t Bureau staff worked closely with the Maine Department of 

Transportation to obtain information in such areas as vehicle 
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specifications and the availability of financial support 

resulting from the 1968 Federal Highway Safety Act. 

• Maine Bureau of Public Safety provided Bureau staff with 

background data on the incidence and prevalence of motor 

vehicle accidents and the mortality and morbidity which 

resulted. 

(4) Perinatal Care (Obstetrics and Newborn Care) 

The Bureau's staff, in preparing this plan received input and 

collaboration from a number of public and private agencies, including: 

• The Perinatal Task Force provided important information 

and advice to Bureau staff. The Task Force, chaired by 

Dr. Edmund Ervin of the Mid-Maine Medical Center, is composed 

of physicians, hospital administrators, and planners. 

The Executive Committee of the Task Force reviewed, commented 

on, and suggested modifications in several drafts of the 

plan. The Task Force also worked closely with the Maine 

State Health Coordinating Council in the development of 

priorities for perinatal care in Maine. Bureau staff 

provided extensive staff support for the activities of the 

Task Force. 

• Staff from the Maine Medical Center -- reviewed draft 

versions of the plan component and made presentations to 

the Maine State Health Coordinating Council on the status 

of perinatal care in Maine. 

1 The Bangor Maternal and Child Health Council reviewed and 

made suggested modifications in draft versions of the plan. 

The Council also made a presentation to the Maine State 

Health Coordinating Council on family centered approaches 

to obstetric care. 
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t Review and comment were solicited and received from the 

Maine Health Systems Agency, Inc. 

• Comments from the Family Planning Association were also 

solicited. This Agency's input was helpful in suggesting 

changes to the plan's goals and objectives. 

• The Division of Child Health, Department of Human Services, 

was actively involved in the development of the plan's 

section on Health Problems. Raw data relating to 

childhood diseases were provided by the program's manager 

to Bureau staff, who analyzed it to generate information on 

incidence, prevalence, morbidity and mortality of childhood 

diseases. Analytic work was done by the Bureau of Health 

Planning and Development, Division of Data and Research. 

(5) Pediatric Care 

This component was written with the collaborative efforts of 

two agencies-: 

• The Maine Chapter of the American Academy of Pediatrics, 

Committee on Health and Planning (AAP-CHP) assisted in 

the identification of issues, reviewed early drafts, and 

suggested changes both in the text and in the goals and 

objectives. Members of the AAP-CHP made presentations to the 

Maine State Health Coordinating Council and helped set 

priorities among the numerous goals and objectives. 

• The Maine Health Data Service, an organization which 

collected and organized all (100 percent) hospital dis

charge data in Maine, provided data on pediatric hospital

izations. These data were analyzed by the Bureau of Health 

Planning and Development, Division of Data and Research, 

for inclusion in this plan component. 
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(6) Rehabilitation and Maintenance 

This plan component dealt principally with the long term 

care needs of Maine's elderly. The target population and the 

sources of funding for these services demanded the involvement 

of a large and varied number of agencies -- both governmental 

and nongovernmental, public and private. 

• Bureau of the Maine's Elderly, Maine Department of 

Human Services, was consulted to obtain information on 

the needs and service requirements of the elderly. 

Various members of the Bureau provided information on 

utilization of nursing homes, alternatives to nursing 

homes, and services whereby independence and self

sufficiency might be promoted. In addition, assistance 

in the review of concepts and approaches useful to serving 

the elderly was provided by Bureau of Maine's Elderly staff. 

They continued to provide information and assistance through

out the development of the plan. 

e Division of Licensing and Certification, Maine Department 

of Human Services, provided information on the rules and 

regulations which must be followed for nursing home and 

home health agency licensing and certification which are 

requisite if Medicare and Medicaid reimbursements are 

tn hP ~llnwPd. 

• Division of Medicaid Surveillance, Maine Department of 

Human Services, supplied Bureau staff with information on 

reimbursement schedules for patients requiring different 

levels of nursing home care. Medicaid Surveillance staff 
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also provided information on Maine's Medicaid system, 

including such items as ICF bed waiting lists and placement 

decision-making. 

• Division of Audit, Maine Department of Human Services, 

worked with Bureau staff to supply information on expenditures 

for nursing homes. The staff of the Division explained 

the state-federal .funding ratio and many other details 

of the principles of reimbursement for nursing homes. 

Private Associations and Agencies 

• Maine Health Care Association provided insight on many of 

the problems besetting nursing home operators. Information 

on solutions for remedying some of these were also offered. 

A new proposal for reimbursement is being developed by MCHA 

and Bureau input was solicited. 

• Nursing home operators were questioned as to their per-

ception of major problem areas and methods of alleviating these. 

Some discussion on the development of new principles of 

reimbursement was also undertaken. 

o Home health agency directors discussed with Bureau staff 

the organization and service delivery mechanisms of their 

agencies, ways in which services might be expanded, and 

applicability of the Certificate of Need review for service 

expansion. 

Other States' Agencies 

Bureau staff consulted with agencies in several other 

states, including: 

• Massachusetts -- much discussion was undertaken with the 

long term care planner at the Massachusetts Bureau of 

Health Planning. 
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• Utah -- the Utah Department of Social Services provided 

information on their innovative Alternatives Project. 

This individualized program has saved Utah a considerable 

amount of money and could be altered to serve the needs 

of Maine. 

• Vermont -- the long term care health planner at the State 

Agency described the nursing home situation in that State 

making possible a comparison with long term care in Maine. 

• New Hampshire -- As with the Vermont Agency, the long term 

care health planner described nursing home availability and 

useage so that comparisons with Maine could be made. 

Although the Maine Health Systems Agency had primary responsibility for 

the development of plans in the areas of Primary Medical Care, Mental Health, 

and Substance Abuse Services, staff of the Bureau of Health Planning and 

Development assumed major coordinative roles in each area. Those inter

agency coordination activities are briefly described below. 

(7) Substance Abuse Services 

Subsequent to the receipt of the plan component on Substance 

Abuse Services prepared by the Maine Health Systems Agency, Bureau 

staff coordinated its activities with the following organizations 

and groups: 

• Office of Alcoholism and Drug Abuse Prevention (OADAP), 

Maine Department of Human Services, provided additional 

information and technical advice to Bureau staff and to 

the Maine State Health Coordinating Council on substance 

abuse services. Bureau staff assisted OADAP in the 

preparation of a new goals section for the Substance 

Abuse Services Plan. That section was approved with 
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little change by the Maine State Health Coordinating 

Council. OADAP also coordinated the educational 

sessions for the Council on substance abuse. 

, The Second Friday Management Group assisted in the 

formulation of the goals section mentioned above. This 

group is composed of the Executive Committee of the Maine 

Association of Substance Abuse Programs, the Association 

of Regional Councils (on alcoholism and drug abuse), the 

National Council on Alcoholism in Maine, the Bureau of 

Resource Development (which administers Title XX in the 

Maine Department of Human Services), and OADAP. This 

group participated in the priority-setting procedure used 

by the Maine State Health Coordinating Council. 

(8) Mental Health 

Subsequent to the receipt of the plan component on Mental 

Health prepared by the Maine Health Systems Agency, Bureau staff 

coordinated its activities with the following: 

• Bureau of Mental Health, Maine Department of Mental 

Health and Corrections provided review and comment on 

the draft mental health plan. It also provided more 

recent information and proposed a revision in the goal 

section of the plan. The revision was accepted by the 

Maine State Health Coordinating Council. 

• Office of Children's Services, Maine Department of Mental 

Health and Corrections provided information on children's 

mental health services in Maine. The Director of the 

Office discussed those services with the Maine State 
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Health Coordinating Council. The Office also prepared 

a set of goals and objectives for these services which 

was then approved by the Council. 

• Community Support Systems Project, Maine Department of 

Mental Health and Corrections reviewed and commented on 

the draft plan. The project director discussed the draft 

plan with the Maine State Health Coordinating Council and 

was influential in the Council's action on the plan. 

( g) Primary Health Care 

Staff of the Bureau of Health Planning and Development prepared 

a draft plan on Primary Medical Care. This plan was then provided 

to the Maine Health Systems Agency for use in its Primary Health 

Care Plan. In preparing the Primary Medical Care Plan, Bureau staff 

worked with the following groups: 

• The Maine Osteopathic Association was contacted for 

information relating to the osteopathic medical college 

and residency programs. Input was also received from 

representatives of each program regarding number of grad

uates and number of graduates choosing to establish practices 

in Maine. 

• The family practice residency programs, operating as 

satellites to Augusta General Hospital, Central Maine 

Medical Center, Maine Medical Center, and Eastern Maine 

Medical Center, provided information on numbers of graduates, 

numbers electing to remain in Maine, and the numbers of 

graduates choosing to practice in underserved rural areas. 
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1 The State Department of Education and Cultural Affairs 

provided Bureau staff with information on Maine's 

contractual arrangements with Tufts, Dartmouth, and the 

University of Vermont Medical School to purchase "seats" 

for Maine's medical students. 

• The New England Board of Higher Education was also con

tacted to obtain historical information on the evolution 

of the contractual agreements listed above. 

e Family Nurse Associate Program in Portland provided 

Bureau staff with information relating to nurse practi

tioners, manpower, curriculum, and the geographic disper

son of their graduates. 

t Representatives from all institutions graduating RNs were 

contacted for information on curriculum, manpower, geo

graphic dispersion and working patterns, (i.e., full

time or part-time status). 

e Attorney General's Office, Human Services Division, 
\ 

interpreted Maine's new Administrative Procedure Act as 

it related to delicensing of physicians. 

Ti1e staff of the Division of Planning and Administration al so provided 

assistance to the Bureau of Health, Maine Department of Human Services for its 

planning activities. This coordination is described below. 

(10) State Plan for Public Health 

The staff of the Division of Planning worked closely with the 

Deputy Commissioner, Office of Health and Medical Services, Depart

ment of Human Services and the Division Directors in the Bureau of 
< 

Health to identify the various public health programs of the Bureau 

of Health. Nineteen separate programs were so identified. 
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Division of Planning staff then assisted the program managers of 

those nineteen programs to develop plans for their programs using 

the format approved by the Maine State Health Coordinating Council. 

Subsequent to this effort, staff of the Bureau of Health unified 

the nineteen plans into the State Plan for Public Health Services. 

The staff of the Division of Planning and Administrafton also has important 

coordinative roles with several other planning efforts presently under way. 

Thes2 include: 

(11) Governor's Commission on Mental Health Manpower 

The Director of the Division has been designated by the Deputy 

Commissioner for Health and Medical Services to serve on this 

Commission. The Commission is studying the supply and training of 

mental health manpower, the distribution of services, and the 

financing of mental health services in Maine. 

(12) Alcohol and Drug Abuse Committee, Maine Department of Human Services 

The Director of the Division has been appointed to this 

Committee. The Committee's responsibility is to develop a coordina

ted approach to pl~nning and implementing a preventton program for 

Alcoholism and Drug Abuse in the Department of Human Services. 

(13) Hypertension Survey 

The Director of the Division serves on the technical advisory 

committee of the Hypertension Control Project, Maine Department of 

Human Services. This committee provides technical advise in the 

planning, development, and implementation of a statewide survey 

which will provide extensive health and socio-economic data on 

Maine's residents. 
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(14) Governor's Task Force on Long Term Care 

The long term care planner of the Division of Planning and 

Administration serves as principal staff to the subcommittee on 

Services and Alternatives of this task force. The task force 

will draw up legislative and administrative proposals for the 

long term care system in Maine. The Rehabilitation and Maintenance 

Program Plan prepared by the Bureau of Health Planning and Develop

ment will be a resource and policy document for this task 

force. 

(15) Governor's Task Force on Maternal and Child Health 

One of the maternal and child health planners of the Division 

is a member of this task force and provides some staff assistance 

to the subcommittee on administration. The task force will draw up 

legislative and administrative proposals for maternal and child 

health in Maine. The plans on pediatric care and perinatal ~are 

prepared by the Bureau of Health Planning will be important resources 

and policy documents for this task force. 

C. Division of Project Review 

The regulatory activities required by Maine's Certificate of Need 

Act of 1978 (Section 305) and federal Certificate of Need (CON) legis

lation are conducted by the Bureau of Health Planning and Development, 

Division of Development and Control, in conjunction and consultation with 

the plan review work of the Maine Health Systems Agency, Inc. 

The Maine CON Act requires facilities subject to the requirements of 

the Act to file service and capital requirement plans with the Bureau. 

The Bureau coordinates activities with a number of agencies and 

organizations in carrying out the CON mandate: 
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(1) The Maine Health Systems Agency studies each proposal and 

submits a recommendation which is considered by the Bureau 

prior to making a final recommendation to the Commissioner of 

Human Services on the Viability of a proposed project. 

Pertinent sections of the Health Systems Plan and Annual Imple

mentation Plan are taken into consideration when reviewing 

applications under the CON/1122 programs. 

(2) The Bureau works closely with provider applicants prior to and 

during the CON process. The Bureau supplies both information and 

technical assistance to potential providers to help them fulfill 

the requirements of the CON process. 

The Bureau also works closely with a number of state agencies in 

its regulatory activities. Information and expertise are obtained from 

the following agencies: 

(3) Division of Licensing and Certification, Maine Department of Human 
Services. 

Provides information on the numbers and locations of licensed and/ 

or certified beds available throughout the State. Population data 

available from the Division of Data and Research are used in the 

generation of bed to population ratios. Where possible, these are 

compared to federal standards; where unavailable, the State average 

is used as a baseline for comparison. The methodology is suitable 

for determining area need for hospital and nursing home beds. This 

aids in determining the most appropriate locations for and sizes of 

new facilities. This office also provides assurances regarding 

compliance with construction standards for projects reviewed under 

the CON/1122 programs. 

-527-



Financial advantages for the developer can result from new capital 

expenditures. These are associated with the debt depreciation on 

new buildings. For this reason, objective information on facilities 

is necessary to prevent unwarranted replacement. The Fire Marshal 1 s 

Office provides the information necessary for making accurate and 

reliable determinations or facility obsolescence. 

(4) Health Care Audit, Maine Department of Human Services. 

This agency provides the Bureau with information relating both to 

provider reimbursement and to the recapture of depreciation on 

projects for transfer of ownership. 

(5) State Fire Marshal's Office, Maine Department of Public Safety. 

As facilities become obsolete and unsafe, they must be replaced. 

Because large capital expenditures are involved in replacement, 

providers are required to obtain Certificates of Need. 

(6) Bureau of Public Improvements. 

Provides architectural and engineering consultation for CON/1122 

reviews. 

(7) Office of Alcoholism and Drug Abuse Prevention. 

Consultson programs dealing with alcohol and drug abuse during 

CON/1122 process. 

{8) Bureau of Health. 

Staff make on-site visitations to assist in determining appropriateness 

of site location of proposed new health care facilities. 

(9) Office of Energy Resources. 

Provides technical consultation on CON/1122 reviewable projects 

for energy conservation. 
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(10) Department of Mental Health and Corrections. 

Provides technical consultation on CON/1122 reviewable projects 

on behalf of mentally ill and/or mentally retarded persons. 
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VI. Implementation Strategies 

The guidelines for the development of a State health plan suggest 

that one of the components should be II Implementation Strategies .t' 

That component should focus on implementation activities of the State 

Health Planning and Development Agency and the State-wide Health 

Coordinating Council. Accordingly, this chapter will summarize the 

implementation strategies of the Bureau of Health Planning and Develop

ment and the Maine State Health Coordinating Council. 

As indicated.,in ,Chapter I,,. the State .Health Plan for Maine will have 

several uses. Some of those uses will involve implementation of the 

plan. One of the principal uses of the plan for both the Bureau of 

Health Planning and Development and the Maine State Health Coordinating 

Council will be in the conduct of their review responsibilities. The 

Bureau must review applications for new health services, facilities, or 

equipment under the provisions of the Maine Certificate of Need Act and 

Section 1122 of the Social Security Act. The Bureau is also charged with 

conducting reviews of institutional services to determine if they are 

appropriate to the institution offering them. The Council must review 

certain mental health and substance abuse plans and applications for funds. 

The State Health Plan for Maine will be one of the standards used by both 

bodies in conducting such reviews. By using the plan for these review 

purposes, the Bureau and the Council will be implementing the plan. 

The plan will be self-implementing in certain respects relating to 

the review activities of the Bureau and the Council. Groups, organizations, 

or government agencies which wish to gain approval for their proposals 

from either the Bureau or the Council must take the goals, objectives, 

and standards in the plan into consideration before making their proposals. 
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The State Health Plan for Maine will strongly affect the nature of 

applications submitted to the Bureau and the Council. 

During the spring of 1981, the Council formalized their implementation 

efforts through the creation of an Implementation Committee. The creation 

of this committee, on an equal footing with the two standing committees 

for review and planning, recognized the commitment of the Council to 

implementation. 

The Implementation Committee has made several starts at developing a 

workable strategy. The Committee instructed staff of the Bureau of Health 

Planning and Development to prepare a status report on high priority 

objectives in the State Health Plan. Using this report, the Committee 

chose several objectives which might be brought to fruition through 

Committee action. Individuals from agencies who worked in the area 

covered by the objectives appeared before the Committee to discuss Council 

actions which would help in the implementation of the objectives. The 

Committee was unable to discover activities in these two fields which would 

lend themselves to Council involvement. The Committee members agreed 

to pursue these objectives individually and recommended that all Council 

members do so. On a Committee level, however, it appeared that another 

strategy would need to be developed to pursue implementation. 

The Committee is currently pursuing several different avenues of 

implementation. A joint effort between staff and Council members is 

being made to monitor health initiatives before the Legislature. Both 

staff and Committee members have committed themselves to alerting each 

other if they learn of health-related bills. The actual number of bills 

receiving thorough attention by the Committee will be limited to maximize 

the consideration each bill receives. 
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The Committee agreed that the State Health Plan should focus 

attention on implementation. To accomplish this, the Committee has 

instructed staff to write goals and objectives with implementation in 

mind. Wherever possible the State Health Plan should identify agencies 

which would take the lead in implementing objectives. The development 

of plan sections and presentations before the Council will provide 

an opportunity to negotiate with interested parties to commit themselves 

to implementation of plan components. 

In this same vein, the Committee suggested to the Council that the 

number of priority objectives be more limited. This would aid the imple

mentation effort and help focus public comment and involvement on those 

objectives which the Council will be working to implement. 

Another important implementation strategy will be to work closely 

with those groups or organizations which will have responsibility for 

implementing the goals and objectives in the State Health Plan for Maine. 

Successful plan implementation will depend upon good working relation

ships and clear understandings with the organizations which must implement 

the plan. As described in Chapter V ("Inter-Agency Coordination"), the 

Bureau and the Council have developed an extensive network of coordina

tive relationships with many groups and organizations in health care in 

Maine. These relationships will be maintained during the coming year and 

will provide a sure foundation for implementing the recommendations in the 

plan. In an important sense, the process for implementing the plan has 

begun with the establishment of these ties. 

The Council has carefully considered issues in health over a 

four year period. The recommendations it has adopted are based on 

extensive research and analysis by the Bureau of Health Planning and 
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Development and the Maine Health Systems Agency, Inc. Organizations, 

groups, and the Legislature will find the Council's proposals are well

documented, and this will increase the likelihood of implementation. 

One measure of the progress of efforts to implement the State Health 

Plan is the "status" of its objectives. As mentioned earlier, objectives 

in Chapter IV.A. have had a section added to the revised components entitled 

"Current Status". This information summarizes implementation effort 

for specific objectives. 
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Glossary of Terms Used in the State Health Plan 

Acceptability 

Accessibility 

Acute Care 

Admission Rate 

Advanced Life 
Support Services 

Ambulatory Care 

Allopathic 
Physician 

Ambulatory Surgical 
Facility 

Anemia 

In connection with the prov1s1ons of P.L. 93-641, the 
satisfaction which consumers experience in receiving 
health care services. Specifically, it is the manner 
and ease with which services are received and the con
fidence felt by the consumers in the providers of the 
services. 

In connection with the provisions of P.L. 93-641, the 
degree to which an individual's entry to the health care 
system and receipt of services is inhibited or facilitated. 
Factors include such things as insurance coverage and 
transportation. 

Treatment of an injury or disease of a short term nature 
within a medical/surgical hospital. 

The number of persons admitted annually to health care 
facilities within a community, usually expressed as a number 
per l ,000 persons in the community. It also may be based 
on the population served by a particular institution. 

Intensive care delivered by emergency medical service 
personnel. 

Health care delivered to patients who transport themselves 
and do not occupy a hospital bed. 

Usually used in contrast to osteopathic and homeopathic. 
A physician practicing a philosophy of medicine which views 
the role of the physician as an active interventionist who 
attempts to counteract the effect of a disease by using 
surgical or medical treatments which produce effects opposite 
to those of the disease. The practice of an osteopathic 
physician, on the other hand, is based on the theory that 
diseases are due clliefly to loss of structural integrity which 
can be restored by manipulation of body parts in combination 
with therapeutic measures. A homeopathic physician generally 
uses a drug therapy which reinforces the body's natural self
healing process. 

A facility, not part of a hospital, which provides surgical 
treatment to patients not requiring hospitalization. This 
term does not include the offices of private physicians or 
dentists, whether in individual or group practice. 

A condition that occurs from a lack of red blood cells, 
hemoglobin or from reduced blood volume. 
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Annual 
Implementation 
Plan 

Aorta 

Appropriation 

Atherosclerosis 

At Risk 

Availability 

Basic Life 
Support Services 

Bed 

Bed Capacity 

Bed Complement 

Bed Need Formula 

Birthing Center 

Birth Rate 

Boarding Care 
Facility 

The Health Systems Agency's annual statement describing 
the objectives to be pursued in the coming year which will 
achieve the goals identified in its health systems plan. 

The major artery of the body through which blood flows from 
the heart via branch arteries to all parts of the body. 

The allocation of government funds to a project or organ
ization. 

A form of arteriosclerosis. The inner layers of artery 
walls are made thick and irregular by deposits of fatty 
substance. The internal walls of the artery become narrowed, 
and blood supply is reduced. 

An insurance concept that refers to a group or community's 
potential to experience health problems. For example, a 
group of elderly persons would be expected to experience 
more health problems than a younger population. 

In connection with the provisions of P.L. 93-641, the degree 
to which the supply of health resources and services exists 
to meet the needs or demands of a community. 

Basic medical services delivered by emergency medical 
personnel. 

Where a patient resides while being treated in all forms of 
hospital, nursing and boarding facilities. 

The number of beds that a health care facility is licensed 
to operate. 

The number of beds that a health care facility is actually 
operating. 

A mathematical formula projecting the number of hospital, 
nursing or boarding beds needed for a defined community's 
population. 

A free-standing facility for the delivery of children, 
normally emphasizing delivery by midwife. No such facilities 
exist at present in Maine, although 11 birthing 11 rooms have 
been established in several hospitals. 

The number of births in a given population per l ,000 persons 
in that population during a specified period of time (usually 
one year). 

A home that is primarily engaged in providing to three (3) 
or more persons: 
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(Boarding Care 
Faci l itJ con I t.) 

Cancer 

Capital 
Expenditure 

Capitation 

Cardiac 
Catheterization 

Categorically 
Needy 

Cerebrovascular 

Certificate of 
Need (CON) 

a. Personal care, superv1s1on and social services for 
defectives, dependents, delinquents, aged,blind or other 
persons 16 years of age or over who are ambulatory and 
who do not have such an illness, disease, injury or other 
conditions as to require the degree of care and treatment 
which a hospital or skilled nursing facility or inter
mediate care facility is designed to provide; 

b. Such care and services under the supervision of sufficient 
personnel to provide adequate care for its residents 
during all hours of each day and all days of each week. 

A malignant tumor or neoplasm. 

An expenditure, including a force account expenditure, which 
under generally accepted accounting principles is not properly 
chargeable as an expense of operation and maintenance and, 
for the purposes of certificate of need, shall include 
capitalized interest on borrowed funds and the fair market 
value of any property or equipment which is acquired under 
lease or comparable arrangement or through donation. Gen
erally, an expenditure which benefits more than one accounting 
period, which is generally one year in length. 

A method of payment for health services in which an individual 
or institutional provider is paid a fixed per capita amount 
for each person served without regard to the actual number 
or nature of services provided to each person. Capitation is 
characteristic of health maintenance organizations. 

A diagnostic procedure in which a long plastic tube (catheter) 
is inserted into a vein or artery and then slid through the 
vessel until the tip of the catheter enters the heart or the 
commencement of one of the coronary arteries. Data on the 
anatomy and physiology of the heart and the coronary arteries 
can be obtained through this technique. 

Under Medicaid (Title XIX), persons aged, blind, disabled, 
or a member of a family with children under 11 with one 
parent absent, incapacitated or unemployed. 

Of or involving the brain and the blood vessels supplying 
it. 

A statutory procedure for granting authority for the develop
ment of: 

1. Any new health service proposed to be offered or developed 
within the State. A "New Health Service" includes only 
the fo 11 owing: 
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(CON con I t.) 

Chronic Ca re 

Computerized Axial 
Tomography (CAT) 
Scanner 

Congenital 

A. The construction, development or other establish
ment of a new health care facility; 

B. Any expenditure by or on behalf of a health care 
facility in excess of $150,000 or more which, under 
generally accepted accounting principles consistently 
applied, is a capital expenditure. When a person 
makes an acquisition by or on behalf of a health 
care facility under lease or comparable arr~ngement 
or through donation, which would have required 
review if the acquisition had been by purchase, the 
acquisition shall be deemed a capital expenditure 
subject to review; 

C. Any change in the existins bed complement of a health 
care facility v,hich: 

( l ) 

(2) 

( 3) 

Increases or decreases the licensed bed capacity 
of the health care facility by more than 10% 
or more than 5 beds, whichever is less; 

Increases or decreases the number of beds 
licensed by the department to provide a par
ticular level of care by more than 10% of that 
number or more than 5 beds, whichever is less; or 

Relocates more than 10% of the health care 
facility's licensed beds or more than 5 beds, 
whichever is less, from one physical plant to 
another, and 

D. Health services which are offered in or through a 
health care facility or health maintenance organiza
tion and which were not offered on a regular basis 
in or through the health care facility within the 
12-month period prior to the time the services 
would be offered; and 

2. Predevelopment activities. Any expenditure of $150,000 
or more for predevelopment activities proposed to be 
undertaken in preparation for any project which would 
itself require a certificate of need. 

Health care for diseases or problems that are characterized 
by permanence, residual disability, non-reversible pathological 
alteration, special rehabilitation or prolonged duration. 

A diagnostic imaging device which uses a computer to analyze 
the differential strength of X-ray beams passed through body 
tissues in order to locate and identify abnormalities. 

A condition existing at or from birth, as in "congenital heart 
disease. 11 
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Congregate Housing 

Consumer 

Continuity 

Coronary Artery 

Coronary Artery 
Bypass Graft 
Procedure 

Dedicated Bed 

Diabetes Mellitus 

Eli gi bil ity 

Emphysema 

End Stage Renal 
Disease 

Epidemiology 

Fiscal Year 

Fluoridation 

Generic Drug 

A residential environment which provides support services, 
such as meals, housekeeping, health care, etc. It is 
designed to assist impaired, but not ill, elderly to main
tain (or return to) a semi-independent life style. 

Someone who uses the health care system. 

In connection with the provisions of P.L. 93-641, the 
concept that people who experience disease or injury should 
have some agent (either a person or an organization) which 
assumes responsibility for assuring the provision of needed 
care. As needs of the patient are addressed, the person is 
not passed from one provider to another with no overall care 
management. 

The artery serving the heart muscle. 

A surgical procedure in which a blood vessel taken from another 
part of the body is attached (grafted) to the aorta and a 
point on a coronary artery past the point of atherosclerotic 
buildup. 

A hospital bed assigned to a specific use. For example, a 
psychiatric bed or an alcohol rehabilitation bed. 

A metabolic disease characterized by inadequate secretion or 
utilization of insulin, excessive excretion of urine, excessive 
amounts of sugar in the blood and urine, and by thirst, hunger 
and loss of weight. 

Condition that must exist or be met if a person is to qualify 
for a government program. 

A condition of the lung marked by distension. 

The stage of renal, or kidney impairment that is virtually 
irreversible and that requires either permanent dialysis 
or kidney transplantation in order to ameliorate uremic 
systems and to maintain life. 

The study of the nature, cause, contact and determinants of 
the frequency and distribution of diseases and disability in 
human populations. 

Any yearly period at the end of which a firm, government, 
etc. determines its financial condition without regard to 
the calendar year. 

The addition of optimal quantities of fluoride to drinking 
water to reduce tooth decay. 

A pharmaceutical compound not marketed under a brand name. 
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Genetics A branch of biology that deals with the heredity and 
variation of organisms. 

Gonorrhea A contagious inflammation of the genital mucous membrane 
caused by the gonococcus bacterium. A form of venereal 
disease. 

Health Maintenance A public or private organization which: 
Organization 

Health Service 
Area 

Heal th Shortage 
Area 

Health Systems 
Agency 

Health Systems 
Plan 

Home Health Care 

Homemaker Services 

Hospital 

A. Provides or otherwise makes available to enrolled 
participants health care services, including at least 
the following basic health services: Usual physician 
services, hospitalization, laboratory, X-ray, emergency 
and preventive health services and out-of-area coverage; 

B. Is compensated, except for copayments, for the provision 
of the basic health services to enrolled participants 
on a predetermined periodic rate basis; and 

C. Provides physicians' services primarily through physicians 
who are either employees or partners of the organization 
or through arrangements with individual physicians or 
one or more groups of physicians. 

A geographic area appropriate for the effective planning and 
development of health services. 

A geographical area or group of communities that lacks an 
adequate number of one or more of the various health profes
sions. 

Not-for-profit corporations or public agencies established in 
every state in accordance with the National Health Planning 
and Resources Development Act of 1974. In Maine, the Maine 
Health Systems Agency, Inc. 

The Health Systems Agency's statement of the goals for the 
health care system of the State and the strategies for 
achieving these goals. 

Health services rendered to an individual as needed in the 
home. 

Services provided by a person employed by a health or welfare 
agency to furnish home help to families with children; to 
convalescent, aged, acutely or chronically ill and disabled 
persons; or to all of these. The primary functions are the 
maintenance of household routine and the maintenance or 
creation of wholesome family living in times of stress. 

An institution which is primarily engaged in providing to 
inpatients by or under supervision of physicians, diagnostic 
services and therapeutic services for medical diagnosis, 
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Hypertension 

Incidence 

Incidence Rate 

Infant Mortality 

Influenza 

Inpatient 

Intensive Care 
Unit ( ICU) 

Intermediate Care 
Facility ( ICF) 

Ischemic 

Length of Stay 

License 

Long Term 
Care Facility 

Malpractice 

Maternal and Child 
Hea 1th Programs 

Med i ca i d ( Tit l e 
X l X) Social 
Security Act) 

treatment, and care of injured, disabled or sick persons, 
or rehabilitation services for the rehabilitation of 
injured, disabled or sick persons. 

Abnormally high blood pressure. 

The frequency of occurrenc.e of events (e.g., new cases of 
disease, surgical pnocedures in a population per l ,000 
persons during a specified period of time (usually one year). 

The incidence of conditions per l ,000 persons in a popula
tion during a period of time (usually one year). 

The number of deaths of live-born children, under one year 
of age expressed per 1,000 births within a defined region 
during a given period of time (usually one year). 

A highly contagious human respiratory infection. 

The condition of remaining in a health care facility overnight. 

A specialized nursing unit that concentrates seriously ill 
patients needing constant observation. 

An institution which provid~s, on a regular basis, health
related care and services to individuals who do not require 
the degree of care and treatment which a hospital or skilled 
nursing facility is designed to provide, but who because of 
their menta·l or physical conditions require health related 
care and services above the level of room and board. 

Lacking in blood. 

The number of days a patient is in a health care facility. 

A permission granted by a government to an individual or 
organization authorizing the provision of health care services 
or the establishment and operation of a health care facility. 

An institution that provides care for the chronically ill, 
the aged, the disabled and the retarded. 

Either professional misconduct or lack of ordinary skill 
in the performance of a professional act. 

Organized health and social services for mothers and children. 

A federally-aided, State operated and administered program 
which provides medical benefits for certain low-income persons 
in need of health and medical care. 
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Medi ca 11 y Needy 

Medi care (Title 
XVIII, Social 
Security Act) 

Mega voltage 
Radiation Therapy 

Metabolism 

Morbidity Rate 

Mortality Rate 

Myocardial 
Infarction 

National Health 
Planning Guide
lines 

Na ti ona l Hea 1th 
Service Corps 
(NHSC) 

Neonatal 

Neonatal Care 

In the Medicaid program, persons who have enough income 
and resources to pay for their basic living expenses (and 
so do not need welfare), but not enough to pay for their 
medical expenses. 

A nationwide health insurance program for people age 65 
and over, for persons eligible for Social Security dis
ability payments for over two years, and for certain workers 
and their dependents who need kidney transplantation or 
dialysis. 

The use of high energy ionizing radiation for the treatment 
of disease, particularly cancer. 

The chemical changes in living cells by which energy is 
provided for vital processes and activities and new 
material is assimilated to repair the waste. 

The number of cases of a particular disease divided by a 
population over a certain period of time. 

The number of deaths divided by a population over a certain 
period of time. 

The damaging or death of an area of the heart muscle (myo
cardium) resulting from a reduction in the normal blood 
supply reaching that area. 

In 1974, Public Law 93-641, the National Health Planning and 
Resources Development Act, mandated the issuance of guide
lines to include: 
"(l) Standards respecting the appropriate supply, distribu

tion and organization of health resources. 
(2) A statement of national health planning goals developed 

after consideration of the priorities set forth in 
Section 1502, which goals, to the maximum extent 
practicable, shall be expressed in quantitative terms. 11 

A federal program that provides health manpower to areas 
that do not have an adequate supply of appropriate health 
care professionals. 

The period of time from birth to and including the 28th day 
of age. 

Care for maternal and newborn patients. 

Level I care - primarily for uncomplicated maternity and 
newborn patients. 

Level II care - Level I care plus certain special care 
services for a limited variety of high risk maternal and 
newborn conditions. Level II (referral) hospitals accept 
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(Neonatal Care 
con' t.) 

Obstetrics 

Occlusion 

Occupancy Rate 

Oncology 

Open Heart 
Surgery 

Osteopathy 

Peer Review 

Pediatrics 

Peri nata 1 

transfer patients from other institutions. Level II (non
ref err a 1) do not. 
Level III care - Level I and II care plus care for compli
cated, high risk maternal and neonatal patients. 

A branch of medicine that deals with pregnancy, birth and the 
post-partum care of mother and child. 

A blockage. 

A measure of inpatient health facility use, determined by 
dividing available bed days by patient days. It measures the 
average percentage of a hospital's beds occupied and may be 
institution-wide, or specific for one department or service. 

The study of tumors. 

A class of highly technical operations on the heart and intra
thoracic great vessels which requires temporary use of 
cardiopulmonary bypass equipment to perform the functions of 
circulation during surgery. 

A school of healing based on ·the th~ory, originally propounded 
in 1874 by Dr. Andrew Taylor Still, that the normal body, 
when in correct adjustment, is a vital mechanical organism 
naturally capable of making its own responses to and defense 
against diseases, infections and other toxic conditions. The 
body is seen as structurally and functionally coordinate 
and interdependent; abnormality of either structure or 
function constituting disease. The physician of this school 
searches for, and if possible corrects any peculiar position 
of the joints or tissues, or peculiarity of diet or environment 
which is a factor in destroying the natural resistance. The 
measures an osteopath may use are physical, hygienic, medicinal, 
and surgical. The osteopath is now distinguished from the 
allopathic physician mainly, if at all, by greater reliance on 
manipulation. Osteopaths are licensed to perform medicine and 
surgery in all states, eligible for graduate medical education 
in either osteopathic or allopathic programs, reimbursed by 
Medicare and Medicaid for their services, supported under 
health manpower legislation, and generally treated identically 
with allopathic physicians. 

The evaluation of health professionals by their peers. 

A branch of medicine dealing with the development, care, and 
diseases of children. 

The period around the birth of a child. There are several 
technical definitions. A commonly used oneis from the 20th 
week of gestation to the 28th day of life. 
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Physiological 

Post-partum 

Prenatal Care 

Prevalence 

Prevalence Rate 

Primary Care 

Protocol 

Psychiatric 
Hospital 

Quality 

Reimbursement 

Renal Dialysis 

Renal Transplant 

Of or relating to the functions and activities of the organs, 
tissues and cells of the human body. 

After birth. 

Preventive and diagnostic care and treatment rendered to a 
mother during pregnancy. Pregnancy is divided into three 
'three month' periods known as trimesters. 

The number of cases of a disease present at a particular time 
in a particular population. 

The number of cases of a disease present at a particular time 
in a given population per 1,000 persons in the population. 

Basic or general health care which emphasizes the point when 
the patient first seeks assistance from the medical care system 
and the care of the simpler and more common illnesses. The 
primary care provider usually also assumes ongoing responsibility 
for the patient in both health maintenance and therapy of 
illness. It is comprehensive in the sense that it takes 
responsibility for the overall coordination of the care of the 
patient's health problems, be they biological, behavioral or 
social. The appropriate use of consultants and community 
resources is an important µart of effective primary care. Such 
care is generally provided by physicians, but is increasingly 
provided by other personnel such as family nurse practitioners. 

Formal agreements and arrangements among health care providers 
and institutions to distribute patients to facilities most 
appropriate to the nature and severity of their health problems. 

An institution which is primarily engaged in providing to 
inpatients, by or under the supervision of a physician, psy
chiatric services for the diagnosis and treatment of mentally 
ill persons. 

In connection with the provisions of P.L. 93-641, the extent 
to which health care services are delivered in accordance with 
established professional standards in terms of structure, 
process and outcome. Elements of quality health care include 
technical competence, respect for the patient, treatment 
method, length and environment, and effectiveness. 

To pay back to someone. Payment for health care services can 
be made by the patient (self-pay), his insuror (e.g., Blue 
Cross/Blue Shield or Union Mutual) or a third party purchaser 
of care (e.g., Medicaid). 

A process to remove waste products and excess fluid from the 
body of a patient with end stage renal disease. 

The transfer of a kidney from a live or dead donor to a patient 
with end stage renal disease. 
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Respiratory 
Di stress Syndrome 

Retinitis 
Pigmentosa 

Skilled Nursing 
Facility 

State Health Plan 

~tate-wide Health 
Coordinating 
Council 

Sudden Infant 
Dea th Syndrome 

Supplemental 
Security Income 
(SSI) 

Swing Beds 

Syphilis 

Toxemia 

Transport 

Triage 

Tuberculosis 

Urethritis 

Utilization 
Review 

Vaginal Cancer 

Venereal Disease 

One of several diseases of the newborn which results in sub
normal levels of oxygen in body tissue. 

A chronic progressive inflammation of the eye (with atrophy 
and pigmentary infiltration). 

An institution or distinct part of an institution which is 
primarily engaged in providing to inpatients skilled nursing 
care and related services for patients who require medical or 
nursing care, or rehabilitation services for the rehabilitation 
of injured, disabled or sick persons. 

The plan prepared annually by the State Health Coordinating 
Council after consideration of the health systems plan and 
the preliminary State health plan prepared by the Bureau of 
Health Planning and Development. After 1980, the Governor of 
the State must approve the State health plan. 

A state-wide organization of consumers and providers appointed 
by the Governor in each state under Public Law 93-641 to prepare, 
review and revise a State health plan annually and conduct 
certain activities. 

A disease of unknown cause which is fatal to infants who 
previously appeared to be in good health. 

A program of income support for low-income, aged, blind and 
disabled persons. 

A hospital bed which can be used for more than one clinical 
service or level of care as demand requires it. 

A contagious venereal disease characterized by three stages 
continuing over many years. 

The presence of toxic or poisonous substances in the blood. 

A commonly used word generally connoting the process of 
transferring patients from intensive care to acute and sub
acute care or to their homes. 

The screening of patients for assignment to the appropriate 
l eve l o f ca re . 

A highly variable communicable disease caused by the tubercle 
bacillus primarily affecting the lungs. 

Inflammation of the urethra, the canal that removes urine 
from the body. 

Evaluation of the necessity, appropriateness and efficiency 
of the use of medical services, procedures and facilities. 

Cancer in females affecting the canal extending from the 
uterus to the vulva. 

A contagious disease (such as gonorrhea or syphilis) that is 
typically acquired in sexual intercourse. 
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