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Augusta Mental Health Institute 

Nursing Service 

Policy & Procedure 

SUBJECT: Staff Assignment to the Dining Room Effective Date: 1/96 
During Meal Times Committee Revise/Review Date: 1/96 

1.· PURPOSE: 

Authorization: 'Mf1¢1,1e 5/i_,,_;;.bdc/:J /</J;i./­
Katherine Gui.Wault, RN, MSN 
Director Of Nursing 

To assure the safety of patient's during meal time. 

II. POLICY: 

There will be a Registered Nurse, Licensed Practical Nurse, or Mental Health 
Worker who holds current CPR certification in the dining room during each 
meal time. 

III. QUALIFICATIONS: 

Registered Nurses, Licensed Practical Nurses, and Mental Health Workers 
who hold a current CPR card. 

IV. PROCEDURE: 

At least one staff person that is presently CPR certified will be assignbd on 
the Shift Assignment Sheet to the dining room during meal times. 

Vt PERFORMANCE IMPROVEMENT: 

Monitoring of Incident Reports. 
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Augusta Mental Health Institute 

Nursing Se,vice 

Policy & Procedure 

SUBJECT: Cardiopulmonary Resuscitation Certification (CPR) Policy 

Effective Date: November 1990 
Committee Revise/Review Date: September 1991 

November 1994 

I. PURPOSE: 

To facilitate CPR certification of nursing staff involved in direct patient care. 

II. POLICY: 

All direct care nursing staff will attend mandatory CPR training, utilizing the American 
Heart Association Guidelines. Members of the Emergency Response Team must be CPR 
certified on a bi-annual basis. 

III. QUALIFICATIONS: 

Registered Nurses, Licensed Practical Nurses and Mental Health Workers 

IV. PROCEDURE: 

, 

1. Nurse Managers or Administrative Coordinators will schedule staff for CPR and 
Emergency Response reviews. 

2. Mock codes will be held quarterly on patient care areas. 

V. PERFORMANCE IMPROVEMENT: 

Criteria for this standard can be monitored by reviewing the following: 

CPR Certification Card 

Attached: American Heart Association Guidelines for CPR 

11/94 
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If your attempt o ve :ilate is not successful, you learned on page 15 that you must 
consider the poss bility if an obstructed airway. Have you failed to provide an open 
airway, or is there a for lgn body obstruction? 

Reposition the I (ead, · pealing the head-tilt/chin-lift lo open the airway, pinch the 
nose and seal the outh \ith yours and attempt again to ventilate. If you are still unable 
lo ventilate, you m y as · ume that you have correctly opened the airway and that 
another type obst , ·o ~xlsls. 

HEIMLICH MANEUVER 

If a foreign body Is obstructing the airway the Heimlich maneuver Is used to 
attempt to relleve the obstruction. 

In the assessment step the unconscious 
victim was positioned on his back. Kneel 
straddling his thighs. With one hand directly 
over the other, place the heel of your hand 
in the middle of the victim's abdomen a little 
above the navel. Be sure your hands are not 
placed too high where pressure might be 
applied on the tip of the xiphoid or the ribs. 

Press quickly into the abdomen and up­
ward toward the head. The force of the 
thrust should be along the midline of the 
body, not off to either side. The thrusts use 
the air in the lungs to force the object out of 
the airway. Perform each thrust with the 
intent of removing the obstruction from the 
airway. If necessary, a series of up to 5 thrusts may be performed in rapid succession. 

FOREIGN BODY CHECK 

The tongue/jaw lift is the preferred method of checking for a foreign object in the 
mouth orthroat of an unconscious victim. With the head up, grasp the lower jaw, placing 
your thumb on the tongue and wrapping your fingers around the chin. Lift the jaw to 
open the mouth. Holding the victim's tongue down against the lower jaw with your 
thumb may offer better access to sweep an object from the throat, and may even help 

l to relieve the obstruction. 

: .. ---_.::.· ....;;;;;.;::;::;;~~~~fWiuttc~~pened, sweep It for debris. Run your Index finger down Inside 
of the cheek towards t base of the tongue. Scrape across the back of the throat, and 
clear th e other side of the mouth with a sweeping motion of the fingers. 

- may be necessary to remove dentures. 

BREATIDNG ATTEMPT 

Open the airway and attempt to ventilate. If unsuccessful, reposition and try again. 
If the victim Is still obstructed, repeat the above maneuvers ~n rapid sequence. 
As his muscles relax your efforts may be effective in dislodging the obstruction. 

If the obstruction has been relieved, you will see the chest rise when you ventilate. 
Give two slow breaths; you are now ready to check the pulse to determine if the heart 
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has stopped from lack of oxygen during the obstruction. If pulse is absent, begin single 
rescuer CPR with compression/ventilation cycles. 

If pulse is present, open the airway and check breathing. Proceed with rescue 
breathing if indicated (page 16). If both pulse and breathing are present, maintain an 
open airway if the victim is unconscious. You must continue to monitor and may place 
him on his side to maintain an airway. A person who has experienced an obstruction 
should receive medical attention even if he appears to recover fully. 

OBSTRUCTED AIRWAY - CONSCIOUS ADULT 
The overview section Conscious Victim with an Airway Obstruction covered possible 

causes of airway obstruction as well as recognition of good air exchange, poor air 
exchange and complete obstruction. Review this on page 17 before proceeding with 
performance skills. 

If the individual becomes obstf1.lcted because of swelling in the airway from an 
illness or a severe allergic reaction, you must gain access immediately to a facility with 
advanced life support capability. This obstf1.lcted airway procedure would be at the 
least ineffective and could be harmful. 

ASSESSMENT 

Assessment begins with, "Are you choking?" If the victim can reply or is coughing 
forcefully, he still has good air exchange. Encourage his coughing but do not interfere. 

HEIMLICH MANEUVER 

If he is unable to reply to your question, or if the coughing becomes Ineffective and 
he shows other slg ns of poor air exchange (page 18), you must proceed with abdominal 
thrusts. Perform the Heimlich on the conscious victim before activating EMS. 

The obstructed victim may be either sit­
ting or standing. If he is standing, the 
rescuer stands with one foot beside and the 
otherfoot behind the victim. This braces you 
to support the victim and positions you for 
performing abdominal thrusts. 

Wrapyourarms aroundthevictim'swaist. 
Make a fist, place the thumb side of your fist 
against the victim's abdomen, slightly above 
the navel and below the xlphoid. Grasp your 
fist with the other hand. Press your fist into 
the victim's abdomen with a quick inward 
and upward thrust. Each individual thrust 
has the potential of relieving the obstruction. 
The chance of rib damage or internal Injury can be minimized by careful hand 
placement. -

When you perform manual thrusts, the chair back or your body must support the 
victim. The action is with the hands; the arms do not press on the ribs. If the obstruction 
is not removed after 5 thrusts, reassess your hand position and repeat the thrusts until 
the obstruction is cleared or the victim becomes unconscious from the lack of oxygen. 
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VICTIM WITH OBSTRUCTED AIRWAY BECOMES UNCONSCIOUS 

If the victim becomes unconscious, slide him down your leg onto the floor, and call 
for help. Activate the EMS system. 

Position the victim on his back. Position changes combined with muscle relaxation, 
may have dislodged the obstruction. Use the tongue/jaw lift to open the mouth and the 
finger sweep for adults to try to remove the object from the airway. Open the airway 
and attempt to ventilate. If the airway Is still obstructed use the Heimlich maneuver, 
foreign body check and breathing attempt steps which you learned earlier for the 
unconscious, obstructed victim. (See page 28). 

If you are the victim and alone, perform the maneuver on yourself. Press your 
fist into your upper abdomen as In conscious victim or lean forward and press your 
abdomen quickly over any firm object. 

Caution: Do not thrust with force In practice. 

INFANTS AND CHIWREN 
The "Basic Life Support Overview" (pages 10-19) explains the CPR steps common 

to all ages. This section presents the specifics for infants and children. Infant 
procedures are used until approximately one year of age and child from one to about 
eight years of age. Italics will clearly indicate where child procedures differ from the 
infant sequence. 

Infants and children are subject to accidents which may be less~ned or prevented 
by thoughtful planning. Automobile related injuries are a major cause of death in 
children. The Family Safety Action Survey on pages 54 - 56 presents accident 
prevention suggestions on automobile safety and other areas such as burns, drowning, 
poisonous substances, and choking. 

Airway management and breathing problems are major concerns with infants and 
children. Respiratory problems are far more likely to occur initially than cardiac 
problems at this age. Rapid recognition and intervention before cardiac arrest is very 
important. Any child who is struggling to breathe should receive life support assistance 
as rapidly as possible. 

ONE RESCUER CPR - INFANT AND CHILD 

AIRWAY"A" 

Assess consciousness by gently tapping the shoulder, then call loudly for help. The 
loud noise will startle a conscious Infant. A child may respond to your asking, "Are you 
OK?" If someone is available send him to activate EMS. If you are alone do one minute 
of CPR before calling 911. 

If the victim is unresponsive, he must be placed on his back on a firm, hard surface. 
If a fall, for example from a crib, high chair, tree, or bicycle may have caused neck injury 
it is essential to prevent movement of the head and neck when positioning the victim. 
The infant should be moved as a unit supporting the back of his head with your hand 
and his neck and back on your wrist and forearm. His legs will straddle your elbow. With 
the baby in this position you can also move to a phone to activate EMS while starting 
CPR. Position a larger child as you would an adult. 
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Children are not simply little adults. The infant has a very small flexible airway, and 
his head is large in proportion to the rest of his body. The head-tilt/chin-lift is used to 
open the airway. The head is tilted back by pressing gently on the forehead with the 
palm of your hand which is closer to the head. The finger tips of the other hand are 
placed only on the bony part of the jaw near the chin and are used to lift upward (Adult 
illustration page 13). Be careful not to completely close the mouth or press on the soft 
area under the chin. Unless neck injury is suspected tilt the baby's head so the center 
back of the head is on the same surface (plane) as his back, as if he is sleeping on his 
back. Children may require a slight backward tilt. Do not hyperextend as this may 
actually pinch off the airway. 

BREATIIlNG "B" 

First determine if the victim is breathing. Place your ear near his mouth; face the 
chest. Remember, you must maintain the open airway as you look, listen and feel for 
signs of breathing and continue to maintain it, if you have to breathe for him. If breathing 
is present continue to monitor an unconscious victim and activate EMS. 

If the victim is breathless you will give two slow breaths (1 -1.5 seconds/inspiration). 
Make a seal t5y opening your mouth just enough to cover both the mouth and nose to 
breathe an infant. In children, seal only the mouth with yours and pinch the nose. Inflate· 
the lungs slowly. An infant's or child's airway is much smaller than an adult's; blow hard 
enough to overcome the resistance. The volume of your breath should be adjusted 
to the size of the victim. Watch fora normal chest rise with each breath and allow 
the chest to fall as the Infant or the child exhales between breaths. Review pages 
14 - 15 of the Overview for a discussion of breathing and possible airway obstruction. 

The problem of gastric distention can be reduced by maintaining an open airway and 
adjusting the volume of your slow breaths for the small lung size of the Infant or child. 

CIRCULATION "C" 

Aftertwo successful slow ventilations, you are ready to check the pulse. The carotid 
pulse which is checked in children and adults Is very difficult to find on an Infant's short, 
fat neck. The brachia! pulse in the upper arm is recommended for infants. 

The brachia! artery is found in the groove between the two muscles on the side of 
the upper arm that touches the body. Gently 
pull the arm away from the body and tum it 
palm up. Place your thumb on the outside of 
the arm just above the elbow and your first 
two fingers on the Inside and press gently to 
feel the pulse. 

While assessing the pulse, maintain the 
open airway with your hand on the forehead 
in case the baby should be able to breathe 
spontaneously. Circulation "C" (page 22) 
describes how to find the carotid pulse in a 
child. 

If you find that the pulse is present, re­
member you should breathe once every 3 
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seconds (20 times per minute) as long as necessary. Monitor the pulse until you gain 
EMS access. 

If pulse is absent you must begin circulating blood artificially with chest compres­
sions. It is difficult to find the pulse in Infants and children. If you are uncertain of a pulse, 
it Is better to begin chest compressions than to omit them when respiratory arrest is 
present. You know that a victim must be on a firm surface for compressions to be 
effective. When you opened the airway to the neutral, sleeping position the infant may 
have assumed a "sniffing" position. The head would be extended opening the airway, 
but the shoulders would still be supported by the firm surface. {If someone were to hold 
a rose up for you to smell, the natural reaction is to stick your nose out to sniff the flower 
-thus "sniffing" position.) In some infants the 
head-tilt lifts the shoulders. You may then 
provide a firm surface forcompressions and 
maintain the open airway by using the hand 
which has been on the fore head to slip under 
the baby's shoulders. 

The proper position for infant chest com­
pressions is on the midline of the chest, 
slightly below the nipples on the lower third 
of the sternum. Imagine a line connecting 
the nipples. Measure one finger width from 
th is line toward the feet and place the tips of 
two or three fingers on the sternum. The 
compression position for children is found by 
running the fingers of your hand (the hand 
not maintaining the head-tilt) along the rib 
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cage until your middle finger fits into the notch where the ribs and sternum meet. Place 
your index finger beside it on the lower end of the sternum. Visually mark your finger 
position on the sternum. Pick up your hand and place the heel of that hand along the 
sternum next to your "visualized" finger location. Be sure you do not press on the 
xiphoid. 

The chest of an infant or child is smaller and more flexible than an adult, so much 
less pressure is required. Compression and release time are equal. Press straight 
down, not to the side, to a depth of 0.5 - 1 inch for infants or 1 - 1.5 Inches for children. 
When pressure is released allow the chest to expand fully. Keep your fingers, or the 
heel of your hand for children, In contact with the sternum to maintain proper position. 
The compression rate for children is 100 per minute and at least 100 per minute for 
infants and both may be counted one, two, three, four, five. 

You know how to move a baby as a unit supporting his head and back with your hand 
and forearm. If you need to carry an Infant while performing CPR, your arm provides 
the firm surface for compressions. It Is essential that you keep your arm positioned 
so the baby's head Is not above his feet. When possible put the infant on a firm 
stationary surface. 

COMPRESSIONNENTILATION CYCLES 

A breath is delivered after each five compressions (5:1 ratio). When you complete 
the fifth compression, pause to deliver a slow breath. Watch for a normal chest rise. 
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To achieve a rate of 100 compressions per minute for children and at least 100 
compressions per minute for infants, you will need ~o ~o 5 ~ompression~ in about 3 
seconds. The breath requires 1 - 1.5 seconds inspIratIon time for both infants and 
children. Repeat the cycles in rapid sequence. 

It may be necessary to use both hands to open the child's airway. It is very important 
to observe the position of your hand on the child's chest when you have prope~ly located 
the landmark. There is insufficient time to relocate the landmark each time when 
administering CPR to a child, with a ratio of 5:1. After the slow breath, return your hand 
to the visualized area to resume compressions. 

REASSESSMENT 

After you have completed about 1 minute of compressions and ventilations, or 20 
cycles which may take somewhat longer than 1 minute, stop for 5 ~econds to recheck 
the pulse. If EMS has not been activated, call 911 now. If pulse Is p~esent, open the 
airway and check breathing. Rescue breathe, if indicated, and n:io_nito~. If you must 
leave, turn an unconscious victim to his side unless neck or back lnJUry Is suspected. 

CONTINUE CPR 

If pulse is absent, resume 5:1 cycles of compressions and ventilations. Repeat the. 
pulse check every few minutes, continuing CPR as indicated. 

OBSTRUCTED AIRWAY: UNCONSCIOUS INFANT OR CHILD 
Before continuing, please review the obstructed airway material on pages 17 - 18. 

AIRWAY/ASSESSMENT 

You have come upon a victim who appears to be unconscious. You will begin ~y 
assessing unresponsiveness. If he is unconscious, yell for help; as soon ~s help Is 
available access EMS. Properly position him and open the airway, then look, hst~n and 
feel for signs of breathing. Perform this airway step and breathing assessment JUSt as 
you learned in infant and child CPR, pages 30 - 31. 

ATTEMPT BREATHING 
If you found that the victim is breathless, you must begin rescue breathing. 

Remember, unless you maintain an open airway, the victim cannot breathe spontane­

ously nor can you breathe for him. 

Seal the mouth and nose as appropriate for the age of the victim. Ventilate slowly. 
If you feel a resistance to your breath and the victim's chest does not rise, you may 
assume an obstruction. It Is necessary to determine if your inability to ventilate Is 
caused by an Improperly opened airway. Reposition the head, tightly seal the mouth 
and nose, and breathe again. If this attempt is successful, go to Circulation "C" step 
of Infant and Child CPR; assess pulse and continue as indicated. 

IlACK BLOWS AND MANUAL TlffiUSTS 

If repositioning did not provide an open airway, you may assume a foreign body Is 
causing the obstruction. A combination of back blows and chest thrusts is used for 
infants and abdominal thrusts are used for children. 
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To deliver back blows, place the infant 
face down on your forearm, legs straddling 
your elbow; head and neck support are 
provided by resting the infant's chin in the 
curve between your thumb and index finger. 
The victim's head should be lower than the 
chest but should not be straight down. You 
can gain additional stability by resting your 
arm against your bent leg. Use the heel of 
your hand to deliver up to five forceful 
blows to the Infant's back between the 
shoulder blades. 

Head and neck support must be main­
tained while positioning the infant on his 
backforchestthrusts. Place the hand which 
you just usedforback blows behind the infant's head and neck, with your wrist and arm 
extending down the back. Turn the victim and rest your arm on yourthigh with the infant 
slightly head down. 

Abdominal thrusts are not recommended for infants. Use two or three fingers on 
the lower third of the sternum to apply up to five quick chest thrusts. These are 

similar to chest compressions but are at the 
rate of approximately one per second. The 
"Heimlich Maneuver" is used for children as 
well as adults. However, the thrusts in small 
children are done with less force than on 
adults. Refer to page 28 for this technique. 

FOREIGN BODY CHECK 

Grasp the infant's or child's lower jaw 
placing your thumb over the tongue and 
your fingers around the outside of the jaw. 
Lift the jaw away from the back of the throat 
while depressing the tongue with yourthumb. 
If you are able to see a foreign object, 

remove it. Do not sweep the mouth unless an object Is visible, since the object 
may easily be pushed deeper In the airway. 

BREATIDNG ATIEMPT 

The obstruction may have been dislodged, even if you did not visualize and manually 
remove it. Try again to ventilate, open the airway, seal the mouth and nose with your 
mouth and blow slowly. For children, seal the mouth and pinch the nose. If ventilation 
is unsuccessful, reposition the head; try again. If you are unable to produce a chest 
rise, repeat the appropriate maneuvers to relieve the obstruction. If you are still alone 
after several times through the series of steps (about one minute); stop long enough 
to a~cess EMS. Continue your efforts to relieve the obstruction. When you are able to 
ventilate, check the pulse and proceed as Indicated; the top of page 29 reviews the 
possibilities. 
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OBSTRUCTED AIRWAY - CONSCIOUS INFANT OR CHILD 
It is especially important with infants and children to be aware of the probable cause 

of airway obstruction. Two conditions should exist before manual thrusts are used on 
a conscious victim. You should actually see him become obstructed from food or a 
foreign object or find him in a situation where it is apparent, for example a toddler playing 
with a toy with small pieces. You must also have evidence of poor air exchange such 
as an ineffective cough and increasing difficulty breathing. 

If the victim has an illness such as croup, an obstruction may occur because of 
swelling in the airway. You must immediately access EMS; use of the obstructed airway 
procedure would be ineffectiv~~ and cause loss of valuable time. 

ASSESSMENT 

Since an Infant cannot indicate that he ls obstructed, the rescuer must determine 
it by observing the baby's ability to breathe. Remember signs of poor air exchange 
include an ineffective cough, high pitched crowing sounds, increasing breathing 
difficulty and blueness around the lips. When a child is old enough to respond ask, ~Are 
you choking?" 

BACK BLOWS AND MANUAL THRUSTS 

If the infant or child is in respiratory distress and a foreign body is suspected, you 
mustquicklytryto relieve the obstruction. For infants up to five back blows are delivered 
between the shoulder blades. If the baby is still obstructed, turn him over and deliver 
up to five chest thrusts. Each should have the potential of relieving the obstruction. 
These maneuvers use the same techniques you learned on the preceding page for 
unconscious obstruction. 

If the victim is a child and he is standing or sitting, abdominal thrusts are performed 
with the rescuer standing behind the victim. The Heimlich maneuver is the same as 
adult; see page 29 for the details. Use an amount of pressure appropriate to the child's 
size. If the victim is lying down abdominal thrusts are the same for the conscious and 
unconscious child. 

Alternate the series of back blows and chest thrusts until the airway ls cleared or the 
inf ant becomes unconscious. If the victim is a child repeat the series offive abdominal 
thrusts; be sure your hand positon is correct each time. 

OilSTUCTED AIRWAY - VICTIM BECOMES UNCONSCIOUS 

The victim ls now unconscious. Yell for help; send the responderto activate the EMS 
system. If you are alone after several times through the series of steps (about one 
minute), access EMS. 

FOREIGN IlODY CHECK 

Even if the obstruction has not been expelled from the victim's mouth, it may be in 
a position where you can see and remove it. Use the tongue/jaw lift as you did earlier 
for an unconscious choking infant or child. If you can sea a foreign object, remove 
It with your fingers. Do not blindly sweep the mouth. 
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BREA THING ATTEMPT 

Open the airway, seal the mouth and nose and attempt to ventilate. If unsuccessful, 
reposition and try again. If you are unabletogetachest rise, the victim is still obstructed. 

Review from Back Blows through Breathing Attempt on pages 33 - 34 and repeat 
these steps until the airway is cleared. After a successful ventilation, check the pulse 
and proceed on the basis of your assessment. You may need to maintain an airway 
and monitor, or rescue breathe, or do chest compressions and ventilations. 

PROFESSIONAL RESCUERS 

TIVO RESCUER CPR 

Two rescuer CPR is taught primarily to professionals associated with health care 
and emergency services. Since it Is rare that two lay rescuers are on the scene 
together, perfection of their single rescuer skills is generally more important. This 
sequence is written for an adult victim with two professionals arriving together when 
CPR is not in progress. It presumes mastery of basic CPR skills. If additional medical 
help is needed, the second rescuer should call before he begins compressions. 

Rescuer"A,"positioned atthevictim's head, will be responsible for airway, breathing 
and monitoring. The other rescuer, "B," 
kneeling by the chest, will do compressions. 
Rescuers work best on opposite sides of the 
victim, but two-person CPR is possible on 
the same side. 

Rescuer "A" will assess unresponsive­
ness, position the victim and open the air­
way using the appropriate method. He will 
then assess breathing and if indicated, con­
tinue by ventilating twice slowly (1.5 - 2 
seconds/inspiration). He should observe the 
chest rise and allow exhalation between 
breaths. Use of a mask is recommended, 
see page 38. 

While "A" checks fora pulse, "B" locates his landmark to begin chest compressions. 
If a pulse is not found rescuer "B" performs five compressions at a rate of 80 -100 per 
minute. He should pause after the fifth compression for "A" to give one slow breath 
(1.5 - 2 seconds/inspiration). Counting "one and two and three and four and five and 
breathe" will help the compressor maintain a smooth, equal rhythm and allow a pause 
for "A" to ventilate. Ten cycles of five compressions and one ventilation should take 
40-53 seconds. After about one minute, stop compressions for 5 seconds to check for 
a spontaneous pulse. 

· It is also important for the ventilator to maintain an open airway and to check 
frequently for a pulse to assure that compressions are adequate. It may be necessary 
to tell the compressor to check his hand position or to press hardl:!r, if the pulse is not 
felt with each compression. 

When the compressor becomes tired, he indicates a desire to change. The switch 
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should be made as quickly as possible. It is convenient to change at the end of a cycle 
and to check for return of spontaneous pulse before continuing CPR. If indicated 
compressions and ventilations are resumed. Remember to stop every few minutes to 
check the pulse. If the victim is an infant or child, adjust ventilation limes and 
compression rates as appropriate. 

Rescuers will continue CPR as they move the victim, pausing only if essential for 
such things as stairs, movement in and out of the vehicle and intubation. 

DIVISION OF RESPONSIBILITY 

Rescuer~" 
Determine Unresponsiveness 
Position victim 
Open airway 
Determine breathlessness 

Give 2 slow breaths 
Determine pulselessness 

Maintain airway 
Monitor pulse for compression 

effectiveness 
Give slow breath 

After 1 min check for spontaneous 
pulse 

Rescuer"B" 
Call for assistance, 

if needed 

Position self at chest 
Locate landmark 

Begin chest compressions 
Proper rate and a 5:1 ratio 
Pause for breath after 5111 

compression 

Call for switch when tired 

Rescuers switch as quickly as possible. 
Check spontaneous pulse at switch and/or every few minutes. 

Two professional rescuers may easily relieve a lay rescuer at the end of any 15:2 
cycle. They assume the roles of rescuers "A" and "B," check pulse and continue CPA. 
If two professionals do not begin together, the second one may begin compressions 
at the end of any cycle. 

OTHER PROFESSIONAL RESCUE SKILLS 

JAW TlffiUST WITH HEAD-TILT 

If the head-tilt/chin-lift does not open the airway, the jaw thrust will provide additional 
forward movement of the jaw. It is also the method used when applying a mask. If two 
rescuers are present, one is usually at the top of the head and the other at the chest. 
The rescuer opening the airway places one hand on each side of the head. The fingers 
grasp below the angle of the lower jaw justin front of the earlobe. The base of the thumb 
rests on the cheek bone. With elbows resting on the same surface as the victim, lift the 
jaw forward and tilt the head back. The lips can be opened with the ends of the thumbs, 
if necessary to ventilate. The victim's nose Is sealed with your cheek as you breathe. 

If the rescuer is alone, the jaw thrust can also be performed from the side of the 
victim. The rescuer can then provide breathing and compressions. This Is illustrated 
without head-tilt In the Special Situations section. · 
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MOUTH-TO-MASK VENTILATION 

When two professional rescuers are pro­
viding CPR, the ventilator may use mouth­
to-mask ventilation instead of mouth-to­
mouth. A mask makes oxygen administra­
tion possible. As it avoids direct mouth-to­
mouth contact with the victim, it may be 
aesthetically more pleasing and may de­
crease communication of disease. 

The mask should be transparent; you 
must be sure the mouth remains open under 
the mask. It should also be equipped with a 
one way breathing valve and a fitting for 
administration of oxygen. 

The mask is placed over the victim's mouth and nose with the lower edge under the 
lip and above the chin. The thumbs on either side of the mask press it to the face as 
the fingers lift up on the jaw and tilt the head to open the airway. You must maintain 
a tight seal between the mask and the victim's face to prevent air leakage around the 
mask when you blow through the inhalation port. Training is essential to proper mask 
use. Face shields are also available but obtaining a tight seal may be difficult. 

CRICOID PRESSURE 

Pressure is applied on the esophagus by applying external pressure on the cricoid 

Special Situations 

cartilage. The technique should be used 
only by trained health care professionals. 
Locate the Adam's apple, place your thumb 
and index finger on the ridge just below the 
Adam's apple and press down gently. The 
windpipe is protected by the ring of cricoid 
cartilage and the pressure is transferred 
back to the esophagus. This reduces prob­
lems of gastric distention and regurgitation 
during both ventilation and intubation. Care 
should be taken not to press below the 
crlcoid cartilage as this lower area is unsta­
ble, and you may obstruct the trachea (wind­
pipe). 

The material covered in this section deals with special conditions and would not be 
necessary in many rescue situations. 

SUSPECTED NECK INJURY 

In accident cases, if there is a possibility of a neck fracture, caution must be used 
when positioning the victim and opening the airway. Neck injury should be suspected 
in near drowning or automobile accidents, especially if the victim has facial cuts and 
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bruises. In this case, all possible movement 
should be avoided. Your first approach to 
opening the airway should be the jaw thrust 
without head-tilt. The fingers are placed 
behind the angle of the lower jaw to displace 
it forward without tilting the head back or 
moving it to either side. This allows the head 
to be stabilized in a neutral position without 
extending the neck. Your thumbs hold the 
mouth open and the nose is sealed with your 
cheek as you breathe. If this iwnsuccessful, 
the head should be tilted back.very slightly, 
and another attempt made to ventilate. The 
airway may also be opened with chin-lift 
without head-tilt though the head is not as stable as when held between the hands. If 
there are two rescuers, the ventilator may be positioned at the top of the victim's head 
so his elbows can rest on the working surface for even greater stability. 

RESCUE BREATHING - MOUTH-TO-NOSE METHOD 

Mouth-to-nose ventilation may be used instead of mouth-to-mouth when there is 
extensive mouth injury,it is difficult to get a good seal, the mouth cannot be opened, 
or the rescuer simply prefers it. 

When performing mouth-to-nose ventilations, one hand ls left on the forehead to 
maintain the airway with the head-tilt. The other hand lifts the lower jaw to close the 
mouth. The thumb can be used to seal the lips. The rescuer takes a deep breath, seals 
his mouth around the victim's nose and breathes slowly while watching for a chest rise. 
He removes his mouth and watches the chest fall when the victim exhales. Open the 
victim's lips or mouth to allow the airto escape during exhalation because the soft palate 
may block the nasal passage. 

MOUTH TO STOMA VENTILATION 

If the victim has had his voice box removed {laryngectomy) he breathes through an 
opening (stoma) which connects the airway to the skin at the front of the neck just above 
the notch in the collarbone. This small opening may be hidden by a scarf or high neck 
shirt, but it can easily be detected by running your finger inside the neckline. The 
rescuer breathes directly through the stoma. Exhalation occurs when the rescuer 
removes his mouth to breathe. 

AIRWAY MANEUVERS 

The Heimlich maneuver is as safe and effective as any other single method of 
relieving airway obstruction and is easy to learn. However, the chest thrust ls stlll 
suggested in cases of advanced pregnancy or gross obesity. 

If a conscious victim is standing, stand behind him to perform chest thrusts. Slide 
your arms just under his armpits and around the chest. Place the thumb side of your 
fist on the middle of the sternum. Grasp it with the other hand and press with quick 
backward thrusts. If the victim is down, place him on his back. Your body and hand 
positions for chest thrusts are the same as for chest compressions. Deliver each thrust 
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slowly and distinctly instead of rapidly like chest compressions. 

PREGNANCY 

.D 
In pregnant women the increased weight of the uterus may reduce blood flow during 

....: CPR. Circulation can be improved by placing a pillow under the right hip orby a second 
person shifting the uterine weight to the left. 

-o ELECTRIC SHOCK 

Electric shock, including lightning, may disrupt heart rhythm. The shock may also 
affect the respiratory control center of the brain or may produce prolonged muscular 
contractions or paralysis of the muscles of respiration. This inability to breathe prevents 

~ air exchange leading to oxygen depletion and cardiac arrest. 

The rescuer should exert great care not to touch a victim stlll In contact with 
an electrical source as he may also be shocked. Be careful when you are told, "The 

-o power is off." Did the person really know how to disconnect the power? After properly 
-,i clearing a victim from an energized object, begin to assess his status immediately. If 

spontaneous respiration or circulation is absent, the techniques of cardiopulmonary 
resuscitation should be initiated. Injuries from a fall or burns may occur with a shock 
and must be considered when you start CPR. Use appropriate positioning and airway 

ca procedures. If help is available, remove clothing which shows signs of burning. 
ll) 

NEAR DROWNING 

The rescuer should reach the victim as quickly as possible, preferably with the 
0 
co assistance of some flotation device. The rescuer must exercise care to protect his 

own life when assisting a near drowning victim. 

Rescue breathing should be started as soon as possible. It maybe performed when 
the rescuer can stand in shallow water or with flotation for support in deep water. You 

~ must be able to support the face above water. Do not be concerned about draining 
water from the lungs. 

Suspect neck injury In a diving accident. Open the airway using the jawthrustorchin­
lift without extending the neck. Float the victim onto a back support, carefully moving 

"' him as a unit, to remove him from the water. 
co 

.D 

If you believe a foreign object is blocking the airway or if rescue breathing is 
unsuccessful, perform the Heimlich maneuver with the victim on his back and his head 
turned to the side . 

~ ai The pulse of a near drowning victim may be difficult to find because of slowdown of 
body functions. If a pulse is not found, begin chest compressions. 

Victims of cold water drowning have been successfully resuscitated after relatively 
.o long periods of submersion; give them a chance by Initialing CPR. Every submersion 

0 victim should be promptly transported to an advanced life support facility. 

-o HYPOTHERMIA ..: 
Exposure to extreme cold air or near drowning In cold water are examples where 

hypothermia may affect resuscitation. Prolonged exposure to cold causes a depres­
sion of cardiac functions and of oxygen needs. It may be necessary to allow as much 

40 

as 45 seconds to assess pulse. Access EMS rapidly and CPR should be performed 
as assessments indicate. Remove wet clothing; insulate the victim in blankets, apply 
warmth to the neck, arm pits, and groin and administer warm moist oxygen to help 
prevent heat loss during transport. 

TRAUMATIC INJURY 

Transport to a trauma center is of the utmost importance. If a victim Is pinned in a 
car, do not try to move him without professional help unless he is In additional danger. 
Direct manual pressure may be applied over a wound to control severe bleeding. If 
CPR is required, all precautions must be taken to protect the cervical spine. 

COMMUNICABLE DISEASES 

Since CPR requires close contact with training manikins and with individuals, 
transmission of communicable diseases must be considered. Tuberculosis, hepatitis 
B, HIV, and herpes simplex are diseases of concern to the rescuer. 

While there is no record of transmission of these diseases through manikin practice, 
it is still important to take precautions. These include: instructor cleaning of manikins 
after a class according to the manufacturer's directions, vigorouslywiping the manikin's 
face for at least 30 seconds with bleach or alcohol after use by each student, possible 
use of a face shield for each student, simulation of the finger sweep in obstructed airway 
practice and simulation of breaths by the second rescuer in two-person rescue training. 
If you have a cold, sore throat, cold sore or a similar infection, postpone training until 
you recover. 

Performance of CPR should not endanger the life of the rescuer. A lay rescuer will 
most likely perform CPR in the home environment. Professional rescuers should be 
trained in the use of, and use protective equipment such as masks and gloves. 
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Performance Sheets 

BLS Performance Sheet 

Adult FBAO Management: Conscious 
Name ____________________________ _ Date ______________ _ 

Step Objective Critical Performance 

1. Assessment Determine airway obstruction. Ask "Are you choking?" 

Determine if victim can cough or speak. 

2. Heimlich Maneuver Perform abdominal thrusts. Stand behind the victim. 

Wrap anns around victim's waist. 

Make a fist with one hand and place the thumb side against 
victim's abdomen in the midline slightly above the navel and 
well below the tip of the xiphoid. 

Grasp fist with the other hand. 

Press into the victim's abdomen witlt quick upward thrusts. 

Each thrust should be distinct and delivered with the intent 
of relieving the airway obstruction. 

Repeat thrusts until either the foreign body is expelled or the 

. victim becomes unconscious (see below) . 

Victim with Obstructed Airway Becomes Unccr .,cious (Optional Testing Sequence) 

3. Positioning Position the victim. 

Call for help. 

4. Foreign Body Check Perform finger sweep.' 

5. Breathing Attempt Ventilate. 

6. Heimlich Maneuver (Airway is obstructed.) 
Perform abdominal thrusts. 

7. Foreign Body Check (Airway remains obstructed.) 
Perform finger sweep: 

8. Breathing Attempt Ventilate. 

9. Sequencing (Airway remains obstructed.) 
Repeat sequence. 

• During practice and testing, simulate finger sweeps. 

t After airway obstruction is cleared, ventilate twice and proceed w_ith 
CPR as indicated. 

. 
Turn ·_;; back as unit. 

Plac2 face up, arms by side. 

Call out "Help!" or, if others respond, activate EMS system. 

Keep vlctim's face up. 

Use tongue-jaw lift to open mouth. 

Sweep deeply into mouth to remove foreign body. 

Open airway with head-tilt/chin-lift. 

Seal mouth and nose properly. 

Attempt 1 , ventilate. 

Straddle victim's thighs. 

Place heel of one hand against victim's abdomen, in the 
midline slightly above the navel and well below the tip of 
the xiphoid. 

Place second hand directly on top of first hand. 

Press into the abdomen with quick upward thrusts. 

Perform 6-10 abdominal thrusts. ' 
1 

Keep victim's face up. 

Use tongue-jaw lift to open mouth. 

Sweep deeply into mouth to remove foreign body. 

Open airway with head-tilt/chin-lift. 

Seal mouth and nose properly. 

Attempt to ventilate. 

Repeat Steps 6-8 until successful.t 

s u 

Instructor ____________________________ Check: Satisfactory ___ Unsatisfactory __ 
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Appendices 

BLS Performance Sheet 

\dult FBAO Management: Unconscious 
Name ____________________________ _ Date ______________ _ 

Step Objective 

1. Assessment Determine unresponsiveness. 

Call for help. 

Position the victim. 

Open the air ,vay. 

Determine breathlessness. 

2. Br~athing Attempt Ventilate. 

. (Airway is obstructed.) 
Ventilate. 

(Airway remains obstructed.) 
Activate EMS system. 

3. Heimlich Maneuver Perform abdominal thrusts. 

4. Foreign Body Check Perform finger sweep.* 

5. Breathing Attempt Ventilate. 

6. Sequencing Repeat sequence. 
·--

• During practice and testing simulate finger sweeps. 

t After airway obstruction is cleared, ventilate twice and proceed with 
CPR as indicated. 

Critical Performance s u 
Tap or gently shake shoulder. 
Shout "Are you OK?" 

Call out "Help!" 

Turn on back as unit, if necessary, supporting head and 
neck (4-10 sec). 

Use head-tilt/chin-lift maneuver. 

Maintain open airway. 

Ear over mouth, observe chest: look, listen, feel for breathing 
(3-5 sec). 

Maintain open airway. 

Seal mouth and nose properly. 

Attempt to ventilate. 

Reposition victim's head. 

Seal mouth and nose properly. 

Reattempt to ventilate. 

If someone responded to call for help, send him/her to 
activate EMS system. 

Straddle victim's thighs. 

Place heel of one hand against victim's abdomen in the 
midline slightly above the navel and well below the tip of 
the xiphoid. 

Place second hand directly on top of first hand. 

Press into the abdomen with quick upward thrusts. 

Each thrust should be distinct and delivered with the intent 
of relieving the airway obstruction. 

Perform 6-10 abdominal thrusts. 

Keep victim's face up. 

Use tongue-jaw lift to open mouth. 

Sweep deeply into mouth to remove foreign body. 

Open airway with head-tilt/chin-lift maneuver. 

Seal mouth and nose properly. 
" 1 

Reattempt to ventilate. 

Repeat Steps 3-5 until successful.t 

Instructor---------------------------- Check: Satisfactory __ Unsatisfactory __ 
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MEMBERS 
PRESENT (x): 

AFFILIATES 
PRESENT (x): 

GUESTS 
PRESENT (x): 

MINUTES: 

Jf.ugusta Menta{ :J-{ea[tli Institute 

9vfinutes of 
9vfecfica{ 'E{_ecutive Committee 9vf eeting 

we7esday, June 26, 1996/ 

x Jose Castellanos, l\1D / ~ x Ulrich Jacobsohn, l\1D 
x Roger Wilson, MD / / •X George Davis, l\1D~ 

Gerald Veregge, 1'.1D/ .,;. Douglas Gowler, l'v1D--· 

x Lorraine Spiller, PA x Julie Barrett, PA 

x John Arness. l\1D Jason Kirkpatrick, l\1D 
x Brian Gottlieb, MD Boris Konnikow, l\1D 
x Don Weston. :MD x Linda Clark (Recorder) 
~ Bill l..;ajousk). Admir\ ,.1\.s~ 10 Dr. (l:id< 
x Koger Coleman 

x Manuel Hermida, l\1D 
X John Szala, D.O. _.,,, 

Robert Spitzer, MD 
x Milton Hirshberg, l\1D 
x Rod Bouffard, Supt. 
x Richard Michaud 

Minutes of 06/19/96 and 06/21/96 were reviewed and accepted as presented. 

--

ANNOUNCEMENTS AND F.Y.I.: 

DR JOEL D'BOSKIN There will be a 2-day consult on safety and security nex1 Tuesday and Wednesday. It will be in the 
form of an assessment of AMI-ff s current safety and security. 

ISSUE 

\FETY 
..i'lD 

QUALITY 
OF CARE: 

page 1 of 3 

DISCUSSION 

Despite a formidable agenda, the President of the 
Medical Staff recommended that the issues of safety 
and quality of care be dealt with finnly, and that 
resolution be made on the motion of 02/08 (tabled on 
03/06 pending Ms. Peel's visit.) 
A lively discussion ensued, highlights are as follows: 
It is questioned whether the medical staff can deliver 
the quality of care that will ensure the safety of our 
patients - that question must be answered by this 
body. 
Mr. Bouffard indicated that staffing issues have been 
addressed by Dr. Lowell and Kathy in response to 
acuity and the higher number of admissions. Dr. 
Clark was to assess the adequacy of physician 
staffing. 
Dr. Davis indicated that it's not just the number of 
staff. but several issues combined: 

• morale (a healthy staff is better at healing) 
• who's in charge? 
• permanence / security of jobs 
• number of permanent psychiatrists 
• Consent Decree issues - rumored that a 

medical physician will be cut 

RECOMMENDATIONS I 
ACTION 

Recommended that staffing levels be 
reported to Medical Executive 
Committee on a regular basis. 

RESPONSIBLE 
PERSON 



,,. 

ISSUE 

SAFETY 
AND 
QUALITY 
OF CARE 
(continued): 

DISCUSSION 

Mr. Bouffard responded that a number of 
actions have been initiated to raise morale and 
provide quality of care: 

Motion of 02/28/96 was read, as was the 
tabling motion of 03/06/96. 
Continued discussion on the size and lack of 
permanence of the psychiatric staff. Several 
comments made such as: 
• minimum size staff needed, whether a 30- or 

a 100-bed hospital to cover vacations and 
stats calls (need "depth on the bench") ; 

• political decisions are being made far distant 
from clinical wisdom and with disregard for 
clinical input: 

• the quality of care rendered depends on the 
adequacy of the medical staff; 

• we are in danger of having a catastrophe; 
• we are not covered as we need to be; 
• we arc not practicing psychiatry - we are 

being deprived of our integrity by the 
adrniriistr:ition ... and by the patient 
advocates; 

• ne\'\· policies and procedures are taking away 
the ability to exercise clinical judgment; 

• everytime something else happens, more 
rules and paperwork result: 

• treatment teams are demoralized, they have 
no control over the care of the patient; 

• physician licenses to practice are on the line; 
• high overtime and frequent double shifts 

have an effect on quality of care offered 
• staffing ratios are based on a model, not . 

based on real patients' needs. 
mcdexrnin - 06/26/96 
page 2 of 3 

RECOMMENDATIONS I 
ACTION 

• 60 positions will be moving to the 
community; 

• Ricki Celentano has been on contract to work 
with staff 

• Bill Doughty has been brought in to work 
with displaced staff, providing training, 
writing resumes, finding alternate 
employment in the state system, etc.; 

• other suggestions are welcome; 
• the future of AMHI should be determined by 

the Task Force by October 1; 
• unit staffing is currently higher than the 

Consent Decree requires - AMHI is being 
staffed for acuity (at least nurses & MHWs) ; 

• if a physician position is being targeted for 
elimination, and if it is felt that that cut is 
dangerous, the position can be manipulated 
and perhaps saved; 

• there's a meeting tomorrow around the issue 
of recruitment of permanent physicians (first 
order of business is to recruit a full-time 
Medical Director.) 

Sugges-Jon made that medical staff's perception 
of danger be put into the hands of 
administration daily, hourly, if necessary. 

Suggestion made by a locum tenens physician 
that locum tenens physicians be given a voice 
and allowed to vote in Medical Executive 
Committee meetings. 

Suggested by Mr. Bouffard that someone from 
Medical Executive Committee work with 
administration, instead of making this a media 
event. 

The President of the Medical Staff proclaimed 
that Dr. Wilson, as acting Medical Director will 
be given a voice and vote in this meeting. 

RESPONS. 
PERSON 

Suggested that Mr. Bouffard present overtime Rod Bouffard 
data at a future meeting. 



ISSUE 

SAFETY 
AND 
QUALITY 
OF CARE 
(continued): 

Jose Castellanos, 

DISCUSSION 

Countered that quality of care is the 
responsibility of this body, and that this body 
will be held accountable. 
Lively discussion ensued regarding whether 
our patients are or are not safe today. 
• Dr. Jacobsohn gave a historical overview of 

previous attempts to alert administration to 
the medical staff's predictions of danger, and 
how the warnings went unheeded ... 

(1986 letter ... 1988 catastrophe; 
Feb. 1996 verbal warning ... April 6 murder) 

• Noted that Commissioner Peet doesn't 
understand (or apparently care to hear) these 
concerns - as evidenced by her repeated 
failure to appear here, failure to attend 
Governing Body meetings, etc. 

•" ... I've never seen it this bad in 38 years 
at AMI-II." 

• Reported that the Maine State Board of 
Medicine has expressed its concern 
regarding the high use of locum tenens 
psychiatrists all over the state (not just at 
AMIII.) 

mcdcxrnin.doc - 06/ . 
page 3 of3 

RECOMMENDATIONS I 
ACTION 

Suggested that the 02/28 motion be removed 
and a new motion was offered ... 
"The clinical staff has determined that the 
quality of care has deteriorated to the point 
where this body is submitting this issue to 
administration with the responsibility to make it 
right ... " 

Committee appointed today of Dr. Wilson, Dr. 
Szala, Dr. Davis and Dr. Jacobsohn. This 
committee will write a letter stating the 
concerns of the medical staff to the 
Commissioner (and to the Governor). A draft 
will be presented here next week. 

RESPONS. 
PERSON 

Dr. Wilson 
Dr. Szala 
Dr. Davis 
Dr. Jacobsohn 



Position count at Augusta Mental Health Institute, 1995-97 

PL 368, page 466,467 Part I Budget 
position count 

PL368 Part I Budget 
pages 556, 567 -225 

PL395 Supplemental Budget 
page 680 +11 

PL395 Supplemental Budget 
pages 680, 681 - .5 

PL560 Productivity Realization Task Force bill 
pages 1435, 1436 

PL665 Supplemental Budget 
page 1829 

Position count when delayed actions occur 
at AMHI during fiscal year 1996-97 

-. , .. .,. 

-24 

+31.5 

342.5 

----------

4 general fund 
550 other revenue 

... 
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ANGUS S. KING, JR. 

GOVERNOR 

STATE OF :\-L.\.INE 

DEPART:\-iENT OF 

MENTAL HEALTH, MENTAL RETARDATION, 

AND SUBSTANCE ABUSE SERVICES 

40 STATE HOUSE STATION 

AUGUSTA, :\,[AINE 

04333-0040 

July 8, 1996 

Senator Joan Pendexter, Co-Chair 
Representative Michael Fitzpatrick, Co-Chair 
Members, Joint Standing Committee on Health and Human Services 
115 State House Station 
Augusta, :ME 04333 

Dear Senator Pendexter, Representative Fitzpatrick & Committee Members: 

MELODIE PEET 

COMMISSIONER 

I am writing to advise that Dr. William Mcfarlane, Chief of Psychiatry at Maine Medical 
Center, has agreed to Chair the Clinical Review Panel looking at policy and practices at Augusta 
Mental Health Institute as they pertain to the operations of the hospital. 

Should you have questions or require additional infonnation, please feel free to contact 
me. 

MJP/ss 

PHONE: (207) 287-4223 (Voice) 

Sincerely, 

~ 9 f?.J-
Melodie J. Peet 
Commissioner 

/~...,,.,.... 

I 

l0"-. ',,.,.. :r·,. 
PRINTED ON R.fO'UED P."-f"ER 

(207) 287-2000 (TTY) FAX: (207) 287-4268 
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MANDATORY REPORTL~G PROTOCOL 

Dept. of Human Svs / Adult & Children Emergency Svs. 

624-8060 or l-800-452-1999 

Bureau of Mental Retardation 

287-3861 or 287-3078 

'l1us ~ Lbo Pineland ~ter switchboard. Aslr. that the Admirur;tnlor OD C&ll be cot1tat'ltd .mmediuely iaid rwtUro YOIJT call. llldicl!e that 
llUJ i& a repon of alletsd ;,auetn abllH, aeslel:t, oxploiu1ion, or ~llrf. 

Patient Injuries 
· Patient to Patient Incidents 

Patient Sexual Behavior 
Staff to Patient Incidents 

Allegations or Abuse, Neglect, Exploitation 

Patient to patient incidents (includes patient to patient sexual behavior) and staff to patient 
incidents, including allegations of physical/sexual abuse/neglect and exploitation, made by patients 
and/or observed by staff or patients must be taken at face value despite clinical/administrative 
judgments to the contrary and therefore be reported immediately to the Department of Human 
Services. Disclosures mide by patients of incidents occurring in the community (prior to 
admission) are also reportable. Allegations or complaints of abuse, neglect or exploitation made 
by patients within grievances are to be reported to the Department of Human Services. All 
AMHl staff, including contract employees, are required to report according to the following 
protocol: 

EXCEPTION: All injuries, UAL's, or A WOL's occurring with DHS wards shall be reported to 
DHS. For non-DHS patiems, clearly unintentional injuries, UAL's, or AWOL's shall not be 
reported to DHS. 

PROTOCOL: If a reportable event occurs, the first order of priority is to protect the alleged 
victim from further harm (real or imagined) and, secondly, to assure that the alleged 
perpetrator/aggressor is also protected or supervised to prevent exposing the ward population to 
further abuse and to assure proper treatment interventions are carried out. Once these items are 
carried out, the reporting process is then initiated. 

Ward Nurse Responsibilities: 
a. Assures appropriate care is given to the victim and to the alleged perpetrator. 
b. Assures that verbal reports are made to the Department of Human Services, to the Physician, 

Assistant Director of Nursing or Director of Nursing. The verbal report shall include: 
(1) Name of the patient(s) involved 



[ 

(2) Nature and extent of the alleged Abuse/Neglect/Exploitation or detail 
regarding the patient accident or patient to patient incident/staff to patient 
incident 

. (3) Names of witnesses or of people with additional information 
(4) Action taken or to be taken in the care of the victim and alleged 

perpetrator 
c. Assure that an incident report is completed and sent to Director of Nursing . 

I 

d. Progress note written of the facts noting the time and, if appropriate, names of staff involved, 
and that verbal notification has been made to DHS. Be sure to include the names(s) of staff 
who may have taken photos of the patient's injury for the record. Consistent with AMfil 
policy, do not reference the existence of an incident report in the chart. 

Reporting Process: 
a. Repon received by Ward Nurse (if unavailable, report to NOD or ADN or DON). 
b. Prevent further abuse/neglect/exploitation and/or expostre to further injury. 
c. Ward Nurse notifies: (See Ward Nurse responsibilities). 

(1) DHS (Adult Protective or Child Protective Services when appropriate) 
(2) Physician 
(3) NOD/ADN 
(4) Family/guardian/patient representative 
(5) Person who made initial report that report has been made to DHS 

d. NOD or ADN notifies: 
(1) • Superintendent or Administrator on Call 
(2) Director of Nursing (8 AM to 4:30 PM Mon-Fri) 
(3) Law Enforcement (if appropriate to situation) 
(4) Patient Advocate 
and sees to proper follow up care in collaboration with the physician: 
(1) Medical Care 
(2) Evidence preservation 
(3) Emotional support 
( 4) Increased supervision 
(5) Medical Exam in cases of alleged physical/sexual abuse (send patient to emergency 

room with change of clothing). 

For allegatiom of' sexual misconduct: Make every attempt to preserve evidence which may 
assist Law Enforcement in a criminal investigation until the investigation is completed or unless 
directed to stop by your supervisor. The patient needs support during this ·time. Be sure no 
waahing is done of patient's body, clothes, bedding, or the scene (where appropriate). 



I s- Z1 I 
Patient Injuries 

Patient to Patient Incidents 
Patient Sexual Behavior 
Staff to Patient Incidents 

Allegations of Abuse, Neglect, Exploitation 

The Nurse must notify tho following people/agency and they, ill tum, must report as indicated by the 
graphi, display below. 

Physician 

Law 
En:forcement; 

When 
Appropriate 

ward 
Nurse 

Physician 

Observed By and/or Reported to Ward Nurse 

Files incident report 
WARD NURSE - - - - - - - - - - to Director of Nrsg. 

ADN or NOD D.H.S. / B.E.A.S. 
and/or B.M.R. 

Family/Guardian 
and/or Pt. Rep. 

Notifies complainant 
or witness of report 
to Dept. Human Svs. 

Director of Nursing 
or Oesignee 

Superintendent 
or designee 

Patient Advocate 

Observed By and/or Reported to Director ofNuning 

O.H.S / B.E.A.S, 
and/or B.M.R. 

A.D.N. {NOD) 

DIRECTOR OF NURSING 

Pacient Law Enforcement· Superintendent 
Advocate if appropriate or Oesignee 

Notifiee the 
complainant or 

witness of report 
to OHS 

Family/ Guardian 
o.nd / or 

Patient Representative 
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Patient Injuries 
Patient to Patient Incidents 

Patient Sexual Behavior 
Staff to Patient Incidents 

Allegations of Abuse, Neglect, Exploitation 

Observed By and/or Reported to Patient Advocate 

PATIENT ADVOCATE 

Superintendent 0.H.S. 

DIRECTOR OF NURSING 

(N.0.0.) 
ward Nurse 

LAW ENFORCEMENT 

D, H. S. 
(If Advocate Non-Report} 

Notifies complainant or 
vitneea of report to OHS 

Physician Family and/or 
Private Guardian 

A.D.N. or Nurse Mgr. 

Observed By and/or Reported to Dept. of Human Services 

Law Enforcement 
if appropriate 

D. H. S. 

Director of Nursing 
(A.D.N. or N.O.D.} 

Superintendent 
or Designee 

Patient 
Advocate 

N.O.D. or 
ward Nurse 

Physician Family Guardian and/or 
Patient Representative 
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Patient Injuries 
Patient to Patient Incidents 

Patient Sexual Behavior 
Staff to Patient Incidents 

Allegations of Abuse, Neglect, Exploitation 

Observed By AMHI Employees Who Are Not Part of a Team /Ward 

AMHI Employee Reports to: 

D.O.N. or A.D.N. E I T H E R O R D.H.S./B.E.A.S./B.M.R. 

Ward Nurse 

Patient Advocate 

* Care Worker 

DHS/BEAS/BMR 

Physician 

SuperintenOent or 
oesignee 

Family/Guardian/ 
Representative 

Observed By a Patient 

Patient Notifies ••• 

Ward Nurse 

ward Nurse If careworker is not part 
of Treatment Unit, see above 

Physician ADN or NOD 
Witness 

complainant 

D.H.S. / B.E.A.S 

and/or B.M.R. 

F~mily 

Guardian 

and/or Patient 
Representative 

Notifies witness 
or complainant of 
report to D.H.S. 

or 

of report to 
DHS / BMR 

Law Enforc:ement 
when appropriate 

OON or 
Designee 

Superintendent or Patient Advocate 
Designee 

(Serious Incidents 
and Allegations of 
Abuse, Neglect and 

Exploi u.tion) 

• A "Careworkerw is any employee of a treatment unit. In a eituation where 
the employee is not n member of e treatment unit (aee top graphic). 

I 
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RAPE, PROCEDURE FOR TREATMENT OF 

Rape is understood to be the act or attempted act of having sexual relations with a person of 
either sex who is unwilling or does not voluntarily consent to such relations. 

This policy assures that all rape victims are treated promptly and appropriately and that all 
physical evidence of rape is protected until properly trained personnel can evaluate it. 

a. As soon as a rape, attempted rape or an alleged rape has been discovered or reported, 
remove the victim to a quie+., secluded area, making sure to cover the patient with a 
sheet/blanket if the clothing is torn or bloodied. Assign a staff member of the same sex to 
stay with the patient (This assures privacy for the patient, allows the patient to be given 
needed support and protects any physical evidence.) 

b. Make every effort to preserve evidence which may assist law enforcement in a criminal 
investigation. Be sure no washing is done of a patient's body, clothes, bedding or the scene 
(where appropriate). 

c. DO NOT attempt to question the patient regarding the incident at this time unless he/she 
offers to do so. DO NOT touch the patient without first asking permission. (This allows 
the patient time to regain composure. Asking pennission before touching the patient helps 
him/her regain a sense of control.) 

d. If the incident took place on the ward, secure the area by removing all patients, Jocking the 
door or assigning a staff member to remain in the area until released by the Nurse Manager, 
NOD or physician on duty. (This assures that any physical evidence that might be in the area 
will be undisturbed until evaluated.) 

e. If another patient is known or alleged to be involved in the incident, remove him/her to a 
quiet, secluded area and assign a staff member of the same sex to stay with the patient until 
evaluated by the physician on duty. DO NOT attempt to question the patient about the 
incident at this time. (This allows the patient privacy as well as protecting physical 
evidence.} 

f. Be sure to keep victim and alleged perpetrator separated. Transfer to another unit should be 
considered. 

g. If the incident takes place during the day shift, notify the clinic at once. If the incident takes 
place during other shifts, weekends or holidays, notify the NOD at once. (The clinic or 
NOD will notify the physician on duty, the patient advocate, nurse manager, superintendent 
and any other appropriate people). 

h. Under ALL circwnstances, the victim and any other involved patients are to be kept as they 
are found. Under NO circumstances is any patient to be bathed, or their clothing changed, 
or otherwise have the condition they are found in altered in any way until they have been 
examined by KVMGER physician. (Altering thephysical condition of the patient can 
destroy any physical evidence present.) 

i. All victims or alleged victims are to be transponed to KVMGER as soon as possible. 
accompanied by at least one staff member of the same s~ who will remain with the patient 
during the time they are at the emergency room. (The ER has appropriate facilities for 
treating the patient. Having a staff member with the patient will provide both emotional and 
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Staff may assist, but not physically force, a voluntary patient to return. 
A voluntary patient may be considered Absent Without Leave until such 
time as the patient is wntacted and indicates refusal to return or until the 
responsible clinician determines that continued absence is indicative of 
refusal to rerum. At this time the patient must be discharged. 

d. Law Enforcement Agencies should not be notified unless the patient is a danger 
to self or others as determined by the Director of Nursing or Nurse O .D. If this 
be the case, the patient shall be placed on unauthorized leave status and the 
procedures regarding such status then apply. The Unauthorized Leave Report 
must be completed prior to notification of Law E¢orcement Agencies. 

SEARCH - MISSING PATIENTS 

The search for a missing patient is seen as a matter of the highest urgency. All AMHI 
staff must expect to be active participants in the search for a missing patient and the 
identification of a missing patient will be treated as a potentially life threatening 
emergency. 

Special Precautions 
A thorough assessment of elopement risk shall be part of any evaluation pertaining to 
increase in level for all patients. Under some circumstances, however, the treatment team 
should consider the need for additional precautions before the patient leaves the unit. 
These situations include when a patient has already eloped more than once, when 
elopement poses special risks (as in the disoriented or potentially suicidal patient), or 
when a patient is progressing to a new level of independence. Possible precautions could 
include taking a thorough description or photo to show what the patient is wearing, 
photographing the soles of the patients shoes, arranging for a call-in at a certain time. 
Treatment plan interventions should be designed for patients who· have difficulty 
returning on time or for whom elopement is a particular risk. 

Patient Description/Notification 
At the time of admission, a Patient Description/Notification sheet, including a color 
photo will be completed by the treatment team and filed in a Description/Notification log 
that will be kept in the chart room. When a full search is called, staff as11igned to the 
search team from the missing patient's unit will immediately make 12 copies of the 
Description/Notifi.cation sheet and bring them when reponing for the search. 

Search loitiation 
As soon as a patient fails to report on time or is reported missing from a supervised 
activity, a search of the patient's treatment unit will be initiated immediately. If the 
patient is not found on the unit and has not returned in l 0 minutes, a search will be 
called by the Program Services Director or the NOD. The Program Services Director or 
Charge Nurse will call the switchboard t.o notify the operator of the search, r~questing 
that the patient be paged over the Public Address System and asked to report to the 



switchboard. The switchboard operator will make this announcement twice within five 
minutes. 

The Program Services Director or Charge Nurse will then report immediately to the 
NOD office with the patient's chart, accompanied by members of the Search Team from 
that unit, and any other staff who have information to contribute. If the missing patient is 
known to regularly frequent certain areas of the hospital, the Program Services Director 
or Charge Nurse may assign search staff from the unit to check those areas and then 
report immediately to the NOD office. 

Search Coordinator 
During the day shift, the Superintendent will coordinate the search from the NOD 
conference room. During the second and third shifts, the NOD will serve as search 
coordinator from the NOD conference room until the Administrator on Call arrives and 
takes over the Search coordinator tasks. The Superintendent or the Administrator on Call 
will be notified immediately by the charge nurse from the patient's unit or the NOD as 
soon as a patient is designated missing. 

Log Person 
The Search Coordinator will identify a Log Person to record all information pertinent to 
the search, such as time of initiation, quadrant assignments, notifications and report.s. 
The Log Person will also coordinate and document all communications with search 
parties. 

Search Team 
As soon as a search is called, the Charge Nurse for each treatment unit will immediately 
identify at least two staff persons from that unit to report for the search. 

In addition, the following departments with staff not assigned to units will send staff 
members to participate in search teams when they are on duty: 

Maintenance and Engineering ( 4 staff perspns during ist shift, M-F) 
Housekeeping 
Psychology 
Nursing 
Dietary 
Medical Records 
Vomional Incentive Program 

Rehabilitation Services 
MIS 
Chaplaincy 
Business Office 
UR,QA 

When a change of shift occurs during a search. no staff will go off duty unless discharged 
by the Search Coordinator, regardless of job description. No change in Search 
Coordinator will occur until the new Search Coordinator is thoroughly briefed and 
familiar with ongoing search procedures. ·Discharge of staff of change in Search 
Coordinator must be approved by the Superintendent. 



Additional Staff 
It is understood that in the event of a search, unit staffing will be tightened. During an 
extended search, when additional help is needed on the unit or in the search, additional 
staff may be called in according to the Disaster Call-In plan. 

Search Procedures 
The Search Coordinator will request the switchboard operator to announce •~search 
Team, please repon to the NOD conference room." All staff assigned to the search team 
will report immediately. 

Search procedures will proceed from as described below at the discretion of the Search 
Coordinator, depending on the severity and type of risk involved. 

The Search Coordinator will ensure that all search assignments are recorded by the Log 
Person in order to facilitate identification of areas searched, and notification of search 
team members when the patient is found. 

The Search Coordinator and other staff involved with the search are expected to make 
decisions regarding ccurses of action based on each specific situation and individual 
patient. This will include the order and level of search procedures, timing of notifications 
and initiation of any other needed procedures. 

Level 1: Preliminary Search 
Missing patient is voluntary, not evaluated as dangerous or unable to care for self, with 
no other dangerous circumstances, i.e., cold weather. 

Staff will search common areas (such as the canteen, library, ARC)and any-other places, 
such as Rite-Aid that the patient is known to frequent. A search of the grounds will be 
conducted by car. lf the patient is not found, all necessary notifications and reports will 
be completed. 

This level of search is appropriate only for patients who will be 
declared AMA if they do not return within 4 houn. 

Level 2: Quadrant Searcb 
Conducted for all other patients. 
Notify the Superintendent and Capitol Security 

a. Initiate Quadrant Search by assigning staff to quadrants according to forms available 
at the switchboard. Staff will complete the search of each quadrant and report back 
to Search Coordinator by radio when search is complete or patient is located. Radios 
are available at the switchboard. 

b. Place APB by calling Forensic Treatment Unit, Section Ill ( 7-7547 or 7-7467) 

c. Initiate search of roads leading from AMHI, especially those that lead to any known 
destination for the missing patient. 



d. Complete all needed notifications and reports. 

Level 3: State Game Warden Service Search 
This search condition is set by the Superintendent to locate any missing patient suspected 
of having eloped and is most likely to be found in an uninhabited off road, open or 
wooded area. The search is performed by the State Game Warden Service. 

a. Upon request from the Superintendent the Search Coordinator will obtain a copy of 
the APB from FTU Section Ill and will contact the State Game Warden Service and 
ask for their assistance in locating the missing patient. 

b. The Search Coordinator will assign the charge nurse or other appropriate clinical 
staff to brief the State Game Warden Service on the patient's background and 
condition. 

Level 4: Patients missing from off-ground activities: 
Each off-grounds activity shalt have a designated charge person. This individual is 
responsible for assuring that an initial search of the immediate area is begun. Care 
should be taken that other patients on the activity continue to be adequately supervised. 

If after a preliminary search the patient is still missing, responsible staff are to notify the 
appropriate Program Service Director (weekdays/day shift) or the NOD (weekends and 
evening/night shifts). The Program Service Director or NOD will notify the 
Superintendent. 

In order to determine the necessary search level, at a minimum the following information 
should be processed with the hospital contact: 
a. the current mental status of the missing patient, including assessment of 

dangerousness, 
b. any known prior elopement history and pattern, 
c. perceived need for higher level search that would involve additional support (e.g. 

Warden Service, local authorities). and 
d. need for additional AMHI staff to assist with search and eventual transport. 

A staff member is to remain at the site of the activity to coordinate on-site search 
arrangements. Provisions will be made to either relieve or otherwise pick up this staff 
member as soon as the situation permi~ (i.e. patient found or search called oft). 

Search for a patient missing from an off-grounds activity can be extremely challenging. 
Prompt notification of law enforcement agencies should occur when needed. 

Apprehension and Return 
Recognizing that AMHI is the one with the custody issue and that law enforcement 
agencies are often busy and short staff eel, they often are not able to provide transportation 
for return of the patient that has eloped unless it is absolutely essential. Providing safety 
and security of the patient and transportation back to AMHI i5 primarily the 
responsibility of AMHI. In most cases staff should be sent to visually assess the 
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appropriateness of returning a patient without law enforcement assistance when a patient 
) has been apprehended and reported in control. Appropriate assignment of staff to 

perfonn this function is done by the Search Coordinator in consultation with the OD after 
assessing reports of patients condition, level of dangerousness and cooperation. 
a. Institute personnel may assist, but not physically force, a voluntary patient who 

wishes to return. 
b. Institute personnel may take an involuntary or legal hold patient into custody only 

when found in a public place and it can be accomplished without the use of an 
unreasonable degree of force. 

c. A missing patient located in a non-public place such as private homes, stores, etc., 
may only be taken into custody by law enforcement officials. 

d. AMHI personnel's assessment as to the level of dangerousness of a missing voluntary 
patient is helpful, but it is imponant to remember that when law enforcement 
agencies or Capitol Security locates a missing voluntary patient who is not a legal 
hold, they cannot keep the patient detained unless they believe from their own 
observations that the individual is mentally ill and a danger to self or others. If the 
patient is not willing to return to the hospital voluntarily, the patient can only be 
returned to the hospital after having been evaluated and Emergency Involuntary 
papers instituted. 

e. In cases where the patient is a legal hold or considered too dangerous for Institute 
personnel to safely transport, law enforcement should be asked for direct assistance 
in transporting the patient. 

Radios/ Communication 
Search team members from FTU will bring all available FTU radios when reporting to 
search. In addition, six (6) radios, and flashlights will be available at the switchboard. 
The switchboard operator is responsible for inspecting these radios and flashlights daily 
and for ensuring that they are in working order. In addition, 6 radios will be available 
from the Night Engineer during the evening hours. All staff who may be assigned to a 
search team will be trained as needed in the proper use of radios and portable phones. 
Such training will be coordinated by the Director of Hospital Services. 

The Log Person will serve as a backup operator to assist with communications by · 
telephone and radio, both internal and external, for all levels of search. 

At the end of a search, a11 members of the public notified during the search will be 
notified by the Search Coordinator that the search is concluded and thanked for their 
help. 

If contacted by the media, members of the search team will ref er all questions to the 
Superintendent or to the Assistant to the Commissioner. 

Search Review 
A review of the search will be conducted by the Superintendent within 24 hours, or on 
the next business day. All panicipants in the search will attend. 

ij 
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CRITICAL EVENT NOTIFICATION 
OF FAMILIES OR GUARDIANS 

In the event of an unexpected death or the life threatening injury or illness of a patient, 
the Clinical.Director will be notified immediately by the Attending Physician, the 
Physician on Duty or the Physician Extender. The Clinical Director will designate who 
is to notify the patient's family, next of kin, and/or guardian of the circumstances of the 
event. In addition, the the Clinical Director will ensure that the Superintendent is 
notified. If the Clinical Director cannot be reached, the Administrator on Call will be 
notified, and will call the Superintendent. The Superintendent or the Administrator on 
Call will then consult with the Attending Physician, Physician on Duty or Physician 
Extender to decide .how the family will be notified. Notification will be done as soon 
after the event as is reasonably possible, but not before the circumstances of the critical 
event are accurately reported and understood. 

When necessary, the Attending Physician, Superintendent or Clinical Director will 
coordinate follow-up contacts with the family or guardian. The Superintendent will 
ensure that all initial and follow-up contacts are made. 

A record of all personal or telephone contacts with the patient's family and/or guardian 
will be made in the progress notes section of the patient's chart. Within two weeks of 
each event, the notification procedures followed will be reviewed by the Quality 
Operations Committee. 

DEA TH NOTIFICATION 

It is policy at AMHI to maintain a unifonn process to report deaths of consumers under 
our care, including: 
a. AMHI patients transferred t.o other facilities for medical reasons; 
b. unauthorized leaves (AWOL, UAL); 
c. shon leaves; and/or 
d. convalescent status. 

The AMHI Death Notification fonn 690 shall be compJeted within 24 hours t.o include a 
concise statement.about the death, other basic information and any unusual circumstances 
about the death.· The Nurse Manager/Ward N une is responsible for seeing that trus 
form is completed (in consultation with the MD/OD) and its subsequent mailing. 
The sequence of reporting is as follows (with some concurrently): 



Death Notification Chart 

Ward Nurse/Charge Nurse 

Physician, 
Physician Assistant 

orO. D. 

Clinical Director 

Dept. Med. Director-Jacobsohn 

Medical Examiner's Office 
(after consulting with 

Dept's Medical Dircc:1.or) 

Family or Guardian 

Nurse on Duty, Director 
of Nursing or Assistant 

Director of Nun.Ing 

Supt. or Chief 
Operating Officer 

Commiwoner 

Patient Advocate 

Qiaplaincy 
as Appropriate 

Attorney General's Office 



REVIEW OF ASSESSMENT PLAN 

By Decision and Order of March 8, 1996, the Court ordered that 

-Defendants file a comprehensive plan by March 25, 1996 for 

completing the individual assessments of class members (Paragraph 

2, page 37). Defendants filed- the Assessment Plan ("Plan for 

Completing Class Members Assessments 11 ) and Plaintiffs responded 

( "Plain_tiffs' Objections and Comments to Defendant~.' Plan for 

completing Class Members Assessments", referred to below as 
~ 

"Comments") within the timeframes estabiished by the Court's Order. 

Plaintiffs requested that I reject the plan based on several 

concerns raised in their comments. D~ring the period established 

for my review of the plan pursuant to the Court's Order, Defendants 

amended the original submission. While I find tha\ the original 

submission would not have been approvable, I approve the Amended 

Plan for the reasons -discussed below~ - -The- Amended Plan-(Plan for -- --------

Completing Class Member Assessments, 4/11/96) is attached to this 

Review. 

The Amended Plan outlines a program for locating class members 

at Section II. Its proposal for assessing class members is Section 

III (with attachments). 

Regarding locating class members, ~laintiffs raised concerns 

with respect to the details of the field search, staff available 

for the field search, and the existence of a protocol for 

contacting class members. The Department has amended its initial 

plan outlining the specifics of its field search activities 

(Amended Plan, pages 3,- 4). The Amended Plan notes that there are 

10 staff with varying levels of involvement in the location 

process. Two staff work full time. Their respect:i ve'""'-

responsibili ties are outlined in the Amended Plan at page 4. All 

telephone contacts with class memb·ers are made pµrsuant to a 
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protoGol (written script). The Department reports a high degree of 

success in making positive contacts with class members, only one 

individual ·has reacted in a reportedly negative manner. (See 

Amended Plan, pages 3, 4.) 

Regarding the· assessment process, · Plaintiffs raised several 

concerns. Generally, among other things, these include: how the 

Consent Decree Coordinators are to function, who performs 

assessments, how the assessme_nts are structured, and ~1:J.at is their 

relationship to the ISP process and to service delivery . . 

Plaintiffs' concerns regarding the relationship of the Consent 

Decree Coordinator to the overall process of conducting the 

assessments include: the specific functions to be performed by the 

Consent Decree Coordinators (CDCs) (Comments-, pages 1, 5), staffing 

available to CDCs (Comments, page 5), funding available to CDCs 

(Comments, page 1), the authority of CDCs (Comments, page 8), and 

. the distribution ana··numerD:::al eff ici-Erncy ·of CDCs (comments~-- ·pages - ---- -------

1, 5, 6). It appears that many of these concerns stem from the 

failure of the initial plan to identify the relationship of Consent 

Decree Coordinators to the Behavioral Heal th Network of Maine 

(BHNM). The Amended Plan notes that the Behavioral Health Network 

of Maine is a corporate entity which represents the majority of 

provider agencies which provide case management and service 

planning for class members (Amended Plan, page 6). CDCs are DMHMR 

employees whose relationship to the Behavioral Health Network is to 

be guided by the terms of the proposed contract between the 

Department and BHNM. 

Under this arrangement, BHNM carries the principal' 

responsibility for class member assessment, with the CDCs 

providing, for the most part, coordinative, quality assurance and 

back-up roles. The Amended Plan notes that CDCs will be deployed·~ -

in relative proportion to the number of class members in the given 

region (Plan, page 5). Pursuant to the contract, CDCs_will be 
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_authorized to monitor and make necessary adjustments reg~rding the 

quality of assessments. Resolution of problems will be 

accomplished through negotiation with the local BHNM project 

representative, and if that fails, the CDC will arrange for an 

- alternative assessment- through the use of Departmental staff. This . 
is outlined in the· 11 contingency Plan" section of the Amended Plan. 

(See Amended Plan, page 7.) 

I _find that the Amended .Plan is reasonably clear_.with regard 
. . 

to the role of the CDCs ~nd their intended authority under the 

operation of the proposed contract with ~HNM. Largely because 

their role is limited, i.e., not having primary responsibility for 

assessment of class members, I do not find fault with the total 

number of CDCs (8) selected to perform the identified functions. 1 

Plaintiffs also raised a number of concerns regarding the 

assessment process, these included training for assessors 

(Comments, page 1), the rieed for a protocol· for assessments 

(Comments, pages 1, 7), that assessments be conducted in a manner 

which integrated them with the ISP process (Comments, pages 1, 7, 

8, 9), that they be performed by qualified people (Comments, page 

6), and that prior assessments, which may be stale or inadequate, 

not be relied upon (comments, page. 4) . 

The attachment to the Amended Plan entitled "Assessment 

Process" contains a list of domains to. be accounted for in the 

assessment process. This is not, in and of itself, an assessment 

tool. A specific assessment tool, however, will be developed which 

utilizes these domains and, in accordance with the terms of the 

1 The Amended Plan allows for DMHMRs' Regional Directors to. 
make reassignments of personnel needed to supplement the"functions. 
of the CDCs if necessary (Amended -Plan, page 5). I note also that"···. 
the utilization of BHNM in combination with the Contingency Plan 
(Amended Plan, page 7) will provide a wide · pool of potential 
assessors. 
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Amended Plan, will be submitted for approval (Amended ~lan, page 

7). Training will be made available to all people conducting 

assessments; as well as those who may be utilized for that purpose 

under the Contingency Plan (Amended Plan, page 7). Also, the 

-Amended Plan notes that assessments will be available to all class 

members and that reliance· is not placed upon prior assessments 

(Amended Plan, page 5). Additionally, specific consideration is 

given in the Amended Plan to integrating the ISP process with the 

assessm~nt process. This will result in case management services 

and an ISP for all class me~bers who want them, whether or not they 

are currently in service. For individuals with service needs who 

do not wish case management services or a formal ISP, the CDC will 

be responsible for securing services (Amended Plan, pages 7, 8). 

The Amended Plan establishes that alJ people performing assessments 

must have minimum certification as a Mental Health Rehabilitation 

Technician II (MHRT II) . · In order to assure that all clinical 

issues are addressed, each assessment which is completed by a non­

clinician will be review by a licensed individual. (See Amended 

Plan, page 6). 

In addition to the concerns noted above, Plaintiffs are 

concerned that the Assessment Plan (as well as Consolidated Final. 

Plan of 3/18/96) fails to identify how the new regional structures 

will operate (Comments, pag~ 8), that there is no costing out or 

specific resource allocation for implementing the Assessment Plan 

(Comments, page 8), and that the plan includ·es a method by which 

class members may seek to opt out of participation in the Consent 

Decree (Comments, page 3). 

I agree that Defendants' new regional structure is not 

adequately described vis-a-vis many of their obligations under the 

Consent Decree.· With respect to Defendants' obligation to perform. 

class members assessments, however, I do not find this flaw to be,,. __ ._ 

fatal. I find that the Amended Plan demonstrates· that it can 

result in the comprehensive clinical assessment of class-members by 
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October 30, 1996. 

Regarding budgeting, it is clear that the cost of class 

members' assessments has not been definitively determined. Most 

. likely, this will not.fully occur until the assessment process has 

been completed due·tci a number of variables involved, including the 

number of assessments perfor~ed and the time utilized per 

assessment. The Department, however, has identified a variety of 

plausible funding sources including its MIS/QA budget line, 
-

Medicaid funds, and its reinvestment account. (See Amended Plan, . 
page 8.) I am confident that the Department will be able to cover 

the cost associated with this project without having to resort to 

any fiscally induced limitations upon the conduct of the 

assessments. Lastly~ the provisions in the initial plan regarding 

class members potentially opting out of class membership have been 

eliminated in the amended plan. 

Date Gerald Rodman, Master 
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_ ,ND REW KETTERER 
ATTORNEY GENERAL 

Telephone: (207] 626-8800 
FAX: [207] 287-3145 

STATE OF MAINE 

DEPARTMENT OF THE ATTORNEY GENERAL 

6 STATE HOUSE STATION 

AUGUSTA, MAINE 04333-0006 

April 11, 1996 

Gerald Rodman, Court Master 
P. 0. Box 724 
Augusta, ME 04332 

re: Assessment Planning 

REGIONAL OFFICES: 

84 HARLOW ST., 2ND FLOOR 
BANGOR, MAINE 04401 
TEL: (207) 941-3070 
FAx: (207) 941-3075 

59 PREBLE STREET 
PORTLAND, MAINE 04101-3014 
TEL: (207) 822-0260 
FAX: (207) 822-0259 

Enclosed is a plan for completing class member assessments, submitted in 
response to paragraph 2 of the Decision and Order dated March 8, 1996, in Bates v. 
Peet. This revised plan is .intended to address your. concerns and those expressed by 
the plaintiffs in their written comments, and replaces the plan previously submitted 
on March 25. 

Thank you. 

cc: Helen Bailey, Esq. 
Peter Darvin, Esq. 
Richard Goldman, Esq. 
Neville Woodruff, Esq. 

Sincerely; 

f'(yiilW/UIJ q'V.Y-°'-fcJ Br\ 
Katherine Greason 
Assistant Attorney General 

Wayne Douglas, Associate Commissioner 
Andrea Blanch, Associate Commissioner 
Carmen Coulombe, AAG 
Terri Laurie, Consent Decree Coordinator, DMHMR. 



PLAN FOR CO:MPLETING CLASS MEMBERS ASSESS:MENTS 

I. Introduction 

The Department of Mental Health and Mental Retardation (the "Department") submits this plan in accordance 
with paragraph 2, page 37, of the March 8, 1996 Decision and Order of the Court in Bates v. Peet Docket No. 
CV-89-88 (the "March 8 Order''). This plan details the process which the Department proposes in order to 
complete indivi~ual assessments of class ~embers. 

As a necessary first step, the Department must locate class members in order to assess them. The Court's March 
8 Order requires the Department to submit a list of class members with verified addresses by June 30, 1996. 
Section II of the plan describes the process now in place for verifying addresses and locating class members 
whose present whereabouts are unknown. Section III of this plan describes the assessment process which the 
Department will employ. Consent Decree Coordinators, new positions the Department is proposing to establish 
in the regional service networks, will play a key role in the assessment process. 

The Department has initiated negotiations with the Behavioral Health Network of Maine to provide case finding 
and clinical assessments of members. It is expected that clinical assessments of members will begin by May 15, 

996- and be completed-by-October 30,-1996-. -------·- ·----------------

II. Location of Class Members 

A. Summary of Actions through March, 1996 

The Department has undertaken a number of steps to locate class members and verify addresses to date 
including: 

1. Placing 3,400 posters in places likely to be frequented by class members, informing them of their 
rights and soliciting their input in plan development. 

2. Broadcasting public service announcements on radio and television with information regarding 
rights and services. 

3. Utilizing social clubs and similar consumer networks to contact class members. 

4. Working directly with other agencies (DHS, OSA, Department of Corrections, DMR, mental 
health agencies, etc) to identify and locate class members. 

5. Conducting mass mailings (based on available addresses) with self-addressed, stamped return 
envelopes to contact class members. When forwarding addresses are learned, another letter is 
sent to the new address. 



6. Reviewing records at Augusta Mental Health Institute and the DMHMR Reimbursement Office to 
find additional infonnation which assists in locating class members. 

7. Reviewing death records in the Bureau of Vital Statistics. 

As class members are located, their addresses are verified by the member, an agency or other reliable 
source. 

The chart in Exhibit 1 displays the Department's progress in locating class members and verifying 
. addresses. 

. 
By 12/95, about 2,150 class members had been accounted for by either verified address or death records. 

B. Actions in Progress tp Locate Class Members 

These further steps have been initiated to locate class members as of3/1 l/96: 

1. Cross-referencing Data Sources. The table below describes other databases that have been used 
to locate class members, and the current status for each. 

Acquisition of Integration of 
Sourceof--------Gross-referencing---Data-into-our--MIS- -- -- - ---
Infonnation Data Target Date Target Date 

State ofMaine 
Corrections 03/iS/96 
Labor . 03/25/96 
DHS 
Taxation 

Inland Fisheries 

State Police 
Court Admin. 

03/29/96 
04/05/96 

04/10/96 

04/15/96 
04/01/96 

Nat'l Credit Bureau 03/01/96 

WilvfR 
AMHI&BMHI 
Med. Records 04/01/96 

03/29/96 
03/29/96 
04/04/96 
04/11/96 

04/12/96 

04/22/96 
04/05/96 

03/29/96 

04/07/96 

2 

Status 

Data received; integration in progress . 
In progress. 
In progress. 
Meeting with taxation for tech. 
specifications. 
Feasibility of electronic transfer of data 
being research; manual review will be 
undertaken if electronic process is not 
possible 
Manual search underway. 
Feasibility being assessed. 

Data received, being converted to 
database 

List of unknown cases produced. 
Review in process as of3/21/96. 



2. Field Search. Department staff are checking last known addresses of about 800 class members 
who have not yet been located and verified. We project 6/30/96 to be the completion date for this 
set of activities, but the process will not be terminated until all class members have been 
accounted for. 

Action 

Modify MIS to accommodate 
verification process 

Target 

03/29/96 

Maintain active lists of unverified 03/21/96 
cases 

Cross-reference DMR, BCSN 
and crisis site data to verify 
addresses 

03/29/96 

06/30/96 

Status 

In process 

Complete 

In progress 

Conduct field searches 

Update Consent Decree MIS Ongoing As replies from field efforts come in, the :MIS 
-------·------- ----------·-· 

Prepare complete list of 
verified addresses for court 

- -will be-updated-to indicate That aailiesse~--------

have been verified or supplied addresses 
are invalid. 

06/3 0/96 W airing for data. 

Field search activities are seen as a progression of the following steps: 

A Developing class member case files based on current database cross-referencing with the 
unverified/unknown class members totalling about 1,300 people. 

B. Cross-referencing all listed addresses to find potential phone numbers for contact. 

C. Contacting by phone all potential class members for verification of address/location. A 
script is used for all phone contacts to ensure consistent presentation of entitlement to 
services. 

D. Contact with local police/sheriff's departments and local post offices for information on 
missing class members. 

E. Contact with identified known relatives, next of kin, or significant others for potential 
location and verification of class members. 
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F. Visit last known addressees to seek any forwarding information about remaining 
unknown/unverified class members. 

Thus far, phone contacts have been well received. Class members have been cooperative and 
seemed to welcome the opportunity for continued/future services. An unverified class member 
made it known that he did not want any future contact from the Department and he called 3_-4 
different Departmental staff to make his wish clear. This was the only negative response received 
from the numerous phone contacts made. To date, seventy (70) class members have been verified 
through phone contacts. 

. 
To date, field search activities have included steps A-C. As many as 3 additional contact persons 
have been identified from recent medical records and billing reviews at AMHI to be used for step 
E. The following data has been collected from cross-referencing data sources and field search 
activities A-C: 

Class members verified in database= 1,941 
Class members potentially out of state with unverified addresses= 363 
Class members unknown (no current info)$:; 60 
Deaths= 314 

All remaining class members have case files for-potential addresses-but-they have not yet been 
verified. Phone contacts will be attempted with the remaining unverified class members before 
any other contacts are attempted. 

Once activities A-E have been exhausted utilizing the current staff assigned that responsibility, a 
determination will be made as to who is best trained/qualified to do the door-to-door type 
canvassing associated with step F. It is anticipated that the last step (F) may be a combined 

-location and assessment activity process completed by professionals with appropriate 
training/experience. Ultimately, the Consent Decree Monitors will be responsible for the 
coordination of step F. At this time, approximately 60 class members remain unknown with no 
current information. 

There are currently ten (10) staff who have varying levels of involvement in the class member 
location process. Two staff are working full time developing case files from incoming data, 
referencing potential phone numbers, and then making phone contacts for actual verification of 
addresses. Four staff are ultimately responsible for data entry and MIS system maintenance. Two 
of those four staff spend considerable time with the process (1 about 70% of his time and the 
other 50% of his time). Four additional staff have provided ongoing supports as liaisons to other 
departments, divisions or services (i.e., MH, }..1R, Crisis). The remaining two staff include the 
person responsible for the overview of location efforts and the secretary who provides the clerical 
support necessary for the process. 

3. Implementation of System to Maintain Active Addresses of Class Members. The Department will. 
maintain ct1rrent addresses for all class members. 
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Ill. Assessment of Class Members 

A. Background 

• Approximately nine hundred twenty-five(925) initial assessments were completed by January, 1995. 

• A self-assessment tool was developed in May, 1995. It was distributed to class members identified 
through CHS, DMV and DOC collaboration. 363 responses have been reviewed to date. 

• For the purpose of this plan, the Department intends to complete an assessment on all class members, 
whether or not they had done previously an assessment of self-assessment referred to above. 

B. Assessment Completion 

The Department will complete clinical assessments and documentation of needs for all class members by October 
30, 1996 in accordance with the March 8 Order. 

-consent.Decree Coordinators 

The bepartment has received funding and is recruiting 8 clinical consent decree coordinators. The intent is to 
1ave those positions-filled-by-May-I S,----1-996;-These-eight-positions-will be-deployed in the-three-departmental---- __ 
regions. They will oversee and coordinate the assessment process at the local level. 

·Region I, Cumberland and York Counties, will have three CDC's to serve the 1193 class members that are 
estimated to live there. 

-- Region II, Oxford, Franklin, Androscoggin, Kennebec, Somerset, Waldo, Knox, Lincoln, and Sagadahoc 
Counties.will have four CDC's to serve the estimated 1,636 class members who live there. 

Region III, Piscataquis, Penobscot, Hancock, Washington, and Aroostook Counties will have one CDC to serve 
the estimated 181 class members who live there. 

New class ·members that are admitted to AMHI will be assigned to a CDC from the region of admission. 

Consent Decree Coordinators will report to the Regional System Manager and, with the Mental Health Team 
Leader, comprise the locus of responsibility for compliance with the terms of the Settlement Agreement on behalf 
of individual class members. 

The Department believes that eight CDC's will provide adequate capacity to perform the described functions for 
all class members. If it determines that this is in fact not the case, the Regional Director(s) will make necessary 
reassignments or other arrangements to assure that the terms of this agreement are met. 

CDC's will represent the needs of class members both individually and collectively in the resource allocation 
process at the regional level. This will take place both through agency contracts for services and in the 
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development of individual service agreements for class members. Each region will have within its budget funds 
set aside for specialized services through wraparound funds and funds targeted for transportation. 

Support for these positions will be provided in the regional offices. 

Assessment Process 

The Department has negotiated with the Behavioral Health Network of Maine, a corporate entity with 15 
member organization which provide community based mental health services to adults and children throughout 
the state. BHNM represents the majority of the provider agencies who provide case management and service 
planning for class members, and wno will be avatlable to provide services to class members not currently 

. receiving services who may want and need them. It will improve the linkage and continuity between assessment 
and service planning and delivery if the assessments are done in conjunction with the agency which is likely to 
provide services planning. 

The Department will develop a contract with BHNM to provide comprehensive clinical assessment to all the 
members of the class. This will be accomplished using the qualified staff resources of the member agencies, and 
subcontracts with other licensed mental health service provider agencies as necessary (an example of this 
category of agency is Holy Innocents which is not a member of BHNM) and will be coordinated at the local level 
under the auspices of the Consent Decree Coordinators. Each CDC will assure that the class members for whom 
she/he is responsible have access to and complete an assessment which meets the standards set out by the 
Department. -- -- ------- - - - ---- __ __ _____________ _ 

The contract which the Department will develop and execute with BHNM will be very clear as to the roles and 
responsibilities of the parties and include a frequent feedback loop to assure that that the timeframes and quality 
of assessment and follow up are being met. 

The contract with BHNM will detail that The CDC will be responsible to monitor the quality of assessments, ar 
if a problem with quality is identified, the CDC will attempt to rectify the problem with the local BHNM projec 
representative. If this is not quickly possible, the CDC will arrange an alternative assessment through the procf 
described in "Contingency Plan" below. --

The BHNM has.agreed that the cadre of individuals completing the assessments will be made up of communit;; 
support workers certified by this Department at the Mental Health Rehabilitation Technician II leve~ as well a.­
licensed masters level social workers, psychologists, psychiatrists and psychiatric nurses. 

To be approved by BHNM to perform assessments with class members not currently in service, an MHRT II 
must be in good standing with a licensed agency, must be fully certified and have documented competency in 
psychosocial rehabilitation. All non-licensed staff performing assessments will be supervised by a licensed 
professional and the ratio of supervisor to :MIIR.T II will not exceed 1 to 5. 

Each assessment completed by a nonlicensed staff person will be reviewed by a licensed person for assuranc{ 
clinical areas are adequate and appropriate before the assessment will be considered completed. 
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!'he Department and BHNM are in the proces~ of developing a work plan that will specifically define the project 
tasks, timeframes and responsibilities. A draft of that work plan is included with the understanding that it is still 
subject to refinement as the parties finalize the contract, which is dependent on approval of this plan. 

Tasks in the project work plan included here constitute minimal performance obligations. Additional obligations 
reflecting all aspects of this plan narrative will be included in the final project work plan for contractual purposes. 
This will include language to assure that all class members are offered a complete range of alternatives for 
completion of the assessment. The contract incorporating this work plan will be completed no later than April 
26, 1996. . 

Also attached is a summary of the areas that will comprise the assessment process and lead to a uniform 
assessment tool. This assessment tool will be submitted to the Court Master and Plaintiffs for approval prior to 
implementation, as will the letter of invitation and all protocols specific to contracting class members .. These will 
be developed through a joint process between the Department and BNHM. 

A graph is included which is a representation by local service area of estimated staffing capacity to complete the 
assessments. 

Contingency Plan 

If irresolvable difficulties are identified in all or in part of the BHNM 's ability to carry out the terms of this 
ontract, the Department will be prepared to deploy departmental staff who have been identified as qualified to 

complete the assessments, and it is developing a list of qualified individuals with whom it can contract directly to 
complete the remaining assessments. This pool of qualified individuals can also be used for those class members 
who choose not to have an assessment through the BHNM process. This will be an option for all class members, 
and if elected the CDC will arrange for the assessment from this trained pool of individuals. 

Stephen Rose, Ph.D. at the University of New England School of Social Work will be part of the design team for 
the assessment tool and is working with the Department to review case management practice and design training 
for the intensive case managers that will be hired by the Department. He has agreed coordinate this aspect of the 
assessment process. The Department, with Dr. Rose will identify 10-15 individuals who will be trained at the 
same time as the BHNM staff are trained in the assessment tool and process. Departmental staff who are 
prepared to do assessments will have the flexibility within their current responsibilities to perform assessments on 
an as needed basis. They will either be licensed mental health professionals or other individuals who have been 
specifically trained in psychosocial rehabilitation assessments. 

C. ISP Development 

Assessments of class members currently in service will be used by the class member and his/her case manager to 
update or refine individualized service plan. Whether or not it takes the form of a formal ISP, the service plan 
will derive from the class members own identified needs as identified thro_ugh the assessment. 

For class members who are not currently in service and for whom the assessment identifies a need for case 
nanagement and/or other services and supports, the assessment will serve as the basis of the service plan. If a 

new case manager is assigned , the assessment will be made available to that person through the BHNM local 
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.. oordinator when that linkage is made. If the class member chooses an alternate route to services and supports, 
the CDC will assure that the assessment is the basis of whatever plan is developed. 

Unmet needs that are identified through this process will be addressed in the service plan and data about those 
needs will be collected through the BHNM process and the CDC where appropriate. 

BHNM will develop a data collection and reporting system as described in the project plan which will be 
consistent with the Department's data requirements. 

D. Consent Decree Coordinator Responsibilities 

See attached FJA 

E. Budget 

The Department has identified funds to be used for this project under the MIS/QA section of the March 18, 1996 
Comprehensive Plan, and those funds were appropriated by the legislature. Additionally, for those class 
members who are Medicaid eligible, the assessments are Medicaid reimbursable under Community Support 
Services. The Department will assure that funding will be ·available to complete the assessments. If additional 
funds are necessary, the reinvestment account will be. used for this purpose. 
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avaHa::le within 
~h.c r9<3"ie~ .l.n 
w::.i:::h t:ie Class 
Me::::ie:- live=, 

z) C;;u11~1.·s CIJ=r•r.tlr in 
se:::vice; 

p:::cvi::le=; 

(2) A5S8ii.nQ~t Qy il-n 

~:';a:~a=:vQ p:::ovi=e= 

Projected 1i.maframe 

=~=~ a ~istin; c: ___ _ 
•~=n ,-~:. -;r..;..n :~i 
=egi~~ in whi:::h t:i~ 
Cl&11 ~~::bQ:." l~ves 
t:J inclu::a ~~ 
c:::::sent Dec;::-ee 
C~o:-d.!..:-.a.tc:-., a.s 
n;:::essi:y to w~n 
Class ~e::b~r 
participation 
ir. :he -:;-ocasi, 

(3) ~aaQalr:\.ent by a 
t=ained and 
au~rvised eon6ume:­
a~d/c: family me:n!:>er 

~he p=ovlcion 0f 
assessme!"!t have 
been re:•.J eed. 

C. C.!.ase Me."';lb4ri, who de n~t 
ini~iate a call will ba called 
dir2ct!y by SP.l,M c::: ~uu­
=ont~~C":ed aeeeaament provicle:­
agencies and/c: con-:oir.:t..t:d in 
PQ=!on by ~n ~etual visit t0 the 

i"J n 
'. .J '! 
u u 
Sl::!20VDMH R.eeo;...rcas 

~~N9M subcon~racted 
As:.;essment 
P:::ov:.:::.e~ A/J'A:"\:-:y 



... , .... ,, .... : .-.. ' . !II.·, ~U,.,.~~--:.:l : 

@~[ttl~[L~ r-1 w m r :::-;i 
1: I : I l . Ii ·.J u u iJ 

P:-oject Task 

k.,own aod/or verifiQd 
address as provided to 
BHN by DME. 

s. Recruitmint a~d idanei!ication 
o~ ager.cy-based as;Q;;ment 
coor:::lir.atnrA. 

S. O:ientatio~ and T~!ir.i~q o! 
e;ency-b~~~u ~~o~cti~ato~= 
and DHH e:r.ser.: D~:ee 
coa=c.:..na-:o:s. 

.. 
I• 

Proj acted Ti.me frame 

A:;=.:..l 30, 1996 

~a.y 8, 1596 

~ay lC, .!.996 

BENMIDMH Rascu:ccea 

Ager.cy-b-..~d 
cco:d~~atora !rom 
BENM subccn~racted 
assessme~t 
;;n';r~ct a.qe::=y 
(sH pa::~ial 
listing A~ta.chme~t 
B cf t~ose a::eady 
ide::~i:'ied by 
age:::::y) . 

BMN:! a.Si&lll:nen-:: 
r,rn~nc-::"l:':. ::iesi:;n 
tea.:: a~d D~ s~a!: 
=(;:;:i=es,;;,r:t- ~-:-iv:=:~ 

:esi.gna.t.e-=- -·ag·se-·iSriY!r.:. C~o::d in:.':::.::; 

8. 

p=cvide:s {~o be·c=awn ::cm 
~taf! resc~r:& pocl cf ~he 
sut=o~t=ac~ed prov~Cer 
a;e~ci~s - see Attachme~~ C 
:=,r exe.mp.!.a ;~ci!i: to Brum 
~er .g~n=iei), 

T=ai~i~g o: the se~ec~~d 
asses.men~ prcvide:s 

9. rir ■t-rou~d of 200 letteri 
rnailQd (waQkly for !5 weeks) 
tQ Claes M~grs b~~~d 
on a categ~=~:ed and 
prioriti~cd li~~ing o~ 
Class Helll!Je:"s: 

a. cl~es Me:nbera not c~==antly 
in ae:;-vi~e 

1995 

!-l:ay 8, 1996 
nnward for 
duraticn :;f 
t~,:;a fll"C'ljec-= 

~::,,_~M ager.=y-~a~~~ 
coo:-dina-:or and 
OM:~ conse~~ tacree 

ai-~ cent:-al 
p=cj e:t st a.ff. 

' 
0 



b. Class M~er8 curr;n:ly 
in se:vica th~~ have biten 
identi!ied by the Office 
of Advocacy to receive 
lettera of introcyc:ion 
Mnd initial contact thro~qh 
BHN central ~reject sta:: . 

. 
c. C!asa H~e:i currently 

in :ie.::-, !.oa. 

1a, subcon:::-acti;::,; w;.Lh E!:;"'!l ;-,eci=>e= 

as,e5s::':Q~~ ;::-:ite: ag!nc~e! 
a.r.d ct.her ccro:::·.;::i:. i'-t:a.seQ 
p:cv~cie: =ssc~:ces. 

ll. Tel8phcne a;::,d ~~=~onal ~ace-!~­
fa:::e- :o.:..lcw..,;.up ·co;:.<:a:-:- wi~;f a.::::! 
eched~l~~; c: asseB.~ent~ a~~ 
doc:.!.~e~:.~~ion c: Class M~: 
declini~; ?=,~~~l?~t~on as 
expar.i.Q::ced, 

c!ass M~'nber ~s~e~smen:s 
sc~ed~led anc ccmp~e~e~ ~i~h 
suppc:ti~g doc~e~ta:icn 
fcrwa:~ed from ~he ~i~i ■ sa= 

to SID{ !or cia:a e::try and 
p~~~P.~~i~g as they ~=e 
syE~em comple:ed. 

13, On a bi-weekly basis, S:!m'! 
will c\.:h~i~ ;~a~u~ r~rlC'r::-~.s 
on the nur.~e~ of Cla;s MQmbers 
contac~eci, ech¢d~lo ~o~ 
~sseseme~t, and ~~e n~er 
of c~u~l~Led a~~eeeme~~a. 

14, Class c:.oc·.ni'lenl...s.t!.on 1:1£ cl:i.::e 
members decl!.r..Lr.; parti:ipation 
in the aeee&•~•n~ prcc•a= 
fc:::-warced to E:ili cen~ral 
p=ojec-:. st:afr. 

n n '' I i :: 1 
(). 

L~ 
,. ' 

L..:,' L·J 

P:'ojectad Time!'r4ml!I 

l"!ay 8 , 19.9 6 
onwa:d for 
duration o: 
the p:o;ect 

· May 8, 1996 

, .. --, 

se;i~ni~g June 1, 
1996, ~nwarc :o: 
t.he :i-;;=a.ticn of 
-::.he ~:-eject. 

';il'QQkly All 

expiirienced, 

f7 
l 1 . I 

; : j :..., 

BE:m!/I»m Ra•ou:oea 

BENM Ciint:aJ. 
project s":.aff 

Agsncy-bas&:! 
coord~~t~o::-s .r.c 
selec-:.ed 
assessment 
pr::,vide:."s. 

p~oj•c~ ~~~ff n~= 
su:Jccr.t.~a~ed 
o.gcncy-b .. ;~~ 
p::ovto.e=s ( 20C 
~ailLn;= pe~ wQ•k 
fo= a pez::ioc o: 
! S w-:ek.:i) 

Ag~m.:;r-1:.,ui •=-
ass e g s:ner. ': 
p.1:'0Vi.darli ~m1 ::;r.1 

ce:ltral p=cje::': 
s':a:: and. 
ir.fo:..-.ation 
pers::lnnel 

a:-Jn-! I? =c j ect 
C::::orc.~natc:- en~ 
Information 
Sys-:.cm Resou::-ce. 

BHN Agency-based 
assessment 
coo:dina:toril ae 
nc:ieded. 

., 
f 



15, Contingency planning team will 
review all si:ua:ions in whic~ 
class Mambe=s deeline 
pa:ticipaticn to develop 
and offer a.n alte=nativa to 
asseasment p::oceaaes tailo=ed 
to t~e indiv!..dual Cl~sa Mambar's 
n~ds, Lntara1t, or ;ituation, 

. 
15, Clas! MB!Ilber ccoplai~ts ~d 

g:iavances wit~ AS88ililll8~t 

p=ccess t~ be ~ocu~ented and 
!o::-wa:dad to BE:N ~~njeot 
11ta£: a~d the 0~ Ccnsant 
Dec:ec Coo:~l~~to:a, 

Pl 
i -·; ,__,, 

.,., ....... 

8 
UJ 

{), 
L:J 

Projected T.irietra:m 

Weekly th:oughout 
the dura;;ion of 
the cor.t:act 
pe::-iod u tha 
cla.ss Members 
decline 
partic!..pati.on. 

A11 -:hey occi.:.r 
throughc:.it t!.e 
duration o! :.he 

I ·• 
IJ 

J 

:_ ~ 

' .J 

~DME: R.esau.rcQs 

A;e::cy-!:Jased 
c~~=dinator, CME! 
Co:i.sent Decree 
coordi~&tor, and 
BH!1 i:roji:'t 
1:-:af: as needr.!t.l. 

J..;ency-~ase:: 
a.ss&.5:ilent 
p:-~vi.ders a::d 



Current Mental Health Concerns 

Risk Assessment 

Psychiatric History 

Diagnoses 

Hospitalization 

Medication History 

Current 

Past 

Adverse Responses 

Assessment Process 

Preferred· Medications-- - -···-·- -----------

Medical History 

Medical Illness 

Drug Allergy 

Alcohol Use 

Drug Use 

Caffeine Use 

Tobacco Use 

Medical/Dental Follow-up 

Most recent exams: 

Medical: 

Dental: 



Eye: 

Gyn/Reproductive: 

Family Psychiatric and Medical History 

Abuse/Survivorship History and Nee~s 

Physical 

Sexual 

Emotional 

Cultural and Gender Considerations 

Housing History 

Financial History 

mployment-History- - -

Education History 

Legal History 

Current Status 

Advanced Directive/Power of Attorney for Health Care 

Past History 

Family and Social Supports 

Family History 

Significant Relationships/Marital History 

Other Sources of Support 

Spiritual History . 

. ecreational Interests 



.1·ransportation Needs 

Mental Status Examination 

Class Member Goals 

Mental Health: 

Medical: 

Substance Abuse: 

Recovery from Trauma: 

Housing: 

Financial: 

Employment: 

Education: 

Legal: 

Family/Social: 

Spiritual: 

Recreational: 

Transportation: 

Other Identified Needs: 

Support Plan: 

Follow-Up Plan: 



.......... · .... 

mm - AMHI O:it(BH!f'? D~~ 

-BBmlMEX:BD~c 
A5 SESSMZ!ff ~SS c::::xli!.D IRA.TORS 

{ In.:::::mplate' List -- still ~ Proosas of DQV1illcping) 

C;:; ••• u~~ity Co~nseling Cer.t&r 
(CCC) 

coim,~~~~y Realt~ a~~ co~~sali~~ 
S£=vi;ss ( CHScCS) 

c~~~se~~~g se::-vices =~~~!~~~&~~ 

------- -- -_ _(C~_;_t_ -- -···--····~-- -. 

c:~s~a a~d Counseli~; Se:-vic~. 
(CCS} 

Eaa~~h..;ia=h Ne~w~:k 
( ?:.7-N) 

KP.nnebe: Val:ev Mer.~a~ Eeal~h 
Ce;-:':.3r ( KVRC) 

Mi!=oa!t Hant~l H.alth Cer.ter 
(M~C) 

Shalom HouQe (Sn) 

s~:=elino Co=uni~y Mental 
Heal~~ Cente: (SCM:~C) 

T:i-Ccur.ty Mental f.Qalth 
Cerrt.:!! (':'C~IC) 

o:'!OR!l I!A'?rnl 

Cail Mi.He= 

Jon Bradley 

!:d. !:!lancr.ed 

J~a.n De.tel coaimur.ity S~p~or~ 
Oni: Ma:'lage: 



@&W~~~ 
liJ UG l\\ IY :ff 

Norlhoa3t 
1<or1-So111 r-i) 

rri-Count)' l~) 
Shoreline (5J 

Cumberland (5) 

Ymk(5) 
Statewide 
Out of Slale 

Total 

1.2']% 
-1.5)% 

24.3:)% 

16.63% 
10.3U% 
27.CXJ% 
10.30% 
94 . .20% 

5.80% 
100Jl0% 

37 
144 
77'1 

301 
106 

3106 

A TT A Gllh •• RT C. 

BHNM 
Estlmatod Assossmonl amt Capacity 

(FTE Noods by Rogion Stolawdo) 

(1) Final Consolidata<J Pl2n For lmptemerting Selllerrw1t Agreyrn~nt lo AMl-fC Constlnf Decre?J, 
March 18, 1996, Oeparlmeot. ot Mental l-lea1tt1 & Montal Helardution. 

(2) Includes only diroct ccntact time wilh class ·11orn1.Jor. ! 
(3) OI-INM staff resour..es available by- rooion. \ . 
(4) One FTE based on 105 wo1ltinu days • 7.5 ~ours== 707.5 h1urs. Tl1is cornputatbn is tor the period frorn 

May 15 Ulrough October 1 !i, 1996 and excludes •l holidays that occ~1r during tho period. 
(5} Additional staff rosouroes frum 0U1or BHNM 1110111bors ondtol· ol11or qualified oommlXllly 

based service providers agencies (eslimated @ 60) can be 1}roughl lo acce!.-13ed to assist in 
t11ese regions as necessary 1 ., 

" I· 
I 

'' 

I <I 



TYPE OF REQUEST-+ .. '. TYPE OF POSITION·_-:·. . : ··. :-· . : 
.. . :· ,.·. =••-• u,•...t•~••• -- ., ... ·.• . 

•, .· -,~ f!J -~LLOCA~~~-~ ·. CLASSIFIED -, · · ··· 
••• ,I •• .... ,. ·•. 

··• ... ·:.·· . .. ·?~□- R~~~;~~~;~~ . UNCL.ASSIFIED (Attach copy of staMory authority for making th.ls position ·unclassified) 
·.. . ,• :·. . . ~- .. ·.. . . . . . . . - ... ,.· .. 

□ REEVALUATION 

EMPLOYEE NAME 

NIA.: -
PRESENT TITLE Proposed­
MH&M R Casework Supvr. 

, .. 
DEPARTMENT .. 

RANGE 

• 25 

Mental Health & Mental Retardation ·· 

LOCATION OF POSITION 

Statewide 
NAME OF SUPERVISOR 

I 
BUREAU/DIVISION 

Regional Operations - DMHMR 

TELEPHONE NO. 

NIA 
TELEPHONE NO. 

I certify that this is an accurate statement of the major duties and responsibilities of this position and its organizational 
relationships, and that the position is necessary to carry out government functions. This certification is made with the 
knowledge that this information is to be used for statutory purposes relating to appointment and payment of public funds, 
and that false or misleading statements may constitute violation of such statutes or their implementing regulations. 

'SIGNATURE OF INCUM3::.NT 

!SIGNATURE _OF_IMME!JIATE-SUP.::.RVISOR 

I 
I SIGNATURE OF AGENCY PERSONN::L D::SiGNAT:: 

!SIGNATURE OF AGENCY COMMISSION::R 

ITO BE COMPLETED BY COMMISSIONER OF PERSONNEL 

1
TYPE OF POSITION !ASSIGN::J CLASS TITL=. 

□ CLASSIFIED □ UNCLASSIFl::D 

SIGNATURE OF COMMISSIONER OF PERSONN::.L 

APPEAL 

COMPENSATION 

FROM 

TO 

CLASSIFICATION 

FROM 

TO 

COM/'1!SSIONER OF PERSONN::.L 

CHAIRPERSON OF PERSONNEL BOARD 

DATE 

\DATE 

ASSIGNED RANGE 

DATE 

DATE 



I. Primary purpos~ of uni~ cli_vision, agency (;tlhy do;es i_t_exist'l) :i ·:. .'· 
-· <-~·-r". .)i: .. >\///-:; : ·:<\f t{·/4t.:\tr}A/:gi?t:-::-.::: ;r:::: · .. ·. ·· · 
. The Departmen~ of Men,t?IJ-ieal_th_ &_ ~ental Retrdation's mission is to promote the health, 
-aspirations and growth of adults .. a·nd children who have mental illness, mental retardation and 
otf:!er seri.C?.u·~-~§V.~lop·m.~nt~l . .-~J.f a_q/!it(~s; to _help meet their needs for personal, social, educafional, 
vo~ational econ~mic deyel~R_IJ}'=nt; _to_ enable.them to function at maximum levels of potential; and· 
to s·upport optimal.~~oi~~~ ~nd eAu~!_opportunities to be part of their communities. To these ends, 
the Department operates and provides for abroad spectrum of programs, facilities, services and 
advocac· . · · 

2. Primary purpose of position (Jlb.y does it exist?) 

This• position will be responsible for monitoring consent decree implementation for individual class 
members in the local network service areas. It will oversee location, assessment and service 
development efforts, to assure quality services, docu!T)entation and reporting data on unmet needs. 

3. List titles of positions which provide functional direction to the incumbent (Sources of assignment) 

Mental Health Team Leader 
Regional Director 
Director, Consent Decree Compliance 
Assoc. Commissioner Programs 
Facilities Operations Manager 

4. In the space provided cornple~e the wi:e diagram to show the position wiLlun the orgciational stru:'.1..!:-e 

omm1ss1oner 
(TITLE & NAME) ,Mental Health & Mental ____ ___,I R efardation 

T:-IE POSITIO:--; repo:-ts to 

(TiTLE & NP.:,S) 
'---------, 

(O:..\er positio.is md na.,nes of incumb::-;;:s 
re::io;-,ing; to same pcsition a.--e) -

I I 

MR Team Ldr. Mental Health 
Vacant Team Leader 

Vacant 

Melodie J. Peet 

. 

Regional 
Director 

Vacant 

I 
I 

The Position 

I 

Children's Serv. 
Team Ldr 

Vacant 

List title and number of positions supervised by TilE POSITION with names of p_resent incumbents 

Not applicable 

I 

Social Serv. 
Team Ldr. 



5. Give e;,,.1ent and exmples of decision m:ik.ing authority. _ 
This position will have extensive decision making authority developing and implementing strategies 
overseeing the compliance with con.sent decree on behald of class members, accessing and monitorir 
effectiveness of service delivery creating and maintaining systems of data collection and reporting 

Position will have access to flexible funding to use in a discretionary fashion as determined within the 
regional office. The amount and specific use will be based on clas member needs. 

6. Describe in narrative form those activities which this position will accomplish through delegation to othe:s and to whom 
they are delegated. (Supervisors only) • 
NIA 

; 7. L:st all :icsition titles, '..?.:.its, dec1ar~-ne:its 2:1d c:.1e,s wit...1 which the-:-e is workim, re:2.::c::1 2.:1d its :12.rure. 
I • r -

All employees of the central office ?rogr2m Division, Region2l Office, lnstitituions, plaintiffs, counsel fo 
the Department, community provider networks, class members and famiiies - Identification of 
service availabiiity and program development needs. 

'8. Amount and nature of other moneys directly a:fected by position (Contact agency business office 
for speci.fics) 

UOLLAK IMf-lAC I 

s 



'9. Oes:.ibe in Task Statement form those activities erformed direct! 
0 r EXA1v1PLE: Developslformulates/v,Tiles marine resource research project proposals using knowledge ofF~eraJ 

Tl M proposal guidelines, technical vmting skills, marine resource research techniques and agency policy in order to obtain 
St.ate/Federal/private agency funding. · 

Coordinate/Assure assessment of each class member in local service netv-tork in compliance 
with consent decree mandate. 

Oversee/completion of mandated individual service planning for each class member in a manner 
consistent with the client-directed approach, and assure regular updating of plans. 

Develop/Implement a process to locate and establish ongoing contact with class members in net 
work area. · 

Coordinate/Oversee access to case management services for all class members requesting the 
within local service network area, in a manner consistent with the requirements of the consent 
decree, 

Prepare/Complete reports, plans, summaries, analyzes and recommendations based on 
identified needs of individual class members and experience with the service network in order 
Ito come into compliance with the consent decree and its provisio_ns. 

,coordinate/ Provide quality assurance for individual class member services and collaborate with 
I 
:Departmental COi activities with service entities. 
I 
:Provide/Document followup with all class members who refuse case manaoement 2nd other 
:mental health sarvices as required for compliance with the conseQt9~_c.c_e;:_: _____ _ l·-· --------·- . . -........ . 
·coordinate and assure assistance to class members as needed to oursue arievances, med:ate 
1 
disputes, and secure advosacy services to exercise rights as defin;d by th; Dep2rtment and 

'.in the consent decree. 



I~:. Ju,stiiic.:ition f?r request_ (List addition!11 ~:-iti~ .:issf ~ed lo !.his position) ... 

:/'\~_.:: N°!~ ~'N_.ew po·1:iiio"~'.-:):;r~•:.·. . . .. 
•· . . 

:. .. 

··- .. 

. ....... . 
:· . .-. 

11. Gi\·e purpose of assigning these duties to this pnsition (Reorganization, combination of positions, Legisladve mandate, etc.) 

NI A - New position 

112. Give name and title of pe:-so:i 2.Ssig:ii.1g these duties 

NIA - New position 

NIA - New pos;tion 
: 1-!. L:s, ~:..,owlede:e and abilities esse:-itial to tI:e :i:::sitio:i I - . 
! Knowledge of consent dec;-ee settlement agreement, subsequent agreements, a:1d other 
! relevant docuriants 
i 

i 
I 
I 

i ,. 

Knowledge of departmental, institutior,a! and regional operations 
Knowledge of local service systeri;s and funding mechanisms 
Knowledge· of individua!ized .. fa-rvice planning, assessment for services and supports and goal 
development. 
Knowledge of current vaflies/iiendsidirsctior.slpractices in the field of services and supports to 
persons with mental illness. 
Knowledge of basic data collection and reporting 
Ability to effectively communicate with persons with mental illness and others. 
Ability to work independently • 
Ability to prepare written reports and other communications. 

I 1 s. List the type of equipment used in performance of duties and the frequency use 

TYPE OF EQUIPMENT FREQUENCY 

I 



STATE OF MAINE 

DEPARTMENT OF 

MENTAL HEALTH, MENTAL RETARDATION, 

AND SUBSTANCE ABUSE SERVICES 

40 STATE HOUSE STATION 

AUGUSTA, MAINE 
ANGUS S. KING, JR. 

GOVERNOR 

Senator Joan Pendexter, Chair 
Representative Michael Fitzpatrick, Chair 
Members, Joint Standing Committee on 

Health and Human Services 
State House 
Augusta, Maine 04333 

04333-0040 

July 26, 1996 

Dear Senator Pendexter, Representative Fitzpatrick and Members of the Committee: 

MELODIE PEET 

COMMISSIONER 

Enclosed please find three documents that were requested by the Committee at the July 
19th hearing. If you have any questions or concerns about these documents, please feel free to 
contact my office. 

MJP/jw 
Attachments 

PHONE: (207) 287-4223 (Voice) 

Sincerely, 

~::8~ 
Commissioner 

(6~-. 
i.,..-.J~~ 
V 

f'Rl~'TED ON RECYCLED P:\FER 

(207) 287-2000 (TTY) FAX: (207) 287-4268 



. · AI1HI PSYCHIATRIC RECORD ORDER (July 11, 1994) 

' DEMOGRAPHIC & SUMMAR.Y SECTION 

I. 
II. 
III 
IV. 
v. 
VI. 
VII. 
VIII 
IX 
x. 

- Admission Data Sheet 
Photocopy of admission cards with movement card attached. 
Priority Patient Tracking Sheet 
DRG Validation Sheet (Infirmary patients) 
Diagnostic Page 
Clinic.al Resume (copies placed loosely in chart folder) 
Consolidated aftercare plan and referral 
Diagnostic Sheets/Global Rating 103-103B (Closed record) 
Patient Photograph 
Death Certificate (also death notification #690). 
Permission for autopsy (144) 
Deceased Patient Release Form (638) 

ORDERS AND MED SHEETS 

I. 
II. 
III. 
IV. 
V." 
VI. 
VII. 
VIII 
IX 
X ••• 
XI ..• 
XII 

Admission Treatment Orders (F506) 
Physicians' Orders (Fl95). 
Doctors' Orders (F217) 
Nursing HoQe Transfer (F84) 

Psychotropic Medication Flow Sheet (F9-9B) 
Anticonvulsant :ledical Flow Sheet (FlOl) 
Epileptic Record (F71) 
Lithium Jlow Sheet (Fl07) 
Lithium Assessment (F249) 
Lithium Follow Up (F249B) 
Medication Records (F28) 
Standard._PR.t\f r1edication Orders (F69) wnite 

ASSESSMENTS·· -

I. 
II. 
III. 

IV. 
v. 
VI. 
VII. 
VIII. 
IX. 

x. 
XI. 

Admission Note 
Psychiatric Assessment 
Movement Disorder Rating (Tardive Dyskinesia) (F301) 

Initial and then secondary 
Nursing Assessment (FlOO) 
Social Service Assessment/History of interval 
Psychological Assessment 
Rehabilitation Assessment 
Chaplaincy Assessment 
Dual Diagnosis Intake (F626) 
Assessment typed on white 
Sexual Abuse Assessment 
Others 

Vocational Evaluations 
Legal Assessment 
Nutritional screening (197-197B) 
Self medication educational ~ssessment 

TREATMENT PLAN SECTION 

I. 
. II. 
· III.' ~­

IV. 
v • 

. ontinued 

Community-based ISP 
Master Problem List 
Individual Treatment and Discharge Plan 
Nursing Care Plan (3A and 3B) 
Patient Daily Treatment Schedule 

·== 



,' 

j 
/ 

. ;· 
I 
I 

Page 2 

5. PROGRESS NOTES 

I. 
II. 
III.· 

Progress notes (Pink after white) Save yellow copies for coder 
Rehab Services Progress Notes 
-Substance Abuse Treatment Monthly Summary (F625) 

6. CHECK SHEET SECTION 

I. 
II. 
III, 
IV. 
v. 
VI. 
VII. 
VIII. 
IX. 
x. 
XI. 
XII. 

Health Monitor Sheet (?58) 
As Needed: Insulin Record (F312) 
As Needed: Neuro Observation Check Sheet (F251-,) 
COR 1 to 1 Patient Activity Documentation Form 
COR/Seclusion/Restraint Monitor Sheet 
Totals of Intake and Output (F258) 
Legal Hold Hourly CHecks (Fl49) 
Flow Sheet/Patient Care (F650) 
Personal Items Iventory (F545) 
Protective Restraint Flow Chart (Fl27B) (ICF) 
Graphic Chart (ICF) 
CNA Daily Care· Record (ICF) 

7. PATIENT RIGHTS 

I. 
II. 
III 
IV. 
V •• 
VI .. 
VII .. 
VIII 
IX. 
X .. 
XI .. 
XII .. 
XIII 
XIV 
xv 
XVI. 
XVII 
XVIII 
XIX 
xx .. 

Patient Rights Status (PR-1) 
Psychiatric Emergency (PR-lB) 
Guardian/Correspondent/Representative Instructions (PR-2) 
Change of Representative (PR-2A) 
Mailroorn Notification (PR-3) 
Informed Consent for Treatment (PR-4) 
Capacity for Informed Consent - Second Opinion (PR-5) 
Patient's Agreement to Administrative Due Process (PR-6) 
Request for Administrative Due Process Hearing Patient (PR-6A) 
Request for Administrative Due Process Hearing MHW (PR-6B) 
Medication Proposal/Due Process Hearing (PR-6C) 
Refusal for Treatment -Second Opinion (PR-7) 
Patient Medication Consent Form (PR-8 
Patient/Guardian Medication Consent Form (PR-8A) 
Patient Privilege Agreement (PR-9) 
Request to Treat Compliant Incapacitated Patient (PR-11) 
Capacity Guardianship and advance Directives 
Treatment Information: Clozaril Author. Form 
Living Will Revocation notice (PR-14) 
Durable Power of Attorney Revocation Notice (PR=l5) 

....: 



···., 

Page_3 

8. LEGAL SECTION 

I. 
II. 
III. 
IV. 
v. 
VI. 
VII. 
VIII. 
IX. 
x. 
XI. 
XII. 
XIII. 
XIV. 
X'V. 
XVI. 

Admission Office Contact Sheet (F297) 
Status Change Sheets (F290) 
Emergency Involuntary Application (MH 100) 
Certification of Need for Psychiatric Hospitalization (F23) 
Certification of Need Psychiatric Inpatient (Fl58) 
Certification of Need Psychiatric ICF (Fl63) 
Certification of Need Infirmary Patient (Fl64) 
Application for Court Corarn.itrnent (MH108 
Hearing Preparation (~ffil04) 
Order to Examine (MH103) 
Order to Hospitalize (DC 108) plus two reports from outside 
Order to Dismiss (MHllO) 
Notice of Elopement (Forms Kept in FTU) 
AMA Statement .of Patient leaving against Medical Advice 
Communications for Dept of MHMR 
Commissioner's Permission to Treat 

9. SUPPORT DOCUMENTS 

10. 

I. 
II. 
III. 
IV. 
v. 
VI. 
VII. 
VIII. 
IX. 
x. 

MEDICAL 

I. 

Information from other Agencies/Hospitals 
Release of Information Forms (Fl.50/81) 
CMHC-AMHI Transfer Data Base 
Continuing Contact Forms 
Correspondence 
UR Form F70 
UR Denial Letter 
Charges for Care and Treatment (F303) 
Medicare Certification and Utilization Review 
Financial and Banking Papers 

SECTION 

Physicial/Neurological Examination (F75) 
Health Assessment (F222) (See Adm/Annual Med HX and Nutrit Ser) 
Immunizations (F72) 
Medical Clearance For GYN (F664) 
Consent to HIV Testing Form 

II. Medical Problem List (F233B) 
Blue Medical Summary/90 day note (CS/Discharge) 

III. Clinical Progress Notes (F647) 

IV Inter-Hospital Consults Request (Fl48-2) 
Consultation Request (Fl48-5) 
Dental Examinations 

..::Ehysical Therapy Evaluations 
Audiograms 
EK.Gs 
Dietary Consults 

V. Laboratory Reports 

\ 
\ 

' 



Plant,. Technology and Safety Management 

INCIDENT REPORTING 

An incident ls any happening that is not consistent with the normal or usual operation of the 
Hospital or any department therein; injury does not have to occur. The potential for injury, 
property damage, or legal liability is considered an incident. An incident report Is completed to: 

a. provide a record of the Incident and to document the facts. 
b. provide a base from which hospital staff can further investigate to determine and evaluate: 

(I) deviations from the standard of care, policies, procedures, etc. 
(2) corrective measures needed to prevent recurrence. 

c. provide means of refreshing the memory of those having direct knowledge of the Incident. 
d. alert Hospital risk manager to a possible claim situation and· to respond immediately for 

complete investigation and documentation. 
e. fulfill a regulatory requirement. 
f. collect data for statistical analysis and computer input. 

~ · In order to further the goals of our Risk Management Program, maximize management 
responsiveness and excellence of patient care, and to maintain a high level of managerial 
awareness, incidents will be reported out in a singie system administered by the Safety Officer. 

The incident report is confidential and no reference to incident reports shall be in the progress 
notes of the medical record. All staff members shall have equal responsibility for filing reports. 
Hospital staff shall document and report all unusual incidents on AMHI Incident Forms and shall 
channel the report co the risk manager for necessary follow-up. 

Employees shall be cautioned against committing the Hospital to liability through their acts or 
statements in the presence of patients, visitors, or others at any time. No employee shall be 
disciplined for an unintentional, nonmalicious incident if it is reported. However, failure to report 
an incident may be grounds for disciplinary action. 

All incidents involving patients shall be immediately reported to the Nurse Manager or the 
N.O.D. All incidents must be reported with the Incident Report Form (Rev. 9/94). This form 
must be compleceted by the person that observed or discovered the incident. The completed 
form MUST be delivered co the Risk Manager within cwency-four hours or the next work day. 

CRITICAL EVENT NOTIFICATION 

All events listed in this summary require chat an Incident Report be completed and handled 
according to established policy. This summary is in addition to special requirements stated in the 
Death Notification policy, Guardianship Notification policy and the Mandatory Reporting policy. 

The following events are to be reported (where appropriate) co the Charge Nurse/Nurse 
Manager/Department Head, who is then responsible for reporting co the NOD, who in turn 
reports co the AOC: 

KEY 

= Report immediately to Superinteridenc/Designee (AOC - Administrator on Call and Risk 
Manager). The AOC then reports to the Superintendent and the Commissioner. Also to 
be written in the Morning Report. 



Documents Separate from Medical Record 

• Unit Shift Report 

• Patient/Staff Assignments 

• Individualized Shift Work Sheets 

• "Critical Incident Report" 

• "OD" Book 

• McDowell Report 

• Bouffard, Estabrook, Williams Report 

• Peer Review 

• Memos 

• Individual Patient Report 
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STATE OF MAINE 

DEPARTMENT OF 

MENTAL HEALTH, MENTAL RETARDATION, 

AND SUBSTANCE ABUSE SERVICES 

40 STATE HOUSE STATION 

ANGUS S. KING, JR. 
AUGUSTA, MAINE 

04333-0040 
GOVERNOR 

September 13, 1996 

Honorable Joan Pendexter, Chair 
Honorable Michael Fitzpatrick, Chair 
Health and Human Services Committee 
State House 
Augusta, Maine 04333 

Dear Senator Pendexter and Representative Fitzpatrick: 

MELODIE PEET 

COMMISSIONER 

As you have requested, the following is a description of the non-patient chart documents 
previously identified for the Committee. 

1. Unit Shift Report: This document is completed by the Charge Nurse on each unit for each 
patient. It records, on an abbreviated basis, critical information that is planned to occur or 
actually did occur for the patient during that shift. It is a communication tool between staff on all 
shifts. It serves as the basis for the change of shift report that occurs at 6:45 am; 2:45 pm and 
10:45 pm each day. It is written so that it may be referred to as needed from day-to-day. It is 
maintained in the unit Nursing Office. (This form is labeled: Patient Profile/Pertinent Patient 
Data) 

2. Patient/staff assignments: These forms are completed on each unit by the Charge Nurse or 
designee. The forms list each patient's name and the staff member primarily responsible for care 
of that patient during that shift of duty. It also lists other tasks and the staff assigned to complete 
them each shift. (This form is labeled: Assignments, and includes a shift designation) 

3. Individualized shift work sheets: These are notes developed by the Charge Nurse that 
summarize the information the nurse received from the off-going charge nurse. This is not a 
designated AMHI form. Most Charge Nurses have approached this information gathering in 
different ways and usually these notes are not -retained by the facility but are the personal notes of 
the charge nurse. 

4. "Critical incident report": This report is completed by the Nursing Supervisor on duty on 
evenings, nights, weekends and holidays. It provides a "thumbnail" sketch of critical events, such 

&i 
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as: fires, high profile incidents, security issues, that may occur which involve patients, staff or 
visitors. It is maintained in the Nursing Supervisor's Office. ·· 

5. "OD" book: This "Officer of the Day" notebook is maintained by the PA (Physician's 
Assistant) on evenings and nights and is left at the AMHI switchboard during week days. It is 
used as a communication tool among the three PA's who work during that time each week. 
Examples ofinfonnation that might be recorded are infonnation received by telephone on pending 
admissions and calls received by the PA regarding inpatient needs. 

6. Administrator on Call Book: There are designated department heads who act in the absence of 
the Superintendent on evenings and weekends. A composition type notebook serves as the 
recording document for calls received and actions taken during that time. Administrators on call 
follow-up the next working day to assure issues are addressed. It is maintained in the 
superintendent's office. 

7. McDowell Report: The Commissioner appointed an independent review team, chaired by Don 
McDowell, to examine the issues related to the death of Wrendy Hayne. This report is the result 
of their review. 

8. Bouffard, Estabrook and Williams Report: Following issuance of the McDowell Report, the 
Commissioner directed Rod Bouffard, Richard Estabrook, and Don Williams, employees of the 
Department of MH, :MR and SAS to review the issues related to the care and treatment by AMHI 

. staff ofWrendy Hayne and Harold Pulsifer. This report is the result of their investigation. 

9. Peer Review: Three members of AMHI Medical Staff reviewed the issues related to the death 
ofWrendy Hayne and specifically the performance of Dr. Hermida and Dr. Renshaw. There is a 
peer review undertaken whenever a significant issue of medical care is raised. Peer reviews are 
maintained in the Medical Director's Office. 

10. Miscellaneous Memos: These are memoranda related to the care and treatment of Harold 
"Pete" Pulsifer and to the care, treatment and death ofWrendy Hayne. These memoranda are 
documents of internal communication between staff at AMHI. 

11. Individualized Patient report: This is the same as #1. 

12. Death review report: This is a report completed under an arrangement with the Maine 
Medical Association. A subcommittee designated by that group completed a review of the care 
and treatment and death ofWrendy Hayne. This group reviews every patient death at AMHI. 

Initial review by the Attorney General's Office suggests that the following confidentiality laws 
may limit the availability of the documents for review. 

1. 34 - B M.R.S.A. Section 1207 
2. 34 - B M.R.S.A. Section 1207 
3. 34 - B M.R.S.A. Section 1207 



4. 34 -B M.R.S.A. Section 1207, 24 M.R.S.A. Secti_~n 2510 
5. 34 - B M.R.S.A. Section 1207 
6. 34 - B M.R.S.A. Section 1207 
7. Confidentiality issues concerning this report have already been addressed by District 

Court. 
8. 34 -B M.R.S.A. Section 1207, 5 M.R.S.A. Section 7070; 24 M.R.S.A. Section 2510 
9. 34 - B M.R.S.A. Section 1207, 5 M.R.S.A. Section 7070; 24 M.R.S.A. Section 2510 
10. 34 -B M.R.S.A. Section 1207, 24 M.R.S.A. Section 2510 
11. 34 - B M.R.S.A. Section 1207 
12. Confidentiality issues concerning this report have already been addressed by District 

Court. 

I hope this infonnation is responsive to your request. 

MJP/dg 

Sincerely, 

~~a-P~ 
Melodie J. Peet 
Commissioner 



Orbeton, Jane 

From: 
To: 
Cc: 
Subject: 
Date: 

Waterbury, Jamie A. 
Orbeton, Jane 
Peet, Melodie; Spencer, Sandra C.; Douglas, Wayne R. 
Top Clinical Staff at AMHI in April 
Tuesday, September 17, 1996 2:12PM 

The following information is provided as requested: 

Top clinical staff at AMHI in April: 

Director of Nursing 

Clinical Director 

Superintendent 

Kathy Guilbault - Still at AMHI 

Dr. Gordon Clark - No longer at AMHl/or 
Dept. 

Walter Lowell - No longer at AMHI (but 
still employed by DMHMRSAS in different 
capacity) 

If you need further information, please let me know. Thanks. 
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AUGUSTA l\1ENTAL HEALTH INSTITUTE 

GOVERNING BODY BYLAWS 



ARTICLE I 
DEFINITIONS 

For the purposes of these Bylaws, the following terms shall have the 

following meanings: 

Commissioner: Commissioner of the Department of Mental Health 
and Mental Retardation 

Associate Commissioner, Programs: Associate Commissioner for 
Programs of the Department of Mental Health and Mental Retardation 

Associate Commissioner, Administration: Associate Commissioner for 
Administration of the Department of Mental Health and Mental 
Retardation 

Medical Director: Medical Director for the Department of Mental Health 
and Mental Retardation. 

Superintendent: Superintendent of Augusta Mental Health Institute 

Clinical Director: Director of Clinical Services, Augusta Mental Health 
Institute. 

Director of Nursing: Director of Nursing of Augusta Mental Health 
Institute. 

Institute: Augusta Mental Health Institute 

Department: Department of Me!ltal Health and Mental Retardation 

ARTICLE II 
PURPOSE AND SCOPE 

The Governing Body of Augusta Mental Health Institute, owned and operated 

by the State of Maine, is composed of the Commissioner, the Associate 
Commissioner for Programs, the Associate Commissioner for Administration, 
the Superintendent, the Director of Clinical Services, an elected member of the 
Medical Staff, and the Director of Nursing. The Chief Operating Officer 
serves as the Secretary to the Governing Body, and is also a voting member. 

The Governing Body has the overall responsibility for the operation of Augusta 
Mental Health Institute, establishing policy, maintaining quality patient care, 
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providing for institutional management, as well as planning and reviewing its own 
performance. 

The Commissioner of the Department of Mental Health and Mental Retardation 
serves as chair of the Governing Body. 

. .... 
The Governing Body, via the Commissioner, is responsible to the Governor of ihe 
State of Maine and to the Legislature. The Legislature has statutory responsibility 
for approving the operating budget, capital improve~nts and numbers of 
positions at the Augusta Mental Health Institute. 

,., 
The Governing Body, through these bylaws, establishes a committee structure to 
carry out the purposes of the Augusta Mental Health Institute. 

The Governing Body shall formally meet at least quarterly and shall keep minutes 
of these meetings. These minutes shall include at least: 

1. Date of the meeting; 

2. Names of the members who attended; 

3. Approval of minutes and interim actions; 

4. Topics discussed; 

5. Decisions reached and actions taken; 

6. Parties responsible for implementation of recommendations; 

7. Review of committee minutes: Management, Medical Staff, 
Safety Committee, Quality Policy Review; and 

8. Reports of the Superintendent. 

Informal or ad hoc meetings may be held, as necessary, at the Institute or the 
Department. Actions taken will be formalized at the next regular meeting. 

A quorum shall consist of two thirds of the membership of the Governing body. 
All new Governing Body members shall receive an orientation to Augusta Mental 
Health Institute. Meetings will be conducted informally using consensus decision 
making to advise the Commissioner, whose decision will be final. The Governing 
Body shall ensure that all members participate in continuing education and remain 
up to date on current trends and le gal and ethical standards in the field. 

Bylaws shall be reviewed by the Governing Body at least every 3 years, or more 
frequently as necessary, signed by the Governing Body members and dated. 
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ARTICLE ill 
I\.ifEMBERSHIP, AUTHORITY, Ai.~-0 RESPONSIBILITY OF THE 

GOVERNIN"G,BODY 

The Governing Body members have both individual and cofpo;~ 

responsibilities on behalf of the Institute. Individual responsibilities result 
from the members' duties and responsibilities li)herent in their respective 
positions within the Department. All members should understand and 
FULFILL their roles and responsibilities. 

Commissioner: The Department of Mental Health and Mental 
Retardation is under the direction and supervision of the Commissioner. 
The Commissioner has the responsibility for the supervision, management 
and control of research and planning, grounds, buildings and property, 
offices, employees and patients of Augusta Mental Health Institute. The 
Department is charged with the enforcement of all laws concerning the 
Institute, except in those cases where specific duties are given elsewhere. 

The Department is authorized and empowered to accept for the State any 
Federal funds appropriated under Federal laws related to mental health and 
mental illness, and to do those acts which are necessary for the purpose of 
carrying out those Federal laws; and to accept from any other agency of 
government, individual group or corporation any funds which may be 
available in carrying out the provisions contained in the laws of the State 
of Maine. 

As Chair of the Governing Body, the Commissioner is responsible for 
approving the agenda, conducting the meeting, focusing discussion and 
speaking for the Governing Body. 

Associate Commissioner for Administration: The Associate 
Commissioner for Administration is responsible for fiscal administrative 
management of the Department. 'Th.is role involves oversight of the 
business personnel and support areas of the Institute, and provides 
coordination and communication among the three major institutions within 
the Department. The Associate Commissioner also serves as the 
intermediary and advocate for the Institute with the Bureau of Budget, the 
Department of Human Resources, and the Bureau of General Services. 

Superintendent of the Au~usta Mental Health Institute: The 
Superintendent by statute has general superintendence of the Institute under 
the direction of the Department. The Superintendent reports to the 
Commissioner, acting for the Governing Body on a day to day basis. 
Under current statute, the Superintendent also serves as Director of the 
Division of Mental Health with broad responsibility for both State mental 
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health institutes, and planning for adult commllll.ity mental health services. 

The Superintendent directs the Institute within established statutory 
provisions and incorporates the Depcntment and Bureau policies to assure 
the orderly operation of this facility and is designated as the appointing 
authority for all Institute staff. ,_: 

·The Superintendent is responsible for the quality of care given at Augusta 
Mental Health Institute, and all aspects related to that function. 

The Superintendent is responsible for the financial affairs of the Institute, 
assuring that audit recommendations are implemented and that policies and 
procedures of the Department of Finance and Administration are followed. 

The Superintendent has the authority and responsibility to organize and 
direct the resources of the Institute in order to fulfill its assigned Mission 
which is: 

To provide for a continuum of the highest quality mental health 

services to individuals who require inpatient psychiatric care and 
treatment. Services are designed to contribute to maximum self­
management of illness, and self-advocacy in obtaining critical 
resources. Services are provided in an environment that affirms the 
dignity and worth of those receiving treatment. In the interest of 
continuously improving services and reducing the stigma frequently 
attached to mental illness, Augusta Mental Health Institute supports 
comprehensive staff development, as well as research activities 
designed to increase knowledge about individuals with severe and 
persistent mental illness. Support staff participate in these 
functions and are viewed as critical members of the hospital team. 

Skilled staff support patients and families by assessing and 

building upon existing individual and family system strengths, and 
by treating all individuals with dignity and respect. 

Staff function as healing agents, recognizing the importance of 

human relationships on health, and the disruption that is created by 
illness and hospitalization. Whole person care addresses the 
relationships among mind, body and spirit. 

Patients and families are acknowledged as essential members of 

the healthcare team, and are actively involved in treatment 
planning. Treatment promotes continuity between hospital and 
outpatient services, relying on a working partnership with 
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community services providers to assist patient in realizing their 
goals. 

The Superintendent is responsible for long-term and short-term planning 
for the facility. This occurs within the context of Department of Mental 
Health and Mental Retardation planning including the State Mental Health 

_Plan, the state budget, cooperative planning with community providers and 
advisory groups, and internal planning for the development and allocation 
of resources. 

In addition, the Superintendent mandates and directs a comprehensive 
quality improvement system, operating under-a plan that assures that the 
most important aspects of patient care are continuously monitored and 
evaluated, problems corrected and results monitored, and opportunities for 
improvement identified utilizing the administrative and professional 
committee structure. 

The Superintendent is responsible for policy and procedure development 
and review in a manner which meets the standards of the JCAHO, and of 
federal and state certifying agencies. 

The Superintendent also strives, through the State budget process, to assure 
the availability of sufficient physical and financial resources to adequately 
serve the Institute population. The Superintendent reviews institutional 
activities and services and supervises and participates in the preparation of 
the Institute's budget. 

The Superintendent is responsible for establishing a chain of supervision 
for the operation of the facility in his/her absence. 

This shall be in order, (1) the Chief Operating Officer; (2) Director of 
Clinical Services; (3) Director of Hospital Services; and (4) the Director 
of Nursing. and (5) Assistant to the Superintendent. These persons shall 
have the authority to serve as chief administrative officer for all statutory 
obligations. The N. 0. D. is delegated the authority to make day to day 
operational decisions when specific authorization of the Superintendent is 
not needed or when contact· with the Superintendent is unsuccessful and a 
decision . cannot wait. During evening and nighttime hours, an 
Administrator-on-Call rotation is established to provide support to the 
NOD function. 

The Superintendent's performance is evaluated annually by the 
Commissioner ar{d the Governing Body. The Superintendent is responsible 
for assuring that the agenda is properly prepared for approval of the 
Commissioner and that accurate minutes are taken with regard to topics 
discussed, action taken, and members present, absent and excused. · 
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Clinical Director of the Augusta Mental Health Institute: 
The Director of Clinical Services functions as the chair of the Medical 
Executive Committee and ensures tha,t controls are in place to ensure each 
member of the professional staff observe the standards of the profession 
and assume and carry out functions in accordance with federal, state, and 
local laws, rules and regulations. The Director of Oinical Semcesis 
responsible to the Superintendent for the diagnosis and treatme~t of 
patients served at the Institute and for the quality of that treatment. 

Elected Member of the Medical Staff: In addition to the Clinical 
Director, one additional member, selected by th9 Medical Staff, will attend 
the Governing body. This individual will attend all meetings and speak for 
the Medical Staff. 

Corporate responsibilities occur consonant with the Governing Body's duty 
to establish policies, maintain quality patient care, provide for institutional 
management and planning and to assist the hospital in meeting its mission. 

The Governing Body Shall: 

a) Authorize the establishment of a Medical Staff. 
b) Review and approve Medical Staff Bylaws, including membership, 

credentials review, clinical privileges and mechanisms for fair 
hearing procedures and membership termination. 

c) Authorize the Superintendent to review and approve, if appropriate, 
specific clinical privileges for each eligible individual which are in 
turn approved by the Governing Body. 

d) Review and approve the operating budget and capital improvement 
requests to be forwarded to the Department for further review and 
inclusion in the Department's overall budget submission to the 
Bureau of the Budget. 

e) Support and participate in long range planning for the Institute. 
f) Review and approve the Institute's Quality Improvement Plan. 
g) Annually review the performance of the Governing Body. 
h) Receive reports from an elected member of the Medical Staff 

concerning discussions and recommendations, if any, from Medical 
Staff and Clinical Executive Committee. 

i) Approve Governing Body Bylaws which meet the criteria of 
JCAHO. 

j) Appoint and evaluate the Chief Executive Officer. 
k) Delineate authority and responsibility of the Governing Body, the 

Medical Staff, and the Executive Staff and to see that there is a 
clearly defined Table of Organization which defines lines of 
authority and accountability. 

1) Establish and maintain systematic and effective communication 
. mechanisms between the Governing Body and the Chief Executive 

Officer, Director of Clinical Services and Medical Staff. 
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m) Maintain a record of Governing Body proceedings and insist that 
similar records exist for other important committees. 

n) Require that only members of the Medical Staff with privileges 
may admit and insist that patient care is under the direction of a 
physician on staff. 

o) Establish and maintain a mechanism to assure that all individuals 
who provide patient care are competent to provide such care. 

p) Require mechanisms to insure the provision of one level of care, 
insuring that patients with the same pro~lems get the same level of 
care. 

q) Require summary reporting on quality of patient care and quality 
assurance system. ,· 

r) Approve an institutional budget and monitor the implementation of 
that budget. 

s) Approve Committee Structure. 
t) A void conflict of interest. 

ARTICLE IV 
QUALIFICATIONS AND APPOINTMENT PROCESS TO THE 

GOVERNING BODY 

I. Commissioner 

A. The Commissioner shall be a person experienced in Human 
Services Administration or who has had other satisfactory 
experience in the direction of work of a comparable nature. 

B. The Governor of the State of Maine shall appoint the 
Commissioner with the advice and consent of the Joint Standing 
Committee on Human Resources and the Maine Senate for as long 
as he shall so behave at the pleasure of the Governor, subject to 
removal for cause by the Governor. 

C. The Commissioner may appoint, subject to the Personnel Law and 
except as may otherwise be provided, any employees who may be 
necessary. 

II. Associate Commissioner of Programs 

A. The Associate Commissioner for Programs shall be a person 
experienced in Human Services Administration or who has had 
other satisfactory experience in the direction of work of a 
comparable nature. 
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B. The Commissioner of the Department of Mental Health and Mental 
Retardation shall appoillt the Associate Commissioner. The 
appointment shall be at th~ pleasure of the Commissioner for an 
indeterminate term and until a suc_cessor is appointed and qualified. 

C. It shall be the duty of the Associate Commissioner to crunr ouf.-the 
purposes of the Department. ._, 

ill. Associate Commissioner of Administration 

A. The Associate Commissioner for Administration shall be a person 
experienced in Human Services Adfninistration or who has had 
other satisfactory experience in the direction of work of a 
comparable nature. 

B. The Commissioner of the Department of Mental Health and Mental 
Retardation shall appoillt the Associate Commissioner. The 
appointment shall be at the pleasure of the Commissioner for an 
indetermmate term and until a successor is appoillted and qualified. 

C. It shall be the duty of the Associate Commissioner to carry out the 
purposes of the Department. 

IV. Medical Director 

A. The Medical Director shall be a psychiatrist who, in addition to 
appropriate licensure and certification, has at least: 8 years of 
progressively responsible clmical and administrative experience ill 
community and institutional settings providillg care, treatment, and 
habilitation for persons with psychiatric and developmental 
disabilities. 

B. The Medical Director is appointed by the Commissioner and has 
major responsibilities ill the areas of quality assurance, staff 
development, clinical supervision, consultation, research and 
evaluation. 

C. The Medical Director is responsible to the Commissioner for the 
development, implementation, and periodic evaluation of a planned 
and systematic process for assuring quality and appropriate patient 
care. 

IV. Superintendent 

A. The Supermtendent, if s/he is a psychiatrist, shall have the 
following qualifications: certification ill psychiatry by the 
American Board of Psychiatry and Neurology, or similar 
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qualification; certification of eligibility for certification, in 
administration by the American Psychiatric Association Committee 
on certification in Administrative Psychiatry and at least 2 years 
experience in administration, or have completed a 2-semester 
course in hospital administration, with emphasis on psychiatric 
hospital administration. When a non-psychiatrist.. )s -the 
Superintendent, s/he shall have the following qualifications: a 
masters degree in hospital administration or its equivalent, and 5 
year's experience in administration of a,psychiatric facility or in the 
psychiatric field, or have the equivalent of such education and 
experience. 

B. The Superintendent is appointed by the Commissioner in 
consultation with the Mental Health Advisory Council to act in 
their behalf in the overall management of the Institute for an 
indeterminate term at the pleasure of the Commissioner. 

V. Director of Clinical Services 

A. The Director of Clinical Services shall be a psychiatrist who is 
licensed to practice medicine in the State of Maine and is certified 
in psychiatry by the American Board of Psychiatry and Neurology. 

B. The Director of Clinical Services is appointed by the 
Superintendent and the Governing Body and serves in accordance 
with the Professional Clinical Staff Bylaws and in accordance with 
the Personnel Rules and Regulations for Maine State Employees. 
The clinical administrative responsibility for the diagnosis and 
treatment of patients shall rest· with the Clinical Director who is 
accountable therefore to the Governing Body. 

VI. Director of Nursing 

A. The Director of Nursing Services shall be a Registered Nurse, 
prepared on the Master's level, licensed to practices nursing by the 
Board of Nursing in Maine, and have 10 years experience in 
nursing, with clinical experience in psychiatric nursing and 
progressive experience in nursing ad.ministration. 

B. The Director of Nursing is appointed by the Superintendent. The 
clinical and administrative responsibilities for meeting professional 
standards of nursing practice rests with the Director of Nursing. 

9 



ARTICLE V 
COM1\.1ITTEES 

The Superintendent shall establish a committee structure in order to fulfill the 
responsibilities of the Governing Body, to assess the results of the-f?cility's 
activities, to meet standards requirements, legal mandates, and to assist in the 
effective management of the facility. The Superintendent shall be an ex-officio 
member of all Institute committees. The Superintendent will review the 
purpose of each standing committee at least annually in order to assure that the 
facility's goals and objectives are being met. At,,a minimum, there shall be 
constituted, a Medical Executive Committee and a Safety Cqmrnittee. 
However, the Superintendent shall establish additional standing and ad hoc 
committees as needed to ensure the purposes of the Institute are being met. 

The Governing Body, through the authority of the Superintendent, authorizes 
the Medical Staff to establish committees in order to fulfill its functions. A 
current list of committees established will be maintained by the Superintendent 
and can be found in Chapter 6 of the Hospital's Policy Manual. 

ARTICLE VI 
PROFESSIONAL iVIBDICAL STAFF 

The Governing Body recognizes the authority and responsibility of the 
Medical Staff of the hospital. The Medical Staffs role and functions are 
established through its bylaws which are approved by the Governing Body. 

The Medical Staff must work with, and is subject to, the ultimate authority of 
the Governing Body; however, full cooperation is necessary between the 
Medical Staff and the Governing Body in order to provide quality care to 
patients in the hospital. 

The Medical Staff shall account to the Governing Body for the quality and 
appropriateness of patient care rendered by all its members and other health 
professionals through a program of credentials review and privileging, a 
comprehensive quality assurance program, and an organized method of taking 
corrective action with respect to professionals as provided in the Medical Staff 
Bylaws. 

A. Medical Staff Appointments: The Governing Body has the authority and 
responsibility for appointing Medical Staff members. The Medical Staff 
shall establish, review and revise at least annually, bylaws, rules, and, as 
necessary, procedures for processing and evaluating applications for 
Medical Staff membership and for granting of clinical privileges. The 
Governing Body shall approve all clinical privileges upon recommendation 
of the Clinical Executive Committee and approval of the Director of 

10 



B. 

C. 

Clinical Services and the Superintendent. 

No applicant shall be denied i\-Iedical Staff membership or clinical 
privileges on the basis of sex, race, creed, color, or national origin. 

Corrective Action: Whenever the activities or professional CDIJ.duct of 
any professional with clinical privileges are detrimental to patient safety 
or to the delivery of quality patient care, violate policies adopted by the 
Governing Body, violate Medical Staff Bylaws or the rules and regulations 
of the Medical Staff, or are disruptive to hospital operations, or whenever 
a professional fails to meet and satisfy the qualifications for staff status 
provided in the Medical Staff Bylaws, co~ective action against such 
professional may be initiated by any member of the Medical Staff, by the 
Superintendent, or by the Governing Body. Determinations and actions 
shall be based on the foregoing criteria. All deliberations relative to 
corrective actions will occur in accordance with the Medical Staff Bylaws. 

Medical Staff Duties in Relation to Governing Bodv: The Medical 
Staff/Oinical Executive Committee, make recommendations directly to the 
Governing Body for its approval in, at least, the following areas: 

(1) Structure of the medical staff; 
(2) The mechanism used to review credentials and to delineate 

individual clinical privileges; 
(3) Individual medical staff membership; 
(4) Specific individual privileges for each eligible member; 
(5) The organization of the quality assurance activities of the 

Medical Staff as well as the mechanism used to conduct, 
evaluate and revise such activities; 

(6) Mechanism by which membership on the medical staff may 
be terminated; and 

(7) Mechanism for fair hearing procedures. 

11 



The undersigned Governing Body me~bers have reviewed and approved the 

written Governing Body Bylaws: 

~ .... \(~~m:> I 
Commissioner, Mental Health & Mldntal Retardation 

Associate Commissioner for Administration , l 
;2!;cv~ 
:·--Associate Commissioner for Programs 

Superintendent, Augusta Mental Health Ib.stitute 

,;1 r ----_,; ~ 
,,. /Y.;1_.//,,/ / i, I -

I_,,,,-:·/:/ /,/J;~:• ,1 -=1/1 v·, . -· - - - 1.1 ( ' , _;,,- /\ 

Director of Clinical Services 

President ~f)\1edical Staff U 

Reviewed 7 /94 
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Termination Date:-'J"-'un=e-=3~0 .... , 1,,,.2..::.9 .... 7 _____ _ Date Itecelvcd •. ____________ _ 

THIS AGREEMENT, made 1'hi:s 20th day of .-Mn.., 199_2, is by and between the State of Maine, Department of Mental Health 
and 'MellCal Retardation, hereinafter called "Department, tt and Maine Medi~j Association 
ht=n:ii,atter called "Contr.nctot," 

The type of organhation of the Cor1t1•actor is (complete appro{)rillte statement): 
□ 1, An individual doing busines11 us _________________ _ 
□ 2, A partnermip, 
X 3. A corporation of 1he State of ~M~aim1.Mz--· ________ ......., ______ _ 

□ 4, Other:---~----------------'----­
, .... - ... --...:...i;;;· ... ·· ....... -· ·; .... ·~ ... :;·.~•· .. ,..-..,,: .. :· ... · .. '. -~,::".:::•-~ .. ·~{; __ ·l ... A.... . .. ····~-- ·h•· .. •·; ........... ·. 

The principal office ~1'1he Contractor i!I 101:~ted 1_1t (street, city, 5t_ate, zip): 
; . . .. . ,, . . ' ·. . . - .. ·:: .: .. 

P.O. !!JP. 190, Association Drives J.\'llll)Chester. Malne 04351 
The Employer I<Ientlflcation Number of the Contractor ls: -=Ol=-•~0:2==1=-=6~9~33"----------­

I&S or Socia] Security Number 

WITNESSETH, that for and in consideration of the payments and agreements hereinafter mentioned, to be mnde and performed ~Y 
the Department, the Contrlli:tnr hereby agrees with the Department to furnish all qnaiified pel'80onel, facilities, roirterials and 
services and fn consultation with the Departmedt, to perlorm the services, study or projects desert · C ing; 
riders are hereby h1corporated into thli contract by ref e~nce: · · 

APPROVED AS TO FORM: 

Date: __________ 19, __ 

By: ___________ _ 

Attorney Genernl 

DEPARTMENT: 

Augasta Mental Heu.Ith Institute 
Mental,!Jevth & Mental Retardation 

Department Name 

~~~ By:_.._~....ir:;.---;;...;;;,.......,;..;...... __ ..,.~.,__---..;._,----
Authorizcd Signature 

APPRO~l;ti,CON·TRACT .R£V.1EW COMMITTEE: 
JUN 1 2 ·19flj 

CONTRACTOR: 

Date: __________ l9._ 

a,uoL,-
By; ___________ _ 

Chairman 

*By Bureau of Accounts and Control 

Maine Medical Association 
Contracior Name 

By;~~~/4______,;:,,.~~~~~___.__-_ 
Authorized Signature · 

Typed Name and 'fitle 

TINTED'FIELDS ARE REQUIRED ON MFASIS BP54 (883) (Rev. 9/89) 



. CONTRACT FOR SPECIAL SERVICES Page ..1... of ....2_ ·. 

RIDERA 
SPECIFICATIONS OF WORK TO BE PERFOR.l\.1ED 

The Department may request that a review be done of a single clinical service or may request a series of reviews .of two or more 
specialties. 

2. If the Department requests a series of reviews, there will be two reviews conducted each year at approximately six month intervals. 
The staff of AMHI will identify the sequence in which the reviews are to occur: i.e. which clinical service is to be done first, 
second, etc. 

3. The number of peer reviews to be done by Maine Medical Association are as follows: 

AMHI staff physicians: 

l 0 = Family Practice Physicians (10 charts each) 
2 = Psychiatrists (10 charts each) 

Contract Physicians 

IQ= Psychiatrists (5 charts each) 

15 = Total Reviews 

A random sampling process using the skip interval technique to identify the cases. The sampline universe will include all cases 
admitted to that particular clinical senice during the preceeding l month period. An additional 5 cases may be specifically selected 
on recommendation of member of the staff through the Chief of Staff. It is encouraged that physicians being reviewed provide 
office records on the cases selected. X-rays should be available to the review team. 

It is encouraged that physicians being reviewed provide office records on the cases selected. X-rays should be available to the 
review team. 

4. The Chairman of the Peer Review Committee of the Maine Medical Association will appoint a sub- committee of three specialists 
to conduct the review. The Chairman of the subcommittee will be responsible for coordinating the timing of the review in 
conjunction with the Administrative staff of AMHI. 

5. The Medical Records department at A.J.\-IHI will assume responsibility for identifying and pulling the appropriate medical records 
and x-rays so that they will be available at the time of the review. 

6. The specialist consultants will meet at 10:00 a.m. and a preliminary discussion will be held among them and the chief of staff atid 
doctor or doctors being reviewed to assure that appropriate waivers and confidentiality statements have been signed and to orgaruze 
the review process. It is anticipated service to be reviewed wilf be available during the course of the day for questions and 
discussion if the reviewers so desire. · 

7. The chart review itself will last from approximately 10:30 a.m. to mid-afternoon. A checklist of quality elements will be identified 
for which all charts will be reviewed. It is suggested that the draft review criteria formulated by the AMA be used as a checklist as 
a way of assessing basic levels of acceptable quality of care. 

However, it is to be understood that the major thrust of the review process is to focus on aspects of appropriateness of procedures 
and judgment in decision making. Each consultant will prepare a brief written outline of his findings and conclusions for each case 
at the time of review. 
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8. If they wish, the consultants will meet with the clinical service to be reviewed singly at the end of their review. Otherwise, they 
will meet with the Clinical Director and the President of Medical Staff at the end of the afternoon. During this time a presentation 
will be made by the Chairman of the Specialists Review Group outlining in general the findings reached during the review process. 
It is anticipated that a dialogue will occur regarding management of cases. Appropriate minutes will be kept of this meeting to 

document the discussion and to clearly outline the issues which are raised. Working documents and notes will not be preserved. 

9. The. Chairman of the Specialist Review Committee will prepare a draft written report summarizing the findings of the process and 
making any recommendations. This draft report will be sent to the Clinical Director and President of Medical Staff. The Clinical 
Director at AMHI will be asked to respond to this report in writing and will be specifically requested to indicate any aspects of the 
findings with which he or other members of the clinical department take issue or question. If necessary, the supervising members 
of the Peer Review Committee of the MMA will clarify questions or resolve disagreements. Once accomplished, a final report will 
be prepared and submitted to the Peer Review Committee of the MMA for review by the chairman and filing. 

10. The final report will be sent to the Clinical Director for transmittal to the staff, Executive Committee and hospital administration. 



·, 
• CONTRACT FOR SPECIAL SERVICES 

RIDERB 
'. PAYMENT AND OTHER PROVISIONS 

1. CONTRACT PRICE. $9,000.00 

2. INVOICES AND PAYMENTS. Payment shall be made by the Department within 15 days after receipt ofan approved itemized 
invoice submitted by the Contractor upon his usual billing forms or business letterhead. 

3. BENEFITS AND DEDUCTIONS. If the Contractor is an individual, the Contractor understands and agrees that he is an 
Independent Contractor for whom no Federal or State Income Tax will be deducted by the Department, and for whom no retirement 
benefits, survivor benefit insurance, group life insurance, vacation and sick leave, and similar benefits available to State employees 
will accrue. The Contractor further understands that annual information returns as required by the Internal Revenue Code or State 
of Maine Income Tax Law will be filed by the State Controller with the Internal Revenue Service and the State of Maine Bureau of 
Taxation, copies of which will be furnished to the Contractor for his Income Tax records. 

4. INDEPENDENT CAPACITY. The parties hereto agree that the Contract~, and any agents and employees of the Contractor, in 
the performance of this agreement, shall act in ari independent capacity and not as officers or employees or agents of the State. 

5. CONTRACT ADMINISTRATOR. All invoices, progress reports, correspondence and related submissions from the Contractor 
shall be directed to: 

Name: Gordon Clark. M.D. 

Title: Clinical Director 

Address: P.O. Box 724. Augusta. Maine 04330 

who is designated as the Contract Administrator on behalf of the Department for this contract. 

DEPARTMENT"S REPRESENTATIVE. The Contract Administrator shall be the Department's representative during the 
period of this agreement. He has authority to stop the work if necessary to insure its proper execution. He shall certify to the 
Department when payments under the contract are due and the amounts to be paid. He shall make decisions on all claims of the 
Contractor, subject to the approval of the Head of the Department. 

7. CHANGES IN THE WORK. The Department may order changes in the work. the contract sum being adjusted accordingly. All 
such orders and adjustments shall be in writing. Claims by the Contractor for extra cost must be made in writing and signed by the 
Contract Administrator before executive the work involved. 

8. PERIOD OF PERFORMANCE. The Contractor shall (check one as applicable): 

X A. Work when called by the Department. (Quarterly) 

□ B. Use due diligence to complete the work\~thin a reasonable time. 

□ C. Compiete the work no later than ______________ . 

O D. If the work is not completed by _____________ __, Contractor shall pay Department as follows:_ 

9. SUBCONTRACTS. Unless provided for in this contract, no contract shall be made by the Contractor with any other party for 
furnishing any of the work or services herein contracted for without the consent, guidance and approval of the Contract 
Administrator. Any subcontract hereunder entered into subsequent to the execution of the contract must be annotated "Approved" 
by the Contract Administrator before it is reimbursable hereunder. This provision will not be taken as requiring the approval of 
contracts of employment between the Contractor and his employees assigned for services thereunder. 
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10. SUBLETTING, ASSIGNMENT OR TRANSFER. The Contractor shall not sublet, sell; transfer, assign, or otherwise dispose of 
this agreement or any portion thereof, or of his right, title or interest therein, without written request to and written consent of the 
Contract Administrator, except to a bank. No subcontracts or transfer of agreement shall in any case release the Contractor of his 
liability under this agreement. 

12. 

13. 

14. 

EQUAL EMPLOYMENT OPPORTUNITY. During the performance of this contract, the Contractor agrees as follows: 

a. The Contractor will not discriminate against any employee or applicant for employment relating to this agreement because of 
race, color, religious creed. sex. national origin, ancestry, age or physical handicap, unless related to a bona fide occupational 
qualification .. The Contractor will take affirmative action to insure that applicants are employed and employees are treated 
during employment, without regard to their race, color, religion, sex. age or national origin. Such action shall include but not 
be limited to the following: employment, upgrading, demotions, or transfers; recruitment or recruitment advertising; layoffs or 
terminations; rates of pay or other forms of compensation; and selection for training including apprenticeship. The Contractor 
agrees to pose in conspicuous places available to employees and applicants for employment notices setting forth the provisions 
of this nondiscrimination clause. 

b. The Contractor will, in all so~citations or adyertising for employees placed by or·on behalf of the Contractor relating to this 
agreement state that all qualified applicants will receive consideration for employment without regard to race. color, religious 
creed. sex, national origin, ancestry, age or physical handicap. 

c. The Contractor will send to each labor union or representative of the ,vorkers with which he has a collective or bargaining 
agreement, or other contract or understanding, whereby he is furnished with labor for the performance of this contract, a 
notice, to be pro1;ided by the contracting department or agency, advising the said labor union or workers' representative of the 
Contractor's commitment under this section and shall post copies of the notice in conspicuous places available to employees 
and to applicants for employment. 

d. The Contractor will cause the foregoing provisions to be inserted in any subcontracts for any work covered by this agreement 
so that such provisions shall be binding upon each subcontractor, provided that the foregoing provisions shall not apply to 
contracts or subcontracts for standard commercial supplies or raw materials. The Contractor, or any subcontractor holding a 
contract directly under the Contractor, shall, to the maximum feasible, list all suitable employment openings with the Maine 
Employment Security Commission. This provision shall not apply to employment openings which the Contractor, or any 
subcontractor holding a contract under the Contractor, proposes to fill from within its own organization. Listing of such 
openings with the Employment Service Division of the Maine Employment Security Commission shall involve only the normal 
obligations which attach to such listings. 

EMPLOYMENT AND PERSONNEL. The Contractor shall not engage on a full-time, part-time or other basis during the period 
of this agreement, any professional or technical personnel who are or have been at any time during the period of this agreement in 
the employ of any State Department or Agency, except regularly retired employees, without the written ·consent of the public 
employer of such person. Further, the Contractor shall not engage on this project on a full-time, part-time or other basis during the 
period of this agreement any retired employee of the Department who has not been retired for at least one year, without the writt~n 
consent of the Contract Review Committee. -

STATE EMPLOYEES NOT TO BENEFIT. ·No individual employed by the State at the time this contract is executed or any 
time thereafter shall be admitted to any share or part of this contract or to any benefit that may arise therefrom directly or indirectly 
due to his employment by or financial interest in the Contractor or any affiliate of the Contractor. This provision shall not be 
construed to extend to this contract if made with a corporation for its general benefit. 

WARRANTY. the contractor warrants that it has not employed or written any company or person, other than a bonafide employee 
working solely for the contractor to solicit or secure this agreement, and that it has not paid, or agreed to pay any company or 
person, other than a bonafide employee working solely for the Contractor any fee, commission, percentage, brokerage fee, gifts, or 
any other consideration, contingent upon, or resulting from the award for making this agreement. For breach or violation of this 
warranty, the Department shall have the right to annul this agreement without liability or, in its discretion, to deduct from the 
contract price or consideration, or otherwise recover the full amount of such fee, commission, percentage, brokerage fee, gifts, or 
contingent fee. 

ACCESS TO RECORDS. The Contractor shall maintain all books, documents, payrolls, papers, accounting records and other 
evidence pertaining to cost incurred under this agreement and to make such materials available to their offices at all reasonable 
times during he period of this agreement and for three years from the date of the expiration of this agreement, for inspection by the 
Department or any authorized representative-of the State of Maine and copies thereof shall be furnished, if requested. 



, , 16. . TERMINATION. The performance of work under the contract may be terminated by the Department in whole, or, f.r0m time to 
time, in part whenever for any reason the Contract Administrator shall determine that such tenninalion is in the besl interest of the 
Department AJly such termination shall be effected by dellv&y to the Co:qtracror ofa Notice of Termination specifying the extent 
to which pertormance. of lhe work under the contract is tenninat.ed and the date on which such termination becomes effective. The 
contract shall be equil.ably adjusted to compensate for such te~nation and the contract modifled accordingly. In any event. lhis 

. contract shnll tenninate on hllli:> 30, 1997. · 

7. GOVERNMENTAL REQUlREMENTS. The Contractor warrants and represents that all governmental ordinances, laws and 
regulations &hall be complied with. 

I 8. INTERPRETATION AND P;ERFORMANCE. This agrcemenl shall be governed by the laws of the State of Maine as to 
interpretation and performance. 

19. OWNERSHJP{).JJ uoM,ovk:s, piw, wo,kh1g p&p:m, m uthet wmkprodtteeci HI. the. pcrfotm~ea eflhlg eonllact me the pr9pe.Ify_ 
of th~nt and upon request stu\Jl be ttirRed eve1 to the .Department. <§' ~ . 

20. STATE HELD HARMLESS, The i:otlltactor agrees to indemnify, defend and S..'"lW_hannless the State, its officers, agents and 
employees ftolJl uny IUld all claims and losses accruing or resulting to any and all contractors, subcontraclors, materialmen, laborers 

.and any..Qthe.t.pel'l>.on, firm m:.corpo:ratio.u..fumishingm- supplying w.J>J:k. servicea •. Jnaterials,or supplies iJ1,.1;on,:1~~i.cnnvithJ.h~ ... :. · 
per,for~1µ1e:e. of this C:Qi;tt~ct, and ~o~ aey and_ al I_ ~J~i~,s and 19SS~_,l\~ir.-g or resulting to any person, firm or cqrporation who 
may be injured or damaged by the Contractor in the performance of Utlii contract and againsL any liability, including costs and 
expenses for violation of proprietary rights, copyrlghcs, or rights of privacy, arising out of publication, translation, reprodt1¢tion, 
delivery, perfowanee, use or disposition of any data furnished under this contract or based on any libelous or other unlawfol matter 
contained in such data. ··· - · · · 

21. Al'PROV AL.. This contract is subject to the approval of the :Maine Attorney General's Office, the ConU"act Review Committee a.n.d 
the State Controller before it can be. considered as a valid, executable document. · 

22. ENTIRE ~GREEMENT. This contract contains the entire agreement of the parties, aud neither party shall be bound by any 
statement or represenrarlon not contained hereiIL 

\ 



ZXTE~NAL REVIEW PROGRAM - PROTOCOL 

Hospital 
and Peer Review Committee of the 

Maine Medical Association 

Introduction: 

The Medical Staff of the ----------,,,----__,.--- Hospital 
has endorsed the concept of an external review panel. This 
program is recommended because of the problems inherent in 
peer review and quality control in a small community hospital. 

The Peer Review Committee of the Maine Medical Association has 
agreed to supervise and generally coordinate the conduct of 
such review. This document contains a suggested prodecure for 
the review process. 

Goals: 

The goals of the review process will be to: 

1. Review individual practices within the hospital to ensure 
that the type and quality of care provided is current and 
appropriate. 

2. P-r:ovide an education forum for the staff through the 
review mechanism. 

3. Provide documentation of the quality of care at 
to the Medical Staff and Board of Directors. 

Procedures: 

1. 

2. 

3. 

A hospital may request that a review be done of a single 
clinical service or may request a series of reviews of 
two or more specialties. 

For a hospital requesting a series of reviews, there will 
be two reviews conducted eac~ year at approximately six 
month intervals. The Staff of the 
Hospital will identify the sequence in which the reviews 
are to occur: i.e. which clinical service is to be done 
first, second, etc. 

Each review wil 1 consist of a total of 20-25 cases. Of 
this total, 20 cases will be selected by a random 
sampling process using th~ skip interval technique to 
identify the cases. The sampling universe will include 
al 1 cases admitted to that particular clinical service 
during the preceding 12 month period. An additional 5 
cases may be specifically selected on recommendation of 
members of the Staff through the Chief of Staff. 

It is encouraged that physicians being reviewed provide 
office records on the cases selected. X-rays should be 
available to the review team. 



External Review Program Protocol - continued: 

4. The Chairman of the Peer Review Committee of the Maine 
Medical Association will appoint a subcommittee of three 
Specialists to conduct the review. The Chairman of the 
Subcommittee will be responsible for coordinating the 
timing of the review in conjunction with the Administra-

5. 

tive Staff of the ___________ Hospital. 

The Medical Records Department at 
assume responsibility for identifying 
appropriate medical records and x-rays 
be available at the time of the review. 

will 
and pulling the 

so that they will 

6. The Specialist Consultants will meet at 10:00 a.m. at the 
and a preliminary discussion will be 

.--h-e ..... 1-.d_a_m_o_n_g_t"'"'h,--e_m_a_n__,,d the Chief of Staff and doc tor or 
doctors being reviewed to assure that appropriate waivers 
and confidentiality statements. have been signed and to 
organize the review process. It is anticipated that the 
service to be reviewed will be available during the 
course of the day for questions and discussion if the 
reviewers so desire. 

7. The chart review itself will last from approximately 
10:30 a.m. to .mid-afternoon. A checklist o~ quality 
elements will be identified for which all charts will be 
reviewed. It is suggested that the draft review criteria 
formulated by the AMA be used as a checklist as a way of 
assessing basic levels of acceptable quality of care. 

However, it is to be understood that the major thrust of 
the review process is to focus on aspects of appropri­
ateness of procedures, judgment in decision making, 
technical a spec ts of surgery, post-operative complica­
tions, etc. Each consultant will prepare a brief written 
outline of his findings and conclusions for each case at 
the time of review. 

8. If they wish, the consultants will meet with the clinical 
service to be reviewed singly at the end of their review. 
Otherwise, they will meet with the entire Staff of the 

at the end of the afternoon. During 
·this time a presentation will be made by the Chairman of 
the Specialists ~eview Group outlining in general the 
findings reached during the review process. It is 
anticipated that a dialogue will occur regarding manage­
ment of cases. Appropriate minutes will be kept of this 
meeting to document the discussion and to clearly outline 
the issues which are raised. Working documents and notes 
wi 11 no.t be preserved. 



External Review Program Protocol - continued: 

9. The Chairman of the Specialist Review Committee will 
prepare a draft written report summarizing the findings 
of the process and making any recommendations. This draft 
report will be sent to the Staff of the 
Hospital. The Chief of Staff at the 
will be asked to respond to this report in writing and 
will be specifically requested to indicate any aspects of 
the findings with which he or other members of the 
Clinical Department take issue or question. If necessary, 
the Supervising members of the Peer Review Committee of 
the MMA will clarify questions or resolve disagreements. 
Once accomplished, a final report will be prepared and 
submitted to the Peer Review Committee of the MMA for 
review by the Chairman and filing. 

10. The final report wil 1 be sent to the Chief of Staff for 
transmittal to the Staff, Executive Committee, Hospital 
Administration and· Board of Directors. 

11. The Survey Fee of $21.50 .. payable to Maine Medi cal 
Association at the time ·r-elease forms are returned, 
includes a stipend for the Consultants. In addition, 
Consultants will be reimbursed for their travel expenses 
and other incidental _expenses by the Hospital. 

Adopted :6 / 7 / 90 
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Release Form 

EXTERNAL MEDICAL/SURGICAL REVIEW PROGRAM 

Hospital 

WHEREAS, the---,--,-~-,--,.---,-..,... Hospital wishes for Dr. 
to part1.c1.pate in the External Medical/Surgical Review 

Program conducted by the Peer Review Committee of the .Maine Medical 
Association for the ___________ Hospital and, 

WHEREAS, Dr . .--,--=----,----=----.---- has agreed to participate in these 
review activities but wishes to be released from any potential 
liability for acts, omissions, op1.n1.ons, decisions, judgments or 
other conclusions or statements (written or oral) he/she may 

• perform, reach or make as a part of the results of these review 
activities and, 

WHEREAS, both parties wish to have assurance that the review will be 
conducted in a responsible and professional manner, 

THEREFORE, the undersigned agree as follows: 

The Board of Trustees of the--------~-~-~ Hospital, the 
Medical Staff of the.-----.---.---.---.- Hospital and the physicians 
of the department being reviewed, hereby release Dr. 
and the Maine Medical Association, its employees and agents from any 
liability for any acts, omissions, statements (written or oral), 
opinions, judgments, or other conclusions he/she may perform, reach 
or make during the conduct of the External Medical/Surgical Quality 
Review at--....... ------------ Hospital so long as Dr. 

performs or expresses such acts, omissions, statements 
(written or oral), opinions or judgments only during specific 
meetings held during the conduct of the review or established with 
the Medical Staff of the -------,.----- Hospital for this 
purpose or in wr~tten reports generated as a result of this review 
process and formally endorsed by the Peer Review Committee of the 
Maine Medical Association. Furthermore, the 
Hospital agrees to provide Dr. . with access to any 
and all medical records, committee minutes, members of the nursing 
and Medical Staff and any other material he/she may require for the 
purpose of conducting a complete review. 

Dr. ----.------.--,.----- hereby agrees to confine the scope of his 
review to issues directly related to· the quality and appropriateness 
of medical and surgical care rendered at the 
Hospital by Medical Staff members who are subject to the review 
being conducted and to comment. on elements of care which fall only 
within the scope of his professional training and skills. Further­
more, he agrees not to release or disclose any information collected 
during the conduct of the review without the express written 
permission of both the -.-------~-----.---,...,..... Hospital and the 
physician who rendered the care under review, other than as may be 
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required by law. Any requests for release of information generated 
during the course of this review will be referred to the 

. Hospital and release of this information may be made only 
by that organization through its duly appointed representatives. 

Reviewing Physician 
(signature) 

Administrator 
(signature) 

Hospital 

Chief of Staff 
(signature) 

Hospital 

Physician(s) in Department being reviewed 
(signature) 

Date 

Community hospital release forms should accompany check for Survey 
Fee and be mailed to Peer Review Committee, Maine Medical 
Association, P.O. Box 190, Manchester, Maine 04351. 

State institution release forms should be mailed to Peer Review 
Committee, Maine Medical Association, P.O. Box 190, Manchester, 
Maine 04351. Billing will be done through the Department of Mental 
Health and Mental Retardation. 

Adopted 3/14/89 



Maine Medical Association 
External Review Program 

RESOURCE MATERIALS FROM HOSPirAL AVAILABLE FOR TEAM 
PRIOR TO ARRIVAL OR UPON ARRIVAL 

1. List of doctor's surgical cases (if surgeon) in past year 
or his medical cases (if non surgeon) for doctor being 
reviewed 

2. List of privileges from Credentials Committee of hospital 
for doctor being reviewed 

3. c.v. 

4. Photocopy of validated credentials and CME experiences for 
past two years [If grandfathered, include recent CME 
experiences only] 

5. Departmental or sectional minutes pertinent to this service 
for the past twelve months 

. 6 ,- Quality Assurance Commit tee minutes pertinent to this 
service for the past twelve months 

7. Ti.s sue Commit tee reports pertinent to this service for the 
pa st twelve months 

OTHER REQUESTS TO HOSPITAL 

A. Ask hospital to include five ambulatory surgery cases in 
charts to be pulled for review of surgical services 

B. Ask Chief of Staff to document to review team chairman any 
indication that the doctor's health status is a factor in 
his delivery of care 

Adopted 3/14/89 
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4. 
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6. 
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8. 

9. 
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~mine Medical Association 
External Review Program 

PROCEDURE FOR REVIEW TEAM LEADER AND COLLEAGUES 

Prior to day of review, team leader orchestrates meeting·· 
of team, confirmation of date and time of review with 
hospital administration and transportation arrangements, 
if any, with other team members 

On day of review, make presence in hospital known to 
hospital administrator immediately upon arrival 

Confirm luncheon ptans and opportunity to talk with 
administrator and Chief of Staff. If pathologist and 
operating room supervisors are to be interviewed, arrange 
it with administrator at this time 

Organize work space in private area assigned by hospital 

Review records with concern for decision making processes; 
are records legible; do progress notes make sense, etc. 

Lunch - with adminstrator (or representative) and Chief of 
Staff 

Review team completes and summarizes record review; 
formulates questions (if any) for physician being reviewed 

If necessary, meet with physician{s) being reviewed in 
private to obtain physician responses to questions 
(opportunity for reviewee to meet reviewers). Team not to 
make summary remarks but discuss specific itemsoI interest 
only 

Team reconvenes in ·private to confirm with team leader the 
major points to be made in his report; resolve any 
differences of opinion 

Team meets with service or entire staff as described in #8 
of the Protocol. 

Take leave of institution by re turning records, ·minutes, 
and reports to administrator; indicate to administrator 
that you are leaving the premises 

Each reviewer submits expenses directly to hospital; 
reviewer's stipend to be paid by Medical Association 

Submit written report directly to hospital adminstrator and 
Chief of Staff 

Submit copy of report to Chairman of Peer Review Committee 
care of MMA, P.O. Box 190, Manchester, Maine 04351 

Adopted 3/14/89 



PEE~ REVIEW GUIDELINES FOR 

EXAMINATION OF MEDICAL RECORDS 

1. The physician provides adequate information in the records to support 

the diagnosis(es). 

a. The history and physical findings support the.diagnosis. 

b. There is evidence that appropriate differential diagnoses were 

considered. 

c. There is no suggestion that the information in the records was 

"tailored" to fit the diagnosis. 

2. The physician orders appropriate tests and the results support the 

final diagnosis. 

3. Treatment measures are documented and appropriate for the diagnosis. 

4. Minor and major complications are documented. 

a. They are acceptable/unacceptable. 

b. They are avoidable/unavoidable. 

c. They were recognized and treated on a timely basis. 

d. They were treated appropriately. 

5. Appropriate consults were obtained. Inappropriate consults were not 

requested. 

a. The record shows that the physician acknowledged recommenda­

tions of the consultant. 

b. The record shows that the physician followed the consultant's 

recommendations. 

6. When surgery is performed: 

a. The record documents proper indications for surgery and that 

options to surgery were considered. 

b. The surgical report adequately describes the operative findings 

and procedures. 

c. Surgical findings are consistent with the diagnosis. 



d. The procedure fits the problem and is appropriate. 

e. The patient was adequately prepared for surgery (proper pre-op 

workup, proper consents, medically stable). 

f. The surgical technique and results are acceptable and within 

standard of care limits. 

g. Surgical complications are documented and unavoidable/avoidable 

(acceptable/unacceptable). 

h. Complications were recognized on a timely basis and treated 

properly. 

i. Proper prophylactic measures were used (e.g. antibiotics, 

prophylaxis against deep vein thrombosis). 

j. Transfusions were used properly and blood loss was not 

excessive. 

k. There is sat~sfactory evidence that the surgery was necessa~y. 

1. If the surgery was performed on an emergency basis, there is 

satisfactory documentation of the need for emergency surgery. 

m. There is no evidence that the information and documentation is 

"tailored" to fit the diagnosis and surgery. 

n. The pathology report is consistent with the surgical impression 

and final diagnosis. 

o. Anesthesia records are complete. 

7. The physician maintains satisfactory medical records. 

a. Overall records appear satisfactory. 

b. Medical records department has assessed the physician's 

performance as satisfactory. 

c. The physician completes his records on a timely basis. 

8. There is evidence that the patient was properly informed of his 

diagnosis, the reasons for his treatment and treatment alternatives. 



9. Admission or non-admi$sion to the hospital was appropriate. 

10. Length of hospitalization was appropriate. 

a. Was it too long or too short? 

b. Records document the patient's readiness for discharge or 

reason for extended stay. 

c. The record shows that the patient was given proper discharge 

instructions and a follow-up appointment. 



CHART tt 

ATTENDING PHYSICIAN: 

DISCHARGE DIAGNOSIS: 

BRIEF SYNOPSIS: 

***QUALITY OF CARE: .. EXCELLENT tARE 
APPROPRIATE CARE 
INADEQUATE CARE 

SEVERITY LEVEL I 
SEVERITY LEVEL II 
SEVERITY LEVEL III 

COMMENTS: (Criticisms, "Teachable Point") 

*** SEVERITY LEVEL I: confirmed quality problem without the potential 
for significant adverse effect on the patient. 

SEVERITY LEVEL II: confirmed quality problem with potential for 
significant adverse effects on the patient. 

SEVERITY LEVEL III: Confirmed quality problem with significant 
adverse effects on the patient. The definition of an adverse 
effect being: 1. Unnecessarily prolonged treatment complications 
of readmission. 2. Patient management which results in anatomical 
or physiologic- impairment, disability, or death. 



HIGHLIGHTS OF REPORT OF COUNCIL ON MEDICAL SERVICE 
AMERICAN MEDICAL ASSOCIATION 

QUALITY OF CARE 

Definition o-f car-e of high qual it y: "Care which consistent 1 y 
contributes to improvements or maintenance of the quality 
and/or duration cf life." 

"This definition essentially characterizes such care as that 
which is consistently related to favorable patient outcomes. 
It recognizes that, when ether variables which could effect 
outcome (eg. patient age, sex, living environment, attitude 
towards illness, health history, severity of illness, natural 
history of the disease, etc .• > are adequately measured and 
accounted for, patient outcome· reflects the degree of eTfec­
tiveness with which health professionals combine their own 
skill and compassion with the use of technology for the 
patient's benefit.u 

ELEMENTS OF HIGH QUALITY CARE 

1) Produce the optimal possible improvement in the 
patient's physiologic status, physical function, emotional 
and intellectual performance and comfort at the earliest time 
possible c·onsis_tent with the best interests cf the patient. 

1) Be provided in a timely manner without either undue 
delay in initiation of care, inappropriate curtailment or 
discontinuity, or unnecessary prolongation of such care. 

2) Be based on accepted principles of medical science 
and the proficient use cf appropriate technolcgic and 
professional resources. 

3) Make efficient use of the technology in other health 
system-resources as needed ta.achieve the desired eoal. 

1 > Emphasize the promotion of health, the prevention of 
disease or disability, and the early detection-3nd treatment 
cf such conditions. 

2> Seek to achieve the informed cooperation and 
participation of the patient in the care process and in 
decisions concer-ning that process • . . 



Page II 
(c:ontinued) .. 

1) Be provided with sensitivity to the stress and 
anxiety that illness can generate and with concern for the 
patient's overall welfare. 

1) Be sufficiently documented in the patient's medical 
record to enable continuity of care and peer evaluation. 
<Ledgibl e. > 

\ 
I . 



FOR BACKGROUND USE ONLY 

REPORT OF THE COUNCIL ON MEDICAL SERVICE 

Subject: Guidelines for Quality Assurance 

Presented by: Donald K. Crandall, M.D., Chairman 

Referred to: Reference Committee G 

Report: C 
(I-87) 

(Hugh E. Stephenson, Jr., M.D., Chairman) 

-----------------------------
1 At the 1986 Annual Meeting, the House of Delegates adopted Coun-
2 cil on Medical Service Report A on "Quality of Care." That report 
3 identified eight essential elements which characterize care of high 
4 quality, and presented a series of nine "Guidelines" for the conduct 
5 of quality assessment, the process by which the quality of medical 
6 care delivered is monitored and measured. At the 1987 Annual Meet-
7 ing, the Council's Report A described the operation of five specific 
8 qu~lity assessment systems underway or planned, and discussed how 
9 specific features of these systems illustrated the quality assess-

10 ment guidelines in an operational way. 
11 
12 The integral complement to any program of medical quality assess-
13 ment is a system for medical quality assurance, or physician-
14 directed activity designed to assist practitioners in modifying 
15 practice behavior found deficient by quality assessment, and for the 
16 protection of the public against incompetent practitioners. Quality 
17 assessment and quality assurance activities may be combined under 
18 one program, or may be conducted separately. 
19 
20 To supplement the quality assessment guidelines and·to further 
21 assist in the development of effective peer review programs, the 
22 Council has prepared the following guidelines for the conduct of 
23 medical quality assurance activities. These guidelines are based on 
24 the Council's continuing study of this subject and ongoing discus-
25 sions with other groups concerned with improving the quality assur-
26 ance process •. The Council believes that they should be utilized in 
27 any medical peer review system, whether voluntary or government man-
28 dated, and whether conducted by medical societies, medical groups or 
29 foundations, hospital medical staffs, payors, corporate review pro-
30 grams or federal agencies. 

Past House Action: A-87:255-259; A-86:268-272 
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1 1. TI1e general policies and processes to be utilized in 
2 any quality assurance system should be developed and 
3 concurred with by the professionals whose perform-
4 ance will be scrutinized, and should be objectively 
5 and impartially administered. Such initial involve-
6 ment and commitment with ongoing:objectivity is 
7 critical to assuring continued participation and 
8 cooperation with the system. 
9 

10 2. Any remedial quality assurance activity related to 
11 an individual practitioner should be triggered by 
12 concern for that individual's overall.practice pat-
13 terns, rather than by deviation from specified cri-
14 teria in single cases. Because of the inherent var-
15 !ability of patients and biological systems, judg-
16 ment as to the competence of specific practitioners 
17 should be based on an assessment of their perform-
18 ance with a number of patients and not on the exam-
19 !nation of single, isolated cases, except in extra-
20 ordinary circumstances. 
21 
22 3. The institution of any remedial activity should be 
23 preceded by discussion with the practitioner 
24 involved. There should be ample opportunity for the 
25 practitioner to explain observed deviations from 
26 accepted practice patterns to professional peers, 
27 before any remedial or corrective action is decided 
28 upon. 
29 
30 4. Emphasis should be placed on education and modifica-
31 tion of unacceptable practice patterns rather than 
32 on sanctions. The initial thrust of any quality 
33 assurance activity should be toward helping the 
34 practitioner to correct deficiencies in knowledge, 
35 skills or technique, with practice restrictions or 
36 disciplinary action considered only for those not 
37 responsive to remedial activities. 
38 
39 s. The quality assurance system should make available 
40 the appropriate educational resources needed to 
41 effect desired· practice modifications. Consistent 
42 with the emphasis on assistance rather than punitive 
43 activity, any quality assurance program should have 
44 the capability of offering or directing the practi-
45 tioner to the educational activities needed to 
46 correct any deficiencies, whether they be peer con-
47 sultation, continuing education, or self-learning 
48 and self-assessment programs. 
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1 6. Feedback mechanisms should be established to moni-
2 tor and document needed changes in practice pat-
3 terns. Whether conducted under the same auspices 
4 or separately, linkages between quality assurance 
5 activity and a quality assessment.system should 
6 allow assessment of the effectiveness of any reme-
7 dial activities instituted by or for a practitioner. 
8 
9 7. Restrictions or disciplinary actions should be 

10 imposed on those practitioners not responsive to 
11 remedial activities, whenever the appropriate pro-
12 fessional peers deem such action necessary to pro-
13 tect the public. Depending on the severity of the 
·14 deficiency, such restrictions may include loss of 
15 medical and medical specialty society membership, 
16 loss or revocation of specialty board certifica-
17 tion, restriction or rescission of hospital staff 
18 privileges, third-party payment denials, or suspen-
19 sion or revocation of licensure. 
20 
21 8. The imposition of restrictions or discipline 
22 should be timely, consistent with due process. 
23 Before a restri~tion or disciplinary action is 
24 imposed, the practitioner affected should have full 
25 understanding of the basis for the action, ample 
26 opportunity to request reconsideration and to sub-
27 mit any documentation relevant to that request, and 
28 the right to meet with those considering its imposi-
29 tion. However, in cases where those considering 
30 the imposition deem the practitioner to pose an 
31 imminent hazard to the health of patients, such 
32 restrictions or disciplinary actions may be imp

0

osed 
33 immediately. In such instances, the due process 
34 rights noted above should be provided on an expe-
35 dited .basis. 
36 
37 9. Quality assurance systems should be structured and 
38 operated so as to assure immunity for practitioners 
39 conducting or applying such systems who are acting 
40 in good faith. As indicated in Board of Trustees 
41 Report Z, filed at the 1987 Annual Meeting, the AMA 
42 Committee on Medicolegal Problems is reviewing 
43 state and federal legislation as well as pertinent 
44 court decisions as the basis for developing compre-
45 hensive guidelines on immunity in peer review 
46 activities for both members and nonmembers. 
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'1 10~ To the degree possible, quality assurance systems 
2 should be structured to recognize care of high 
J quality as well as correcting instances of defi-
4 cient practice. The vast majority of practicing 
5 physicians provide care of high quality. Quality 
6 assurance systems should explore methods to iden-
7 tify and recognize those treatment methodologies or 
8 protocols which consistently contribute to improved 
9 patient outcomes. Information on such results 

10 should be communicated to the professional 
11 community. 
12 
13 Recommendation 
14 
15 The Council on Medical Service recommends that the House of Dele-
16 gates endorse these quidelines for quality assurance and encourage 
17 their incorporation and use in any system designed to assure the 
i8 quality of medical care. 
19 
20 The Council will continue its study of quality assurance activ-
21 ity as it relates to these guidelines and, as appropriate, will 
22 submit further reports to the House of Delegates regarding applica-
23 tion o~ the guidelines in specific quality assurance programs. 
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COMMISSIONER 

DEPARTMENT RESPONDS TO RECOMMENDATIONS 

For immediate release 
Wednesday, June 12, 1996 

Contact: Wayne Douglas, Associate Commissioner 
Telephone: (207) 287-4290 

Augusta -- Melodie Peet, Commissioner of the Department of Mental Health, Mental Retardation 
and Substance Abuse Services, announces the following measures that are being taken in response 
to the Augusta Mental Health Institute (AMHI) review team's report on their investigation into 
the death of W rendy Hayne. 

"First, let me assure the public that the Department is committed to the safety and high quality of 
care for the patients at AMHI, and I have been personally assured by AMHI administration that 
appropriate steps have been taken to ensure that patients at AMHI continue to receive the quality 
care that the hospital has historically provided. In addition, AMHI has undergone two Health 
Care Finance Authority and one Joint Commission of the Accreditation of Hospitals reviews since 
the April 6 incident, and all have concluded that the hospital is operating safely and continuing to 
provide quality care and treatment to its patients." 

"I would also like to take this opportunity to publicly thank Don McDowell and the entire Review 
Team for the excellent job that they did investigating the tragic death of Wrendy Hayne. I have 
read the report, and I am taking the Team's recommendations very seriously. The Department is 
committed to addressing each recommendation_in a timely way." 

"'"' . -· 

J:he Department has taken the following steps to address each recommendation: 

Security: 

• As an interim measure, all locks have been changed at AMHI, and a new key policy has been 
implemented. 

• All staff have been trained in the new key policy. 
• The Department has engaged a national security and treatment expert to review hospital 

security policies at the beginning of July. 

PHONE: (207) Z87-4ZZ3 (Voice) (207l 287-2000 (TTY) FAX: (207) 287-4268 



Treatment Issues: 

1. Develop Stability in Psychiatric Staffing 

• The Department has been conducting a campaign to recruit full-time physicians. 
• The Department is creating additional community-based psychiatric positions to supplement 

A.MRI staffing. 
• A.MRI has implemented an expanded training program for locum tenens physicians that 

includes an extensive review of hospital policies. 
• Locum tenens physicians will be required to stay for minimum tenures. 

2. Provide training for treatment staff in the recognition and required interventions in 
abusive relationships. 

• The Department has met with experts in the field of domestic violence, and will be contracting 
to provide domestic violence training to the treatment staffs of AMHI and BMHI, as well as 
community workers within the 7 regions of the state. 

3. Respond to criminal behaviors through the police and criminal justice system. 

• Ai\1HI administrative staff is meeting with the Attorney General and District Attorney to 
establish appropriate working protocols between those departments. 

• Ai\1HI staff will undergo training to better understand appropriate actions in response to 
criminal or threatening behavior. 

4. Clarify policy and procedures regarding the notification of guardians when there is a 
change of patient status. 

• A new policy has been implemented requiring that the AMH1 superintendent, clinical director 
and director of clinical operations review and approve of all patient level changes. 

• Staff will undergo training to clarify hospital policy for guardian notification. Hospital policy 
requires that guardians be notified prior to any change in patient treatment. 

"' 

5. ~mpower treatment teams to take extraordinary steps to protect patients in their charge 
and bring issues to the highest level of administration as necessary. 

• Hospital administration will develop a policy for reporting and addressing any situation where 
patient or staff safety is in jeopardy. 

• In the interim, the Superintendent has issued an order directing any member of a treatment 
team to immediately report any incidences that jeopardize patient or staff safety. 



6. Develop more effective ways for treatment teams to collaborate when there are patient 
treatment issues that involve more than one patient or treatment team.· 

• New protocols will be developed to require patient treatment teams to collaborate whenever 
treatment issues involve more than one patient. 

• The AlvfHI quality assurance coordinator will track all patients who require multi-team 
interventions. 

7. Comply with consent decree requirements regarding the assessment of voluntary 
patients and the appropriateness for continued hospitalization. 

• The hospital is implementing a policy to comply with the Consent Decree, and will confer with 
Plaintiffs and the Court Master. 

8. Clarify the policy on treatment and discharge planning when the individual will not 
participate in planning. 

• A protocol has been implemented to respond to the issue of patients who refuse to participate 
in treatment and/or discharge planning. 

9. Develop policies to provide support to family members post critical events. 

• Understanding the needs of families during difficult situations, the Ethics Committee is 
rewriting the policy and procedures to be taken following any critical incident. Every effort 
will be made to ensure that families are treated with respect and care by ANil-Il staff 

10. Decide on the future of AMHI as soon as possible. 

The Department understands the significance of this recommendation and agrees that a resolution 
regarding the future of AlvfHI needs to be made carefully and expeditiously. 

• The Governor's Maine Task Force on Mental Health will be looking at the appropriate role of 
state hospitals in our changing mental health environment, and the Legislature will address the 
issue of allocating resources. ~ 

• {\M1Il administration will work with staff to allay fears and concerns that they may have. 
• AlvfHI staff will work with patients to assure them of their safety, both now and in the future. 

In addition to specifically addressing the recommendations above, the Department is taking the 
following actions: 

• Through the Productivity Realization Task Force Plan, the Department created the position of 
Director of Facilities Management to oversee the institutions. Rod Bouffard, who has been 
appointed to that position, will bring a team to AlvfHI to support management and operations 
of the hospital. 



• The Department is reviewing all situations identified in the report which resulted in the 
potential failures of staff to comply with hospital policies. Any failure to' comply with policies 
will result in appropriate action. 



MCDOWELL REPORT 

SECURITY: 

As an interim measure, all locks have been changed at AMHI, and a new key policy has been 
implemented. 

All critical locks are changed with most of patient room locks changed. 90% 
complete. 
The new key policy is implemented. 

All staff hve been trained in the new key policy. 
All staff have been trained in new key policy. 

The Department has engaged a national security and treatment expert, Joel Dvoskin, to 
review hospital security policies at the beginning of July. Any recommended changes to be 
implemented by August 1, 1996. 

Joel Dvoskin completed his consultation on 7/12/96 -·awaiting written 
recommendations. 

APPOINTMENT OF NEW HOSPITAL LEADERSHIP: 

Rod Bouffard, Director of Facilities Management, will serve as Acting Superintendent of 
AMHI. 

This is completed. 

Bill Thompson, former Acting Superintendent of AMHI and nationally known hospital 
administrator, will serve as consultant to hospital administration regarding the management 
and operations of the hospital. 

This is completed. 

Dr. Roger Wilson, Clinical Director at the Bangor Mental Health Institute, will serve as 
Acting Clinical Director at AMHI. 

This is completed. 

A team of senior-level psychiatrists who are external to the Department will conduct a 
comprehensive review of all clinical policies and procedures. 

Dr. William McFarland has agreed to chair this review - awaiting confirmation on 
start date. ' 

Richard Michaud will move into the newly-created Chief of Hospital Operations position. 
Richard, who is currently employed by the Department, has a Master's Degree in Hospital 
Administration and extensive experience working in psychiatric hospitals. 

This is completed. 



Page 2 

DEPARTMENT OF UPGRADED POLICES, PROCEDURES AND PROTOCOLS 

DEVELOP STABILITY IN PSYCHIATRIC STAFFING. 

The Department is creating the additional community-based psychiatric positions to 
supplement AMHI staffing. July 15, 1996. 

Financial order submitted 7 /5/96 to Bureau of Budget then to the Governor's office 
for review on 7/19/96 - if the Governor signs it becomes effective. This order is for 4 
psychiatrists - 3 community and 1 AMHI. 

AMHI has implemented an expanded training program for locum tenens physicians that 
includes an extensive review of hospital policies. Completed. 

A training program for locum tenens physicians that reviews hospital policies is in 
effect. 7 /1/96. 

Locum Tenens physicians will be required to stay for at least 3 months. Effective with 
expiration of each current locum tenens term. 

Locum Tenens are required to stay with AMHI 3 months. 

Create additional full time inpatient psychiatric position at AMHI. July 15, 1996. 
This position has been requested through the Bureau of Budget to the Governor's 
office on 7/19/96 for approval. 

Convert one locum tenens position to full time contract position. July 31, 1996. 

Provide training for treatment staff in the recognition and required interventions in abusive 
relationships. 

The Department is contracting with the Maine Coalition for Family Crisis Services to 
provide domestic violence training to the treatment staffs of AMHI and BMHI, as well as 
community workers within the 7 regions of the state. To be completed by August 31, 1996. 

AMHI management staff met with Maine Coalition for Family Crisis Services last 
week. Domestic Violence training fot management staff is slated for 7/24/96, train 
the trainer training is scheduled for August 21-22 with a plan for all s_taff _to be 
trained by September 30, 1996'. The delay is a result of the contractors scheduling 
problem. 
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Respond to criminal behaviors through the police and criminal justice system. 

AMHI administrative staff is meeting with the Attorney General and District Attorney to 
establish appropriate working protocols between those departments. June 28, 1996. 

AMHI adminis_trative staff met with the Attorney General and District Attorney on 
6/28/96. 

Policy to be developed in response to meeting. August 1, 1996. 
A draft policy of working protocols has been forwarded to Kathy Greason, AAG for 

approval (to address criminal behaviors). 

AMHI staffwill undergo training in new policy. August 31, 1996. 
As soon as approved policy returns - AMHI staff will undergo training. 

Clarify policy and procedures regarding the notification of guardians when there is a change of 
patient status. 

A new policy has been implemented requiring that the AMHI superintendent, clinical 
director and director of clinical operations review and approve of all patient level changes. 
Completed. 

This policy is completed. 

Staff will undergo training to clarify hospital policy for guardian notification. Hospital 
policy requires that guardians be notified prior to any change in patient treatment. 

Documented training to be completed by July 1, 1996. 
All staff have undergone training to clarify hospital policy for guardian notification. 

Empower treatment teams to take extraordinary steps to protect patients in their charge and 
bring issues to the highest level of administration as necessary. 

Hospital administration will develop a policy for reporting and addressing any situation 
where patient aLstaff safety is in jeopardy. July 12,} 996. 

A policy to address any situation where patient or staff safety is pending. 

In the interim, the Superintendent has issued an order directing any member of a treatment 
team to immediately report any incidences that jeopardize patient or staff safety. Completed. 

See attached order from Superintend-ent dated June 12, 1996: 
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Develop more effective ways for treatment teams to collaborate when there are patient treatment 
issues that involve more than one patient or treatment team. 

Notify all treatment staff to assess all patients to determine whether there are treatment 
issues involving more that one patient, and, if so, to collaborate with other appropriate 
treatment teams and/or staff. Completed. 

On 7/10/96 - AMHI Medical Executive Committee approved a policy concerning 
collaboration of treatment teams. 

Forma.l protocols will be developed to require patient treatment tea.ms to collaborate 
whenever treatment issues involve more than one patient. July 12, 1996. 

Formal protocols were approved by Medical Executive Committee on 7/10/96. All 
new policies will be pulled together and staff training will be done by July 19, 1996. 

The AMHI quality assurance coordinator will track all patients who require multi-team 
interventions. Completed. 

Nursing Service will track all patients who require multi-team intervention. 
Nursing Service will report this to Quality Assurance who will do a quarterly 

summary for Medical Executive Committee and Quality Operations Committee. 
Comply with consent decree requirements regarding the assessment of voluntary patients and the 
appropriateness for continued hospitalization. 

The hospital is implementing a policy to comply _with the Consent Decree, and will confer 
with Plaintiffs and the Court Master. New draft policy has been presented, follow-up 
meeting on July 3, 1996. 

A new policy regarding assessments was approved on July 3, 1996. Procedures to 
do on-going assessments are in place. 

Clarify the policy on treatment and discharge planning when the individual will not participate in 
planning. 

A protocol has been implemented to respond to the issue of patient who refuse to participate 
in treatment and/or discharge planning. Completed. · 

A new policy was implemented to respond to patients who refuse to participate in 
treatment/discharge planning. This was passed by Medical Executive Committee on 
7/10/96. 

Develop policies to provide support to family members post critical events. 

Superintendent to be personally responsible for making or coordinating appropriate contact 
with families. Completed. 

A policy making family notification a responsibility of the Superintendent was 
passed 7 /10/96. . 
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Review and revise policy and procedures. July 15, 1996. 

Decide on the future of AMHI as soon as possible. 

The Governor's Maine Task Force on Mental Health will be looking at the appropriate role of 
state hospitals in our changing mental health environment, and the Legislature will address 
the issue of allocating resources. October 1, 1996. 

Provide staff support concerning issues regarding the uncertainty of the hospital's status 
pending a decision on the future of the institution. Ongoing. 

The following are some means being used to support AMHI staff: 
A. A psychologist is contracted to work with staff. 
B. Bill Doughty is on grounds to assist with job placement. 
C. Governor King and Commissioner Peet visited on 7/2/96. 
D. Staff meetings are held on a regular basis to keep staff informed of any 

issues. 

DISCIPLINARY ACTION 

In response to the McDowell report, an internal personnel investigation has been completed 
and disciplinary action will be taken against 5 individuals. 

Disciplinary action has been taken against 5 individuals. 



STATE OF MAINE 

M E M O R A N D U M 

TO: ALL STAFF 

FROM: WALTER E. LOWELL, ED . D . , ACT . SUPT . 

DATE: June 12, 1996 

SUBJECT: REPORTING SAFETY CONCERNS 
**************************************************************** 

DEPARTMENT HEADS/PROGRAM DIRECTORS SHARE WITH YOUR STAFF A.S.A.P. 

As a consequence of one of the recommendations in the McDowell 
Commission's report, I am reminding staff to report any situation 
that jeopardizes patient and staff safety directly to their 
supervisor. At all times, staff should feel free to contact 
either the Director of Clinical Operations, Medical Director or 
the Superintendent, directly, if safety concerns are not 
resolved. 

b 



STATE OF MAINE 

M E M O R A N D U M 

TO: ALL STAFF 

FROM: WALTER E . LOWELL, ED , D . , ACT, SUPT, 

DATE: June 12, 1996 

SUBJECT: FOLLOW-UP OF MCDOWELL COMMISSION REPORT 
**~************************************************************* 

DEPARTMENT HEADS/PROGRAM DIRECTORS SHARE WITH YOUR STAFF A.S.A.P. 

As a follow-up to the McDowell Commission report, I am asking 
staff who become aware of close personal and emotional 
relationship between patients to notify your supervisor, Program 
Director or Director of Clinical Operations. This is to assure 
that proactive steps are taken to do joint treatment planning 
concerning respective patients. 

b 



S T A T E OF M A I N E 

Inter-Depart.lnental Memorandum Date June~~, 1996 

To-=7 w==-::;;;~~~=---"'="ff";f-:~r-=':-""r'"-=-'=--=-'-=H~um=an=-~s~e~rv...:..a'~c~e~s~--------
Oept ___ B=MR==I ________ _ 

SUbjeot ____ ~R~e~c~o=mm=~e=n-d=a~t=i~o~n=s=-=c=o=n=o~e=rn=i=n_g.._T_r...__e=aMtm=e~n~t:,_ ______ ~----- ___________ ..,_ .. 

As per your request, I have responded to the following 
recollill!endations put forth by the Independent Team reviewing the recent 
death of an AMHI patient. 

1. Develop stability in staffing. especially psychiatrists. 

BMHI has made it a priority to recruit and retain a stable 
psychiatrist work force. In the past three years there has 
been normal turnover. The hospital also contracts yearly 
with a locum tenens firm t'o supply us with psychiatrists on 
a short and long-term basis. 

2. Train treatment staff in recognizing and intervening in 
abusive relationships. 

When a patient arrives at BMHI a regular admission screening 
process identifies current and past abusive relationships. 
BMHI has also appointed an ad hoc col'll!llittee to study workplace 
violence. This committee is also looking at other various 
types of abuse, or violence. 

3. ResBong__to criminal behaviors through ~olice and the grimin~l 
iustiee system. 

There is a mechani~m.in pl~ce to assure that incidents are 
reported to the Clinical Dlrector·and superintendent. The 
Clinical Director and Superintendent review and report any 
incidents that they determine are necessary to go through 
the criminal justice system. Based on past experience, this 
has been beneficial to both the patient and community at large. 

4_ clarify policies and procedures concerning notifieation of 
guardian about changes in status: 

Guardians are invited to attend Rolling Treatment Team meetings 
on a monthly basis and are contacted between meetings by the 
phy~ician if there is a medication change. Other issues 
involving the Guardian are handled by the Social Worker. 

s. Empower treatment tea.ms to take extraordinary steps to protect 
patients in their charge. 

It is BMHI's philosophy that all staff are encouraged and 
expected to bring safety concerns to the appropriate Treatment 
Team and to Administration. 



6. Develop more effective ways for treatment teams to col1aborate. 

Patients at BMHI move from one unit to another as a function 
of their clinical status. Treatment teams at BMHI are quite 
familiar with each other based on the interaction between them 
that occurs during these transfers. 

Patients receive many clinical services in programs off their 
residential units. This exposes patients and staff from 
different units to each other on a regular basis. 

The Clinical Executive Committee exercises oversight on all 
inpatient units. Its members consist of all Clinical · 
Department Directors, the Clinical Director, the Program 
Services Director and the Superintendent. Its Chair rotates 
quarterly. Members of this Committee are assigned to two 
inpatient units or programs as clinical/adlninistrative 
consultants and meet on a regular basis with their assigned 
treatment teams. Four days a ~eek, the Committee meets at 
3:30 p.m. to flag any emergent isiues. 

The Clinical Executive Committee meets bi-weekly with the 
entire professional clinical staff to review and discuss 
emergent issues. 

The Clinical Director does rounds daily. 

7. Comply with the consent Decree requirement tor assessment 
of voluntary patients in order to determine the appropriateness 
of continued hosgitalization. 

N/A 

8. Clarif2 policies for treatment and discharge planning when the 
individual will not participate in planning.. -

9. 

since 1989 and the establishment of the Rolling Treatment Plan 
procedure, non-compliance of treatment becomes a focus of the 
Treatment Plan. 

Develop policies for Rroviding information and sup~ort to -
family members following critical incidents involving patients. 

At BMHI, when critical incidents take place~ whoever has the 
closest relationship with the guardian and/or family member, 
advises them of relevant information. 

Dist. Commissioner Peet 
Wayne Douglas, Assoc. ColIIItl. 
Rod Bouffard, Dir. Facility Mgt. 

TOTAL P.03 · 



To: Members of the Health and Human Services Committee 
Fr: Commissioner Melodie Peet 
Re: Changes talcing place at the Augusta Mental Health Institute 

June 21, 1996 

Security: 

• As an interim measure, all locks have been changed at AW-II, and a new key policy has been 
implemented. 

• All staff have been trained in the new key policy. . 
• The Department has engaged a national security and treatment expert, Joel Dvoskin, to 

review hospital security policies at the beginning of July. Any recommended changes to by 
implemented by August 1, 1996. 

Appointment of New Hospital Leadership 

• Rod Bouffard, Director of Facilities Management, will serve as Acting Superintendent of 
AMHI. 

• Bill Thompson, former Acting Superintendent of A.MRI and nationally known hospital 
administrator, will serve as consultant to hospital administration regarding the managment and 
operations of the hospital. 

• Dr. Roger Wilson, Clinical Director at the Bangor Mental Health Institute, will serve as 
Acting Clinical Director at A.MRI. 

• A team of senior-level psychiatrists who are external to the Department will conduct a 
comprehensive review of of all clinical policies and procedures. 

• Richard Michaud will move into the newly-created Chief of Hospital Operations position. 
Richard, who is currently employed by the Department, has a Master's Degree in Hospital 
Administration and extensive experience working in psychiatric hospitals. 

Development of Upgraded Policies, Procedures and Protocols 

Develop Stability in Psychiatric Staffing 

• The Department is creating three additional community-based psychiatric positions to 
supplement AMHI staffing. July 15, 1996. 

• AMHI has implemented an expanded training program for locum tenens physicians that 
includes an extensive review of hospital policies. Completed. 

• Locum tenens physicians will be required to stay for a at least 3 months. Effective with 
expiration of each current locum tenens term. 

• Create additional fulltime inpatient psychiatric position at AMHI. July 15, 1996. 
• Convert one locum tenens position to full time contract position. July 31, 1996. 



Provide training for treatment staff in the recognition and required interventions in 
abusive relationships. 

• The Department is contracting with the Maine Coalition for Family Crisis Services to provide 
domestic violence training to the treatment staffs of AMHI and B:MHI, as well as community 
workers within the 7 regions of the state. To be completed by August 31, 1996. 

Respond to criminal behaviors through the police and criminal justice system. 

• AMHI administrative staff is meeting with the Attorney General and District Attorney to 
establish appropriate working protocols between those departments. June 28, 19?6, 

• Policy to be developed in response to meeting. August 1, 1996 
• AMHI staff will undergo training in new policy. August 31, 1996. 

Clarify policy and procedures regarding the notification of guardians when there is a 
change of patient status. 

• A new policy has been implemented requiring that the AMHI superintendent, clinical director 
and director of clinical operations review and approve of all patient level changes. Completed 

• Staff will undergo training to clarify hospital policy for guardian notification. Hospital policy 
requires that guardians be notified prior to any change in patient treatment. Documented 
training to be completed by July 1, 1996. 

Empower treatment teams to take extraordinary steps to protect patients in their charge 
and bring issues to the highest level of administration as necessary. 

• Hospital administration will develop a policy for reporting and addressing any situation where 
patient or staff safety is in jeopardy. July 12, 1996. 

• In the interim, the Superintendent has issued an order directing any member of a treatment 
team to immediately report any incidences that jeopardize patient or staff safety. Completed 

Develop more effective ways for treatment teams to collaborate when there are patient 
treatment issues that involve more than one patient or treatment team. 

• Notify all treatment staff to assess all patients to determine whether there are treatment issues 
involving more than one patient, and, if so, to collaborate with other appropriate treatment 
teams and/or staff. Completed 

• Formal protocols will be developed to require patient treatment teams to collaborate 
whenever treatment issues involve more than one patient July 12, 1996. 



\ 
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• The AlvfHI quality assurance coordinator will track all patients who require multi-team 
interventions. Completed 

Comply with consent decree requirements regarding the assessment of voluntary patients 
and the appropriateness for continued hospitalization. 

• The hospital is implementing a policy to comply with the Consent Decree, and will confer with 
Plaintiffs and the Court Master. New draft policy has been presented, follow-up meeting on 
July 3, 1996. 

Clarify the policy on treatment and discharge planning when the individual w:ill not 
participate in planning. 

• A protocol has been implemented to respond to the issue of patients who refuse to participate 
in treatment and/or discharge planning. Completed 

· Develop policies to provide support to family members post critical events. 

• Superintendent to be personally responsible for making or coordinating appropriate contact 
with families. Completed 

• Review and revise policy and procedures. July 15, 1996. 

Decide on the future of AMID as soon as possible. 

• The Governor's Maine Task Force on Mental Health will be looking at the appropriate role of 
state hospitals in our changing mental health environment, and the Legislature will address the 
issue of allocating resources. October 1, 1996. 

• Provide staff support concerning issues regarding the uncertainty of the hospital's status 
pending a decision on the future of the institution. Ongoing. 

Disciplinary Action 

• In reponse to the McDowell report, an internal personnel investigation has been completed 
and disciplinary action will be taken against 5 individuals. 
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c. An [nc:c.::~t ?..:;;art su.rrunar...::.:...-:g :he :ni.ssi.::::g '.<e:,-(s) ._ ... ill be ;:r:;:ar::d by the ,u'.lif :n:::::::e: ,o whom the k::,-s befcr:g ?ricr :o 
!~v'ing work :or u':.e c!..1y. i:°:"le -;,.-r:ne:i ~e;;or::. · .... ;11 prcvic.e .:m ac::::r::te desc::ptica a{,.'::: ke::s. 1Yhe:-: t.hey may have cee.:::: !cs: c, 
,.o{e:i. :md 1vhen they we:--= ::.cte:i 1S missing .. .iJso tr:c:uc.e an :::c..:c::cion of secar:ry prcbie~..s assac:ace:i wi~'l. c.he sp~:£.c se~ cf 
keys .. .1.J1y addition iru:ofu"..2.dcn chat cculd J..Ssisr. in ~'-:.e ,~eve::,· or irrune:::..iac.e 3.c:icr'.S r!ecessary ,o preve:::: :':lr~'l.e: bre2c~es of 
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l. D~or of:-fospici Se:!:"ric=s 
Direc:or of CliniC""...l Cpe:-:rnons ~nci N'ursing 

J. Swicc::ooard • \Viil :i.or:ify the L.ocksrn.ic.1. 
Ma.i.1 R.aom 

5. Chie.f ~'lgine=: 
· 6. Building Maince::-..a.,c:: Supe~ • .:nende::.c 
7. P:ugr:un Sa-11c::s Oir::-:::cr of the ·a.if*d c--._:iime::t unir.(ii applic:ible) 
3. De,:an:ne::t he:id of Jfe:::ed ~(ii J.pplic::bie) 
9. Clinid ~ .\tfa.ng::: 

ci Upoa rec:fot of the wria:e:i i..ccic.:nt ,e;:orc t.he Clinid Risk Man.age: will notify the above individual or de;::~ent he:1d by 
wria::n me~o of the missinz k::ys. Tne Clinic:tl Risk :\-(ange:, Building M.ainte!12llc:: Super.ncendent, Chief Engineer and 
Dire:::or of HoS'Oical Se.--vic~ will make rec::imme:id.acions to the Sare~ Commia:ee for changes to locks base:! on the incident. In 
the event a key is missing that is used in m ::.--a::-e::nely sensitive~ the kl!'/ will be re?iac:d as soon as reisanable to rnaiuraio 
proper sec-Jricy. · 

. -. 



e. ~rting of missing key on Wci-c.:.ds.. Ev~gs. Nights and Holid:Iys will by a verbal report to chcir im=o::iiate ~risor:c 
funb.crrc:porring. Th.c: immediate supc::visor LS rcsponsililc for I10ci:fying the following for acion as rcqo:L-=i. The wrict=:I. 
indd.c::It ~rt will be filed ~-ugh11onnal ch~nne1s · . . 

1. Nurse on Dmy (NOD) 
2. Administrator on Call (AOC) - will c:lrr/ on function outlined. in b. 

3. Night Eng:in= 
4. Switcb.boarrl- Will notify tb.e Loc.'<:s:mith on the next normal work day. 

f. Annually, as part of ongoing s-...an sa.fe:y tr.lining. in cbe Oc::-.iparional He:tlth and Sare~/ Class. this key ;::-::c::::::u..-= will be 
rcnforcl 

g. All missing keys that m: found must :-e given co the Switc!lboard for ide::itific:irion and reru.~ co tb.e aw1:::-. 7ile Switcb.!:::card 
will norif/ tb.c Lodamith when keys~ ~ro..raed for id.::itiiic:n.ion of the owner and se::-.uing oftb.e !c.::rs :u: ::::.e loci: s.hop unci 
tb.c kcvs arc rcrumed co the owni::-. 

h. A1Tf ~ nae properly ac::o · g :or :ui';r.1r-.ng m.y key chat will allow ge::ier:il ac::::ss co patie::ic ar=s ?.ill be subj~ :o 

disciplinary action./ a~ - iJ y 
APPROVED: -,Y-, w-1)'/ 

. Walt::: Lowell. =d. D .. Ac:. Su~:~...::te..r:.c.cr.. . ..\..vfl-:J April 24, 1996 -~ ):-

. --
..... · ... ·· 



AUGUSTA ME:"fTAL HEALTH INSTITUTE 
KEY SECURITY 

·. POLICY ADDENDUM 
April 3, 1996 

Proce<lures to be followed for missing keys: 

a. A concentrated effort will be made to immediately find the missing keys. Additional staff will assist in 
the search when keys :ire believed missing on a patient treatment unit or in areas that patients have access. 
In any siru..1tion where keys are lost it is of the utmost importance to find the keys as soon as possible and 
establish that patients do not have access to the keys. The e:-..cent of a senrch will depend on the 
circumstance of the missing key. 

c. An Incident Report summarizing the missing key(s) will be prepared by the staff member to whom the 
keys belong pnor to lc:i\·ing work for the day. The written report will provide an accur:ite description of 
the keys. where they may have been lost or stolen and when they were noted as missing .. .\.!so include an 
indication of seeuriry ;Jroblems associated with the spe-.:i.fic set of keys. A.ny addition informaµon that 
could assist in the recovery or immediate actions necessary to prevent further bre:iches of security will be 
included in the report. A verbal report must be made to the immediate supervisor for further reporting. 
The immediate supervisor is responsible for notifying the following 

I: Direc:or of Hospital Services 
.., Direc:or of ~ursing 
J. Switchboard - Will notify the tock.smith 
-+. Mail Room 
5. Chief Engineer 
6. Building ~✓raincenance Superintendent 
7. Program Services Director of the affected tre:iunent unic.(if applicable) 
S. Department head of J.ffected area.(if applic:ible) 
9. Clinical ~sk ~f.anger · 

d. Upon receipt of the written incident report the Clinical Risk Nfanager will notify the above individual 
or department he:id by written memo of the missing keys. The Clinicil Risk ~f.anger, Building 
Maintenance Superimendenl Chief Engineer and Direc:or of Hospital Services will make 
recommendations to the Safety Committee for changes to locks based on the incidenl In the event a key 
is missing that is used in an extremely sensitive are::i. the key will be replace as soon as reason.able to 
maintain proper security. 

e. Reponing of missing key on Week-Ends. Evenings. Nights and Holidays will by a verbal report to their 
· immediate supervisor for further reporting. The immediate supervisor is responsible for notifying the 

following for action as required. The written incident report will be filed through normal channels. 

I. Nurse on Duty (NOD) .. 
2. Administrator ori Call (AOC) 
3. Night Engineer 
-+. Sv.itchbonrd - Will notify the Locksmith on the ne:-..1 normal work day. 

g. Annually. staff will be reminded of the importnnce associated with the keys during the Occupational 
Health and Safety Class. 



May 7, 1996 

ADD: 

AUGUSTA :VIE~TAL HEALTH INSTITUTE 
Kev Policv 

" " 
Addendum #2 

Emolovee Transfer Our: When an employee transfers from one unit to anorher it is the 
responsibility of the currenc supervisor or deparnnenc head co assure keys mac~ no longer needed 
gee rerumed to Maintenance. The Employee· s record will be brought up to date by rhe Lock.smith 
when the keys ;ire rerurned. 

Emplovee Transfer In: \.\'hen an employee cnnsfers from one unit to another it is the .. 
responsibility of che new super.riser or deparnnenc he:id to.assure keys necessary for the employee 
to do rheir job ;ire available. If additional keys are required it is rhe responsibility of the new 
supetvisor co complete a key issue slip and process ic through proper channel co the Locksmfrh. 
The Employee· s record will be brought up co dace by the Lock.smith when the keys are issued. 

Emolovee Termination: When an employee terminated emplo:-ment at . ..\ugum :;fenL'.l! Hdth all 
keys will be turned in co Human Resources. The keys being returned will be listed on a prepared 
form to be used as a receipt for keys from employees. A copy of the form and keys will be 
returned to the Locksmith for record changes an filing. 

Approved: 

Walter Lo\vell~ Ed.D, Act. Superintenden~ A1vf1-il . May 14, 1996 



FIRE KEY: 

AUGUSTA JVI.ENTAL HEALTH lL'l"STITUTE 
Key Policy Addendum 3 

June 17, 1996 

Your, Fire Key mu.st be properly attached to your set of Augusta Mental Health Institute 
keys at all times. Tnis is necessary to allow identification of all keys if lost, misplaced or other 
wise not in your possession. Tb.is policy applies to ALL personnel issued keys, without regard to 
employer. It is your responsibility to properly secure and take proper care for property belonging 
to Augusta Mental Health Institute. Violation of this policy will result in Disciplinary or Legal 
actions at the discretion of me Superintendent of the Augusta Mental _Health Institute. All 
supervisors are responsible for monitoring their immediate staff to ensure Fire Keys are properly 
attached and will take immediate action to correci: all violations. 

KEYS ISSlTED TO NON AUGUSTA i\tfENTAL HEALTH INSTITUTE EMPLOYEES: 

Non Augusta Mental Health Institute emplyees will be issued keys only if one of the 
following conditions apply: 

1. Employee of the Department of Mental Health, Mental Retardation and Substance 
Abuse, plus demonstrate a need related to patient care. 

2. Work at Augusta Mental Health Institute for more then thirty hours per week, plus 
demonstrate a need related to patient care. 

All exceptions mu.st be approved by the Superintendent or his/her designee. It is expected 
that there will be very few exceptions because of the importance of security in our environment. 
If the Designee disapproves a request for key the applicant may file an appeal for consideration 
by the superintendent. The Superintendent's decision will be final and no additional appeals will 
be accepted. 



M 1:!:MOH.ANDlJM 

DA TIC: 

TO: 
FROM: 

RE: 

May 8, 19% 

Physicians and Program Service MAn.:1gcrs 
Walter Lowell, Ed.D . Superintc:ndcnt 
Douglas Gowler, MD, Acting Medical Director 
Katherine Guilbault, RN. MS. Director of Clinical Operations 

SPEClAL DIRECTIVE : Patient Levels 

This directive is effective immediately and until further notice: 

Patients who are under Emergency Invo[untnry Committmcnt (blue papers) a.nd patients 
for whom an Application for District Court (white paper) has been submitted will be 
permitted otr the Unit QQl)'. with 1: 1 superv1s1on by AMH L statt'. Such patients will be 
pern1itted off grounds only for scheduled appointments . and then only when escorted by 
AMH.1 staff 

Any new decisi()n to increase the level (that is, any decrease in supervision) of a patient 
who is commirted to AMHl must be approved by the Superintendent, the Medical 
Director and the Director of Clinical Operations prior to implementation. Committed 
patients for whom re-application (application for re-committment) has been made will be 
treated like any other committed patient. 

cc: N. Bouchard 
A. LeBlanc 
J. Cha.mpine 
L, Diket 
B. Gagne 



DATE: 

TO: 

FROM: 

RE: 

MEMORANUUM 

May 28, 19% 

Levels Revision Reviewers 

Ann LeFHanc, Ph.D. 

Revision# 3 

I have taJ<cn your ideas And come up wich a NEW, IMPROVED; SIMPLIFIED version of che revision or 
the revision of the levels system change. Please note that the difference between 1: 1 and "shadowing" is 
not included· this will need a change in other procedures first. AL this point. there is also no change in 
the restriction of patients on blue papers or awailing a hearing. Please remember.that this does not appl)' 
to re-application to court, only new applications. 

T made the whcle thing into a diagram that I hope is self-explanatory . wich Lhflnki; to Dr. Hm1f.r, who 
origirrnlly did it ch.is way. Please notice that we have gone from 6 levels Lo 4, with fewer and more general 
clinical descri plor~. J' m not sure. bull lhink that this would rrtlikc it e.:ii;ier for pMlent!'l whn hAvl•. h~('.n 

here a long time to get off the unit and/or off grounds - there's more wiggle room. 

Take a h)ok at this and scrnJ me comments -

Thanks! 



Revision # 3 - Proposed Levels System 

Purpose: 
The level system is intended to as5ure that all patient:, have access to exerci30 and 

fresl1 air, as well as activities on and orr grounds, at a level of participation that is consistent with 
their cliniool condition. The level:, syotcm i~ dcoigncd to encourage patient functioning at a 
maxirnum level of autonomy within sensible limits according to clinical capacity, The patient's 
clinical condition will be repeatedly assessed by the tre~tment te0m in ord~r to f:ln.511rA S-'lfAly ;:inri 
maximum participation in therapeutic activities. Clinical observations of behavior that justify 
A~~h IAVP.I will hP. ~le"'rty r.1oc.1,1m1?.11tP.rl whAn :=t~Rionina rl r,;:itiAnt IAvAI. 

GF!ner.iil Levels PrncAdul'P.i:i: 
Each patient level v1ill be reviewed at least daily by the psychiatrist in consultation with 

other members of the treatment team. This may be aone in routine staffino meetlnqs. ChanQes 
in levels are made by the psychiatrist in consultation with the clinical team. When making a 
chanqe in level, the psychia(rist will document those clinical observations pertinent to the 
change. 

• Each patient's clinical team should try to anticipate increases in level that migr,t become 
appropriate over the week-end, with special attention to holiday week-ends. Detailed descriptions 
of patient changes that would support or fail to support an increase in level should be included in 
a progress note to assist the physician on duty. In general, increases in patien( level will not be 
made over the week-end wrthout such advance planning on the part of the treatment team. 

At the time of admission, a patient Is generally placed on Level o until assessea oy me unit staff. 
Any special obse!Yations, such as oh eeks, Constant Observation or 1: 1 supervision must be 
ordered by the physician or physician extenaer at me time or admission. No patient w111 be 
restricted to the unit for more than 72 hours without -~ review by the full clinical team. 

All patients under Emergency Involuntary Commitment (blue papers) and all patients for 
whom an Application for District court commitment has t:Jeen mea wtll be Level o, All 
decisions to increase the level of District Court committed patient must be approved in 
advance by the Superintendent, the Med(Cal Director and the Director or Gllnlcal 
Operations. 

Patients may make request for a change in level at any time, although sucn request wlll be most 
expeditiously managed at Morning Meeting. Such requests will be revrewea by tne psyctilatrlst 
daily. The decision to change a patient's level, and the rationale for the decision will be shared 
directly w1tn tne patient. 1-'attents will be asststect to plan requests for level change:.-, in 1:1uvanc1:i in 
order to minimize delays required in order to provide thoughtful clinical review. , ./ 

A physician's crder :s required for all level changes. In an emergdncy situation, however, the RN 
.. may reau::::e a patient's level tu ~ mori;, 1!:l::;tliulivt:1 lt,;vi:,I with immediate follow-up by telephone to 

obtain a physician or physician extender's order. A medical assessment and written order for the 
c.;l1~Hl\J!:: 111u~l ll1t:111 L.>t, ul.Jlai11t:1d within two hours. such a restriction will be eHective fro a 
maximum of 24 hours. at which lime a re-evaluation of the level by a psychiatrist must occur. 

NOTE: Specific procedures and documentation requirements rnust be followed whenever 
5pecial observBtion:s, seclusion or re,tr6int are needed. 

Cach Program Oervices Manager will mointcin a daily unit conew: sheet lis1ing lhe current level 
for each patient on the unit using the Clinical Services Patient Status Levels Form. 



Level 

Clinical 
Observations 

On Unit 
Options 

On Grounds 
Options 

Off Grounds 
Options 

AMHI Activities Levels 

LevelO 
, I 

I 

; 

Dangerous lo self 
or others 

Behavior Cc11not t>e 
managed off unit 

Seclusion/restraint 
COR 
1:1 on unit 
15' - 60' checks on unit 
Independent on unit 

None 

None 

Level 1 

Not dangerous to self 
or others 

May need help to care 
for self, follow daily 
schedule 

15' - 60' checks on urnt 
Independent on unit 

L_ 

11:1offunit 
rupervised groups 
15'-6(1 blocks, 

: 1-4 X daily 
I 

L 

Supervised grou:,s 

7 

Level 2 

Not dangerous 
Vlay need reminders :o 

care for self, fc,llow 
schedule 

Can maintain personal I 
safety · i 

lndcpenderit 

Unlimited 

With 1on-AMHI staff 
~ 2 hours pass 
Overnight short leave 

( 1 night) 

Level 3 

Can mainlain personal. 
safety 

Cares for self, 
folbws sched1le 
i ndependentl;· 

I ______ j 

Independent 

Unlimited 

Overnight passes 
. (~ 1 night) 

.; 

jTakes bus to activities , 
jTCS I 
I __ ! 



: 
b. Off-ward levels may not be used to punish, coerce, encourage or othe~se require 

patients to attend activities or treatment. Treatment is voluntary, subject only to 
psychiatric emergencies. treatment allowed by an Administrative Hearing or treatment 
al lowed by a guardian. 

c. Any restriction must be individuo.1, structured to the pntient's clinical needs nnd supported 
in the patient's cha.rt. 

Off-ward levels are based upon clinical assessment of issues surrounding individual care needs. 
No one may be denied off-ward access solely because of status of "pending District Court..'.' At a 
minimum, levels must be reviewed o.t ea.oh treatment plMning conference. Patients' requests for 
level advancement must be reviewed as soon ~ possible. 

Off-Ward Level Definitions: Off-Ward levels require a medical order. 

Re:1tricted to ward for 72 hours (may be renewed with clinicul justifi~tion). 

Level 1: 
lA:!Vel 2: 

Level 3: 
Level 4: 

Off-ward with staff only (specify if 1: 1 or special conditions) 
Limited. off-ward unsupervised (for example, for specific blocks of time or 
to certain destinations) 
Off-ward UllSU~"\'ised, ad lib 
Off-ward and off-grounds, unsupervised 

All patients, regardless of level, are expected to be on the unit for me.al times and for change of 
shift. However, staff in the various treatment areas (ARC or the Gym) may call the treatment unit 
on behalf of a patient in order that the patient can be accowitl,1'1 for al meal tunes or at change of 
shift. Wards may set reasonable hours after which a patient may go out in the morning and by 
which they must return in the evening. 

OFF/ON GROUNDS ACCESS 

The Institute shall grant on and off-ground access, within statutory limitations, in keeping with the 
need for participation in and interaction with the conununity and it3 re$0urces. Such access is 
granted to patients on an individual basis, who, as determined by the professional staff, and 
authorized by physician's order have the ability to comprehend the extent of the access and the 
capability of re<lponding appropriately. 

It is the responsibility of Lhe staff to be knowledgeable of the patient's status, needs, and nny 
restrictions which may apply. The Institute recognizes that patients whose legal status requires 
them to be supervised during ofi:ward access are entitled to frequent exercise and activity off the 
ward relarive to the custody and therapeutic requirements of the Institute as a \\'.hole. 

The Treatment Team is n:sponsible and account4blc for, as port of the individual treatment 
program, the appropriateness of on and off grounds access. Specific concerns which must be 
considered are: 



r ~.,.~ 

a. ability to care for oneself~ 
b. indications of dangcrousneas to aclf/othcrs 
c. high probability community disruption based on demonstrated past history; 
d. past and potential compliance with restrictions or access; and 
e. statutory limitations. 

The Treatment Team may determine, as part of the individuaJ1s treatment program, that it is 
inappropriate for a voluntarily admitted patient to have on or off grounds access. Those 
voluntary patients who are not willing to comply with restrictions imposed by their treatment 
program and request leave, may be discharged. If, however, the patient is found, upon evaluation 
by a qualified mental health professional, to be appropriate for commitment under the criteria 
established by law, emergency inYoluntuty admission papers should be initiated nnd the patient 
retained involuntarily. 

Before on-grounds access is granted. responsibilities associated with this access shall be discussed 
with the patient and a signed agreement shall be filed in the patient's record. 

'Patients may be granted access in pairs when clinically indicated and this procedure will be 
monitored by the· case manager/primary therapist. 

Whenever a pass permitting off grounds visits is issued, there must be documentation that the 
patient ha5 been informed of the conditions attached to the pa.,s and of the circumstances under 
which the pass would be cancelled. The condi::ons must be documented in the patienr's record. 
The pass should be issued only after assuring documentation that the patient has signed an 
agreement understandin2 and abidini to these conditions. 

Whenever nece5sary, a. monitoring .system will be implemented by the unit staff to ensure that 
patient checks are made as appropriate. The frequency and method of such checks is to pe 
determined on an individual basis. Access levels for Legal Hold patients will be monitored by the 
FnrenRic Treatment Unit. 

Emergency InvolWltary Status 

' . j 

Decisions about off/on ground~ a.cces.~ for patientR who are on emergency involuntary status (blue 
papers) or for whom an Application for District Court Commitment (white papers) have been 
filed are matlt: on tht, llaitle individual~ed, ~lin.ical basis il8 described a.hove. When such patii;nt-3 . 
have off-grounds access, however, they will be accompanied by AMHl staff. Patients who are 
already Court Committed and are awaiting re-hearing may be assigned off-grounds access without 
.AMHl staff when their condition W8.l'Tant.cl, according to the off-ward levels policy(J.Ml.SJ 

. ... 
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f. lf a reporter or other individual is found on a ward without permission of the 
Superintendent/designee, that individual shall le.ave the areA until ~uch Rpprova.l is 
received. 

CORRESPONDENCE 

In order that eadi p11.lii:ml h!U! a. reasonable opponunlty to communicate with relatives and others 
in the community, the Institute will provide Miting materials and postage adequate to mail at least 
one letter per day for each inpatient who is unable to procure such items. 

Exceptions: 

a. If staff believe that mail contains contraband, such mail may, upon the written order of a 
physician ahd Superintendent, be subjected to physical examination in the patient1s 
prese.nce. 

b. Any illegal items found during such an examination may be confiscated by the facility. 
c. Any other contraband shall bee held in safekeeping, and returned to the patient upon 

discharge, except that no medication shall be released without the au1horization of a 
physician. 

d. Any exception to the right to communicate by ma.il must be explained to the patient. The 
justification for any such exception, and an itemized list of any materials confiscated must 
be documented in the patient's permanent treatment record. 

e. Additional procedures will be developed to assure security in the cases of forensic 
patients. 

f. If staff believe there is a therapeutio justification for any patient without funds.to conduct 
correspondence in excess of one letter per day, special arrangements can be made with the 
Assistant to the Superintendent to provide necessary funds for postage. 

OFF-WARD LEVELS 
' ./ 

The Kights of Recipients of Mental Health Services provide that all inpatients are entitled to be 
treated in the least restrictive appro{>riate setting to rneet their needs. It also provides that all 
inpatients are entitled to a reasonable opportunity for physical exercise and recreation, including 
nccess to outdoor activities. At no time shall access to re~realt::l outdoors, or to be off the ward, 
be treated as a privilege which the patient must earn by meeting certain standards of behavior (see 
Consent Decree Paragraph 159). 

a. Going off the ward is a right, not a privilege, Patients may be restricted only for clinical 
safety reasons, (danger to self, danger to others, elopement risk, phyHical illness, refusal to 
dress properly for the weather or significant and ongoing problems with refusal of 
nutrition or penonal hygiene). 

T.vl: hvl 



SEXUAL BEHAVIOR 

During hospitalization the patient's primary responsibility is to make choices which promote 
health. In general, sexual involvement while hospitalized may not contribute to this goal. 
Nevertheless A.i\1HI recognizes sexuality as an inherent part of every individual's being. The , . 
purpose of these guidelines is to assist staff to: 

a. ensure respect for patients rights; 
b. ensure safety of vulnerable individuals; and 
c. ensure the best possible provision of effective treatment. 

Tb.is policy is also intended to ensure that individuals are actively supported in developing and 
expressing their own sexuality in accordance with their own values. MfHI recognizes the right 
of capacitated patients to engage in mutually consensual sexual activity within the bounds of 
conventionally accepted expectations of privacy. Furthermore, when making decis_ions about 
sexual activity, a central consideration must be that such behavior affects more than·just the two 
people involved. Al\1HI rejects the view that all patients are presumptively incapacitated and 

unable to engage in sexual decision-making. Decisions pertaining to capacity shall be made on an 
individualized basis by appropriately credentialed professional staff as follows: 

a. the initial evaluation of capacity made at time of admission will be considered an 
assessment of the patient's ability to make decisions, sexual and otherwise, until such time 
as additional evaluation is warranted; 

b. assessments of capacity for sexual decision-making will be undertaken as frequently as 
needed to ensure that patients are not unduly restricted; 

c. patients will not be restricted from sexual activity basedmlely on length of stay, 
residential location within the hospital or other non-individualized criteria; and 

d. when potentially dangerous or exploitative sexual behavior is observed between patients, a 
specialized assessment of capacity pertaining to sexual decisioEITiaking will be completed 
by appropriately credentialed professional staff. 

Depending upon results of the individualized assessment, any one of the follpwing actions may be 
pursued: 

a. if the patient is found to lack capacity to make inforned sexual decisions, the treatment 
team will meet to devise a plan for the protection and education of the patient and may 
impose restrictions in conformity with patients' rights regulations; or 

b. if the patient is found to have the capacity to make informed decisions, the team may still 
make individualized recommendations for safe and norexploitative sexual behavior; or 

c. if a patient, capacitated or not, is engaging in unsafe or exploitative behaviors, the 
treatment team recognizes its obligation to protect and educate that patient to the extent 
necessary to prevent physical/emotional harm to that patient or another patient. 

:._ 



When a patient who is under FULL GUARDIANSHIP expresses a desire for a sexual 
relationship, AMIIl staff will consult with the guardian recognizing the principles set out above: 

a. if the guardian does not object, AMHI will not interfere with the relationship; 
b. if the guardian objects to the relationship, the patient may request a clinical evaiation of 

his/her ability to make sexual decisions. Should the patient be found to have the ability to 
make informed sexual decisions in his/her best interest, a meeting with the patient, 
guardian ~d AMHI staff will be arranged to attempt to negotiate an acceptable solution; 
and 

c. if the patient is found to have the ability to make sexual decisions and, after an attempt at a 
negotiated solution, the guardian continues to reject the patient's ability to make such 
decisions, the patient may be assisted to petition the probate court to resolve the issue. 

Individualized recommendations for safe and noRexploitative sexual behavior will be provided for 
every patient who either wants such guidance or is seen by the treatment team as needing such 
counseling. 

SEXUAL ACTIVITY BETWEEN STAFF AND PATIENTS 
IS STRICTLY PROHIBITED UNDER ANY CIRCUMSTANCES. 



STATE OF MAINE 

M E M O R A N D U M 

TO: ALL STAFF 

FROM: WALTER E. LOWELL, ED.D., ACT. SUPT. 

DATE: June 12, 1996 

SUBJECT: REPORTING SAFETY CONCERNS 
**************************************************************** 

DEPARTMENT HEADS/PROGRAM DIRECTORS SHARE WITH YOUR STAFF A.S.A.P. 

As a consequence of one of the recommendations in the McDowell 
Commission's report, I am reminding staff to report any situation 
that jeopardizes patient and staff safety directly to their 
supervisor. At all times, staff should feel free to contact 
either the Director of Clinical Operations, Medical Director or 
the Superintendent, directly, if safety concerns are not 
resolved. 

b 



TO: 

FROM: 

DATE: 

SUBJECT: 

STATE OF MAINE 

M E M O R A N D U M 

ALL STAFF 

WALTER E. LOWELL, ED.D., ACT. SUPT. 

June 12, 1996 

FOLLOW-UP OF MCDOWELL COMMISSION REPORT 
**************************************************************** 

DEPARTMENT HEADS/PROGRAM DIRECTORS SHARE WITH YOUR STAFF A.S.A.P. 

As a follow-up to the McDowell Commission report, I am asking 
staff who become aware of close personal and emotional 
relationship between patients to notify your supervisor, Program 
Director or Director of Clinical Operations. This is to assure 
that proactive steps are taken to do joint treatment planning 
cbncerning respective patients. 

b 
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b. advise the provider as to what is needed (whether its an admission interview, team 
conference, or other matters); 

c. for billing purposes AMHI pays the provider from the time they leave their home to the 
time they return home, referred to as a "portal to portal fee". The amount charged by 
hour to AWil is determined by the interpreter or by the agency that assigned the 
interpreter. Cost for services are higher for nights, weekends and holidays; and 

d. the provider must present a bill for payment which is sent to the Chief of Hospital 
Services. billing should include the following details: 

(1) name of provider 
(2) name of patient 
(3) hours of service 
( 4) date(s) of service 
(5) signature of a ward nurse/nurse manager indicating these services were 

provided, as detailed in the billing. 

The time when an interpreter comes in is an excellent time to plan ahead for other needs 
(interviews by various disciplines, treatment activities, etc.). Each patient presents different 
needs, however. One could contract with the interpreter to return daily for a specified length of 
time to provide services for a client. Its more effective to plan ahead then to try to find this kind 
of service on short notice. 

GUARDIAN/PATIENT REPRESENTATIVE, NOTIFICATION OF 

It shall be the policy of the Augusta Mental Health Institute to notify guardians, public or private, 
in any issue of informed consent and or in any of the following circumstancesln cases of 
pending guardianship, DHS, BMR or the pending private guardian is to be considered the 
patient's representative and must be kept informed relative to the following: 

When notifying DHS, BMR and the assigned case worker is unavailable and a decision is needed, 
the caller should speak with the supervisor or manager. When contacting a private guardian and 
the guardian is unavailable, the physician will make a decision and document whether they hold 
treatment until guardian is reached or whether the value to the patient mandates treatment in the 
absence of consent. In the absence of consent and treatment is ordered the guardian will be 
notified as soon as possible. 

:MD/PA notifies the guardian/patient representative about the following: 

a. Informed consent regarding voluntary admissions. 
b. Consent for treatment. 
c. Any change in treatment provider(s), i.e. M.D. 
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d. Medication and other treatment changes, including cessation of medication. (Do not need 
to notify DHS of PRN medication usage, provided the general order has been approved, 
includes both P.O. and I.M. situations. Also use of over the counter medications on the 
back of form PR-8 or PR-8A if the guardian has signed the form. 

e. Changes in patient's condition. 
f. Any physical problems requiring evaluation and/or treatment at medical hospital. 

RN/LPN notifies the guardian/patient representative about the following: (as soon as 
practicable, but no more than one hour post occurrence) 

a. Any S.R.C. or rcS":..:.-3.int episode (does not include use of protective devices providing 
general order has been approved by D.H.S. within one hour of occurrence). 

b. Patient transfer to other units and/or KVMC before the fact (regardless of the reason). In 
cases of medical emergencies, notification may occur as soon as possible after the transfer 
to the medical center. 

c. Injuries or incidents (includes patient to patient sexual behavior, staff to patient incidents) 
including suspected patient abuse, neglect or exploitation, as soon as practical after the 
event, but no more than one hour post occurrence. 

d. Guardian's ward being placed on S.L./C.S. (before the fact), U.A.L., A.W.O.L. 
e. Any-change in treatment provider, i.e., RN. or L.P.N. 
f. Any change is privilege level, before the fact. 

Social Workers notify guardians/patient representative (with sufficient notice so that they 
may attend or address patient needs) about the following: 

a. Meetings regarding the guardian's ward, i.e. treatment planning, team conferences, etc. 
b. Pending District Court commitment hearings or other court related issues. 
c. Plans of discharge and of discharge, before the fact. 
d. Any changes in treatment provider, i.e., Social Worker 

Guardians, whether they be from the Department of Human Services, Child or Adult Protective 
Services Divisions, Bureau of Mental Retardation, guardians shall have the same access to patient 
records as is outlined in other parts of this policy manual. They shall have the right to file 
grievances and to_make informed consent decisions regarding treatment. Treatrp.ent decisions 
shall be made with the guardian's consent, except in the case of an emergency. In cases :Jf 
emergency where the guardian cannot be reached for consent, treatment shall proceed; however, 
the guardian must be contacted at the earliest possible moment. 

l 

The procedures for establishing guardianship can be found under Social Services Procedures 
Relating to Guardianship. Other references to guardianship can be found in policies in this manual 
relating to the establishment of informed consent and other patient rights policies. 

Do not notify D.H.S. or B.M.R. for: 
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a. the finding of the examining physicians or licensed psychologists; 
b. the specific process of the protective proceedings recommended; and 
c. the available options for review of such findings, including the option of additional 

professional opinions, involvement of an additional party of the patient's choosing in any 
subsequent discussions of the issues of capacity and treatment, or other appropriate 
measures. 

Where, in the absence of a recommendation for a hearing, it is indicated that an adult patient lacks 
the necessary capacity to give informed consent, protective proceedings in accordance with law 
shall be initiated. Where possible, consideration shall be given that guardianship or 
conservatorship be limited in regard to specific areas of incapacity, and reviewed pe_riodically. 

REFUSAL OF TREATMENT: Patients whether voluntary, involuntary, or emergency 
involuntary with unimpaired capacity have the right to refuse any specific treatment. When a 
patient refuses a specific form of treatment the Assistant to the Superintendent will be informed 
immediately, where upon a physician or licensed psychologist not having direct responsibility for 
the patient's treatment shall examine the patient regarding the need for the treatment. When any 
such patient refuses a specific treatment, the proposed treatment and a range of appropriate 
alternatives shall be explored with the patient by the treating physician and representative of the 
treatment team. This process shall include but is not limited to: 

a. the presentation in a treatment team meeting of the treatment information already 
provided; 

b. the adequate provision to solicit the patients's opinion and suggestions in the development 
of treatment alternatives; and 

c. documentation, which shall include, but is no limited to: 

(1) the refusal of treatment including the patient's reason for refusal; 
(2) the recommendations made by the treatment team and/or the examiner; 

(3) the alternative treatment methods considered; and, 
( 4) the result of attempts to formulate alternative treatment plans, including 
documentation of maximum patient participation in discussion and formulation of 
plans. ; · I 

11 

Discharge of Treatment-Refusing voluntary Patients from Inpatient Facilities: Discharge of 
voluntary patients from the hospital may only be considered after the steps above have been taken . 
and it is found that no alternative treatment plan can be developed. In this event, discharge may 
occur after: 

a. notification of patient; 
b. attempts to involve the patient in the formulation of a discharge plan 
c. at least one day prior notification of a designated family member, if feasible and expressly 

permitted by the patient. 

1/2-4/4 
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ADV AN CED DIRECTIVES (Medical) 

NOTE: Advanced Directives include Living Will Declarations and Durable Powers of Attorney. 

The purpose of this policy is to: 

a. provide for the distribution of written information to patients concerning their right to 
make decisions about care; and 

b. establish procedures to support effective administration of patients' Advanced Directives 
(AD) at AW-II, ensuring compliance with the Federal 1990 Patient SelIDetermination 
Act (OBRA, Section 4206) Statutes Annotated. Title 18-A, Article V, Part 7. -

IN NO INSTANCE WILL ANY MEMBER OF THE TREATMENT TEAM 
OFFER RECOMMENDATIONS REGAR.DING ANY ASPECT OF AN A.D. 
OR ACT AS A WITNESS TO ONE. 

Upon admission, if the patient is able to give informed consent, or at the time the patient is able to 
give informed consent: A1vfHI will provide written information (Healthcare: Your Right to 
Choose Brochure) to patients concerning their right to make decisions about care. 

AMHI will accept all written A.D. 1s, if available, and ensure incorporation in the p'atient's medical 
record. The attending physician and/or any employee who receives an original or copy of a 
patient's A.D. is responsible for ensuring that such is added to the patient's medical record. 

Admission: Within one working day of the patient's admission process, A clerk will determine 
whether or not an A.D. (Living Will or Durable Power of Attorney) exists. 

a. 

b. 

If an A.D. exists prior to this admission, a copy should be obtained. The Clerk will notify 
the Social Worker, who will document the location of form in the Progress Notes, e.g. 
home, medical record, etc. 
If an AD. does not exist, then the Clerk will provide a copy of the brochure and inquire if 
the patient seek to make AD. If yes, the Clerk will: 

(1) notify the Wa:·d Clerk to contact Notary and witness patient's completion of forms; 
and 

(2) file in the Medical Record (legal documents). 

If no, clerk will document on Advance Directive Summary form on the front of the chart. 

c. If the patient was admitted within the last thirty days and declined interest in declaring 
AD. that decision will be honored. 

Medical Record: Any A.D. received by mail will be directed to Medical Records. The A.D. will 
immediately be made part of the patie_nt's existing medical record: 



Personnel File 

Employee's Name: 

Classmcation: 

Department 

WRITTEN REPRIMAND 

Kathleen Whitzell 

Program Services Director 
Mental Health, Mental Retardation 
& Substance Abuse Services 

Date: June 25, 1996 

Work Augusta Mental 
Location: Health Institute 

DESCRIBE IN DETAIL THE REASON FOR THIS REPRIMAND: 
(Contlnue on back or second sh...t W necessary.) 

The review team has considered your involvement in th 
incident and has concluded the following: 

1) As Program Director for the Social Leaming Program, it is your ultimate responsibility to 
-~. e the care of patients entrusted to you. A policy infraction concerning noftcatioi'i'of 

uardian oc~rred when the guardian was not notified of a change in her 
pnv ege level by a member of your team. -l-~,,.-

2) Your responsibility as Program Director requires that you work cooperatively with other 
Program Directors and other executive management team members in resolving 
intra-program issues. The team believes that you did not fulfill this leadership 
responsibility by becoming more active in the resolution of this matter. 

WHAT MUST BE DONE TO AVOID FURTHER DISCIPLINARY ACTION: 
(Steps n~ed to imprwe and timetable ~ appropriate.) 

The Team has considered the short time you were in this new role as a mitigating 
circumstance in determining the level of discipline imposed. However, assuring that 
accurate and complete information is communicated throughout treatment teams is critical 
to the role of Program Director. 

Therefore, in the future, you must take an active and assertive role in intra-unit issues 
whether they concern patient treatment or other management topics. 

PREVIOUS ORAL REPRIMAND(s) OR OTHER'DISCIPLINARY ACTIONS(s) 
RELATED TO THIS SPECIFIC PROBLEM, IF ANY: 
(GM> dato,.) 

None 

Supervisor's Signature 

Employee's Signature 

EMPLOYEE: 
Your signature means only that you have seen and read this Written Reprimand. This record 

will be placed in your personnel file. 

cc: Employee wntrpfm.YOC◄ PER 102 6/82 



Personnel File 

Employee's Name: 

Classification: 

Department: 

WRITTEN REPRIMAND 

Diane Gilbert 

Program Services Director 
Mental Health, Mental Retardation 
& Substance Abuse Services 

Date: June 25, 1996 

Work Augusta Mental 
Location: Health Institute 

DESCRIBE IN DETAIL THE REASON FOR THIS REPRIMAND: 
(Continue on back or second sheet ff necessary.) 

The review team has examined your involvement as Program Director in the_ 
Based on this examination the team has conclude~ 

The urgency of the April 3rd meeting was not communjcated clearly to the other treatment 
team. This failure on the part of your team is your ultimate responsibility. 

WHAT MUST BE DONE TO AVOID FURTHER DISCIPLINARY ACTION: 
(Steps needed lo improve and timetable ff appropriate.) 

The Team has considered the short time you were in this new role as a mitigating 
circumstance in determining the level of discipline imposed. However, assuring that 
accurate and complete informaiion is communicated throughout treatment teams is critical 
to the role of Program Director. · 

Therefore, in the future, you must take an active and assertive role in intra-unit issues 
whether they concern patient treatment or other management topics. 

PREVIOUS ORAL REPRIMAND(s) OR OTHER DISCIPLINARY ACTIONS(s) 
RELATED TO THIS SPECIFIC PROBLEM, IF ANY: 
(Give dates.) 

None 

Parties at-qisciplinary Interview: 

~___:~::2::::~qL:::~:::::::::::::::~~a~,c_..;- " t Lhc,l,JL0.1__,<-£v-,,.r'I.C) 

Employee's Signatu're 

EMPLOYEE: 
Your signature means only that you have seen and read this Written Reprimand. This record 

will be placed in your personnel file. 

cc: Employee writrpfm.wk4 . PER 102 6/82 



Senator Beverly Miner Bustin 
Assistant Democratic Leader 
State House Station 3 
Augusta, Maine 04333 

July 26, 1996 

THE MAINE SENATE 
117th Legislature 

Joint Standing Standing Committee On 
Health & Human services 

State House Station 3 
Augusta, Maine 04333 

Dear Sen. Pendexter, Rep. Fitzpatrick, Committee Members, 

I am aware of the interpretation of MRSA 5, section 7070, paragraph E, 
regarding disciplinary actions. I was the sponsor of the original legislation. I 
can tell you the interpretation given to you at your last meeting by Julie 
Armstrong is incorrect and not the intent of the original legislation. 

165 Cony Street 
Augusta, Maine 04330 

(207) 622-3009 

The intent of the legislation was to have the "clock start ticking" for the 120 days 
on the date the arbitration was filed. To have it any other way would create 
chaos in the process and prejudice the decision makers. The legislation I 
sponsored was intended to expedite the process when the case reached the 
arbitration level. Currently, an arbitrator in most instances, has to render a 
decision within 30 days of the hearing. It behooves the parties then to reach a 
decision before the 120 days have passed. To release the employee disciplinary 
information at step one of the process is unreasonable and not practical m many 
instances. 

If you have further questions or concerns, please do not hesitate to contact me. 

Sincerely, 

~-JuL~~~ 
S~~ly Miner Bustin 
District 15 

cc: Commissioner Melodie Peet 
Linda Pistner, Chief Deputy Attorney General 
Julie Armstrong, Bureau of Employee Relations 



ANGUS S. KING, JR. 

GOVERNOR 

Jane Orbeton 
Legal Analyst 

STATE OF MAINE 

DEPARTMENT OF 

MENTAL HEALTH, MENTAL RETARDATION, 

AND SUBSTANCE ABUSE SERVICES 

40 STATE HOUSE STATION 

AUGUSTA, MAINE 

04333-0040 

August 1, 1 996 

Office of Policy and Legal Analysis 
State House Station 13 
Augusta, Maine 04333 

RE: Your request for disciplinary documents 

Dear Jane: 

MELODIE PEET 

COMMISSIONER 

I have received your request for copies of disciplinary actions taken 
as a result of the death of Wrendy Hayne and subsequent investigation 
done as a consequence of the death. In addition, my staff have reviewed 
this matter with the Bureau of Employee Relations, Chief Counsel Julie 
Armstrong. You can be assured that this Department will comply with the 
committee's request to the full extent permitted by law. 

As you are already aware, it is only the final written disciplinary 
decision which ultimately becomes public. In other words, any underlying 
investigatory reports or documents relating to employee misconduct or 
allegations of misconduct remain confidential. Accordingly, it is only the 
final written disciplinary decision that we will be permitted to provide you 
with when it is no longer confidential. 

You are correct that pursuant to 5 MRSA S7070, a final written 
decision that is appealed to arbitration is no longer confidential 120 days 
after a written request for the decision, assuming the decision of the neutral 
arbitrator is not issued and released before the expiration of the 120 days. 
While some of the discipline has been grieved pursuant to the applicable 
collective bargaining agreements, none has yet been appealed to 

J 
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arbitration. For any disciplinary actions which have been appealed to 
arbitration within 120 days of your request, we will be able to provide you 
with the final written decisions at the expiration of the 120 days or 
November 19, 1996. Any action which has not been appealed to 
arbitration by that date, however, would remain confidential, and we 
would be unable to release them until they are actually appealed. 

I think that the Committee should know that the Maine State 
Employees Association, which represents the employees in question, 
disagrees with the State's interpretation. It takes the position that the 120 
day period begins with the filing for arbitration regardless of the time 
necessary to receive the Step 3 written decision from the Bureau of 
Employee Relations. 

I hope this clarifies our position on this matter and assure you that 
we will cooperate with the Committee in every -yvay allowed by law. 

MJP/dlw 

cc: Julie Armstrong 
Don Williams 

Sincerely 

~~;;r~~ 
Melodie J. Peet 
Commissioner 



Al 
Maine State Employees Association ■ Service Employees International Union 
Ray Dzialo, President 

HAND DELIVERED 

Julie M. Armstrong, Esq. 
Chief Counsel 
Bureau of Employee Relations 
State House Station 79 
Augusta, ME 04333 . 
Re: AMHI Personnel Investigation Records 

Dear Julie: 

Carl Leinonen, Executive Director 

August 21, 1996 

On July 24, the Joint Standing Committee on Health and Human Services requested copies of all 
disciplinary records relating to the death of Wendy Hayne, or to any subsequent investigation. I understand 
that your office advised the Department to release all of the requested documents, including records that arc 
not final written decisions, on the 121 st day following that request. No Demand for Arbitration has yet been 
filed in any of these cases. 

As you know, we are prepared to ask the Courts to enjoin the release of any documents except the 
final decision, which may be released 120 days after arbitration is demanded, consistent with 5 M.R.S.A. § 
7070. We believe the courts will enforce the legislature's intent to protect employees from public disclosure 
of disciplinary allegations prior to review by an independent arbitrator. 

This Union proposes an alternative that should meet the needs of the Joint Standing Committee, the 
employees, and the parties to the collective bargaining agreement. By expediting the arbitration process, we 
can get a final written decision by an arbitrator on or before November 25. 

Specifically, we propose asking the American Arbitration Association to schedule two of three dates 
in September or October with one of the following arbitrators commonly used by the State and MSEA: 
Timothy Bornstein, Timothy Buckalew, Bruce Fraser, Sarah Kerr Garraty, Mark lrvings, Lawrence Katz, 
James Litton, Elizabeth Neumeier, Robert O'Brien, Michael Ryan, Harvey Shrage, and Arnold Zack. We 
would then arbitrate all pending grievances together, and either close orally or submit briefs before October 
25. 

Please understand that this letter is not a Demand for Arbitration, but merely a proposal aimed at 
resolving this dispute. In the event this proposal is rejected, we will process these grievances consistent with 

. the collective bargaining agreement, and will ask the court to enjoin any release until 120 days following the 
Demand for Arbitration. 

Sincerely, 

~-~ 

Timothy L. Belcher, Esq. 
Chief Counsel 

cc: Melodie Peet 

P.O. Box 1072. 65 State Street, Augusta, ME 04332·1072 ■ 207-622-3151 ■ Fax 207-623-4916 

•~'"' 



SENATE 

JOAN M. PENDEXTER, DISTRICT 31, CHAIR 

JOHN W. BENOIT, DISTRICT 17 

ROCHELLE M. PINGREE, DISTRICT 12 

JANE ORBETON, LEGISLATIVE ANALYST 

BETSY REINHEIMER, COMMITTEE CLERK 

STATE OF MAINE 

ONE HUNDRED AND SEVENTEENTH LEGISLATURE 

COMMITTEE ON HUMAN RESOURCES 

April 25, 1996 

Commissioner Melodie Peet 

HOUSE 

MICHAEL J. FITZPATRICK, DURHAM, CHAIR 

BIRGER T. JOHNSON, SOUTH PORTLAND 

DAVID ETNIER. HARPSWELL 

J. ELIZABETH MITCHELL, PORTLAND 

DAVID C. SHIAH, BOWDOINHAM 

KYLE W. JONES, BAR HARBOR 

GLENYS P. LOVETT, SCARBOROUGH 

JEFFERY JOYNER, HOU.IS 

JEAN GINN MARVIN, CAPE ELIZABETH 

ROBERT J. WINGLASS, AUBURN 

Department of Mental Health, Mental Retardation and Substance Abuse Services 
State House Station 40 
Augusta, ME 04333-0040 

Dear Commissioner Peet, 

On behalf of the Joint Standing Conunittee on Health and Human Services, I am writing to 
request that you provide certain infonnation to the committee. Specifically we are interested in 
reviewing correspondence between the Deprutment of Mental Health, Mental Retardation and 
Substance Abuse Services and the federal Health Care Financing Administration and between 
the department and the Department of Human Services Division of Licensure and Certification 
pertaining to recent inspections and compliance with federal and state certification standards at 
the Augusta Mental Health Institute. Since the Department of Humru1 Services is involved in 
this issue, I will send a copy of this letter along to Commissioner Kevin Concannon to infonn 
him of the interest of the committee. 

I would appreciate it if you could forward this information by May 1 to Jane Orbeton, who will 
send it along to all committee members. If we were in session we could maintain close contact 
with you tluough less fom1al briefing sessions. I regret that this is not possible at this time of 
year. 

cc: committee members 
Commissioner Kevin Concannon 

Sincerely, 

il['(l_j--~ (<.J. ,l----' 

Michael J. Fitzpatrick 
House Chair 

STATE HOUSE STATION 115, AUGUSTA, MAINE 04333 TELEPHONE: 207-287-1317 



SENATE 

JOAN M. PENDEXTER, DISTRICT 31, CHAIR 

JOHN W. BENOIT, DISTRICT 17 

,IOCHELLE M. PINGREE, DISTRICT 12 

JANE ORBETON, LEGISLATIVE ANALYST 

BETSY REINHEIMER, COMMITTEE CLERK 

STATE OF MAINE 

ONE HUNDRED AND SEVENTEENTH LEGISLATURE 

COMMITTEE ON HUMAN RESOURCES 

TO: Members, Joint Standing Committee on Human Resources 

FR01'I: Michael J. Fitzpatrick, House Chair 

DATE: May 31, 1996 

SUBJ: Report on AMHI 

HOUSE 

MICHAEL J. FITZPATRICK, DURHAM, CHAIR 

BIRGER T. JOHNSON, SOUTH POATlAND 

DAVID ETNIER, HARPSWELL 

J. ELIZABETH MITCHELL, POATlAND 

DAVID C. SHIAH, BOWDOINHAM 

KYLE W. JONES, BAA HARBOR 

GLENYS P. LOVETT, SCARBOROUGH 

JEFFERY JOYNER. HOLLIS 

JEAN GINN MARVIN, CAPE ELIZABETH 

ROBERT J. WINGLASS, AUBURN 

You will recall that on April 25th I wrote to Commissioner Peet asking for correspondence 
between the Department of Mental Health, Mental Retardation and Substance Abuse Services 
am.l the federal Health Care Financing Administration on inspections and compliance at the 
Augusta Mental Health Institute. I received from the commissioner this week a report, a copy of 
which I am sending along to all committee members. Thank you for your patience. 

STATE HOUSE STATION 115. AUGUSTA, MAINE 04333 TELEPHONE: 207-287-1317 



STATE OF :\-L-\INE 

DEPARTME:S:T OF 

MENTAL HEALTH, :MENTAL RETARDATION, 

AND SUBSTANCE ABCSE SERVICES 

40 STATE HOUSE STATION 

ANGUS S. KING, JR. 
AUGUSTA, ~L-\INE 

0-033-0040 
GOVERNOR 

May 23, 1996 

The Honorable Michael Fitzpatrick 
House Chair, Health and Human Services Committee 
State House Station #115 
Augusta, :rvIB 04333 

~ 
Dear Repris"entative Fitzpatrick, 

MELODIE PEET 

COMMISSIONER 

I am following up to your letter of April 25, 1996 requesting copies of correspondence 
between the Department of Mental Health, Mental Retardation and Substance Abuse and 
the federal Health Care Financing Authority pertaining to recent inspections and 
compliance with federal and state certification standards at the Augusta Mental Health 
Institute. I am enclosing a copy of the Health Care Financing Authority's report of 
deficiencies found by the Department of Human Services during its substantial allegation 
survey. The Department's plan of correction for each deficiency is included on the report, 
as well. 

Please feel free to contact me if you have questions or concerns. 

Sincerely, 

~~ 
Melodie J. Peet, Commissioner 

f"P.1:-.TIU US RECYCLE!l P.>,ff.R 

PHONE: (207) 287-4223 (Voice) (207) 287-2000 (TTY) FAX: (207) 287-4268 
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DBPART:MENT OF liEALTii & HUMAN SERVICES 

Wftlter Lowell, Ed.D. 
Administrator 
Augu:sta Mental Health Institute 
Arsenal Stree~ P.O. Box 724 
Augusta, Maine 04330 

Dear Dr. Lowell: 

MAY I 7 1S96 

Provider No: 20-4007 

,' .. 
HEAL TH CARE FINANCIN'G 
ADMINISTRA.TION 

Division of 
Health stnndaroa and Quality 

Region 1 
J.F.X:. Fedml Building 
Guvemment C.,nter 
BOllton. MA 02203 

Section 1865 of the Social Security Act and pursuant regulations provide that a hospital accredited 
by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) will be "deemed'' 
to meet all MP.<lic~re he-1\lth ar.d safety requirements with the exception of those relating to utilization 
review. Section 1864 of the Social Security Act authorizes the Secretary of Health and Human 
Sc::rvh.:~ Lu 1.:un<lm .. 1 a survey of an ac-credited hospital participating in the Medicare program if there 
is a substantial allegation of a serious deficiency or deficiencies which would, if found to be present, 
adversely affect the health and safety of patients. If, in the course of such a survey, a hospital ls found 
ti) hiwe. significant deficiencieQ with respect to compliance "'~th the Conditions of Participation, we 
are required, following timely notification of the accrediting body: to keep the hospital under 
Mc::<li~·c:: State:: Agency survey jurisdiction until the hospital is in compliance with a.It the Conditions 
of Participation. 

WP: h~ve r~.c.eived a report of deficie.ncies found by the Maine Department of Human Services (State 
Agency) during its substantial allegation survey completed on April 23, 1996. Based on this report, 
w~ find that Augusta Mental Health Instltute is not In compliance with a11 the Conditions of 
Participation for hospitals. A complete listing of all deficiencies found by the State Agency is 
enclosed. 

These deficiencies have been determined to be of such serious nature as to substantially limit your 
hospital's capacity to render adequate care and prevent it from being in compliance with the 
Condition of Participation at 42 CFR 482.21 (Quality Assurance). 

In accordance with rection l 865(b) of the Social Security Act, the State Agency will shortly conduct 
a complete Medicare survey of your facility to assess compliance with the other Conditions of 
Participation which were not surveyed during the recent survey. They will also furnish you with a 
co:nplete listing of any other deficiencies noted during the full survey, 

Z0tl ggzt, l.R?. ) .1717. .. 3:) £ -l .in- I .-lnc;- I HLJH 
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Atter the completion of the Medicare survey, Augusta Mental Health Institute will be asked to submit 
to the State Agency a plan with acceptable completion dates for correction of all its cited deficiencies. 

The requirement thdt Augusta Mental Health Institute must submit a plan to correct its Medicare 
deficiencies does not affect its accreditation, its Medicare payments, or its current status as a 
participating provider of hospital services in the Medicare program. When Augusta Mental Health 
Institute's plan of correction has been implemented and it has been found to meet all the Medicare 
Conditions of Participation for hospitals, the State Agency will discontinue its survey jurisdiction. 

Copies of this letter are being fotwarded to the Maine State Agency and to the JCAHO. If you have 
any questions on this matter, please contact Gail Stryde at (617) 565-3309. 

Sincerely yours, 

~ ~·~ 
Mar~ni-Lugo, Chief 
Survey and Certification Branch 

Enclosure 

cc: Maine State Agency 
JCAHO 

89C:t> lBC: l0C: +- 3'.) I ~.:m-1dns- ! HJ!:! 
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CHf.n!lned tnec other uf1;~.H•;.!1 ~rr;•;~da) ,uf1i cf ent pl"'Qtte~I on to the pat\ enta. Th• tf ndl~ above arg di ~c!.01ct1bte 90 ~~ 
'lowfl'Q the date of survey whtth.tr or not a plan of corractfon i1 provided. If detfciencl11 are cited, lll'I approved pl111 0~. 

tc:fon Is requfalte ,~ i:ontir,!4d pr~ru:i ~rticl!)ation. 
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.. Ol!P~RTMEJIT OF i1EAL i'n A.'iti nL'/.,i;,I '.l!l:'0/l ;::. ', 

W£~~TH CARE FIHAMCING AO~IHISTRATICH 

ilMel4T CF C': Fl C: !:.\IC IE~ 
AHO ?I.All OF eot:IRECTION 

I CY.1 l PRC'/ICER/SUPPLIER/CLI! 

IDENTIFICATION Nl.JMBER: 
• 2Q/.0O7 . 

I ~X~) M(Jt_TlP~S CCM9'T~UCT1CH 
I A. SUILD ING _____ _ 
I £1. \IIMC _______ _ 

All 

FCRM APPRoveo 
r;m MC. 0?3S·OZ91 

()(l)OATE ~URYt:Y 

cacPLETED 
,4/2J/9G 

NAM OF ?1!0'/TOEA OQ SUPPi. I f,1 

AUC:USTA MSIITAI. HEALTH l~d!~-r,, T 
: S7,r.r.r l~Ql"<.i~S, CITY, STAT&, %IP ~e 
'. ~ ~~Y. 7?.!1, •.~'!!'i.\l !'!'!\!~T m:::.in~.~~!ll: 

(X4) 10 j $1.Jt,t(,\Ry STAT~~)j( Q.F CEFlCIENCI!!S 10 PROVIDER'S ~UN ~F CCRRECTICN I (XS) 

~ttH!l( I <EACH c::::::;kcr ~st Ui i)il,::.ii~C><ii.i ••:t ~\/i.1. 1 r-~~.-1x l iia:Ai;;;( tlilliuH;\'hc 11(;T!OH 3HOUL--, !II! CilCl~S· 

REFE~EMCE!l TO THE APPROPRtATE OErtc:eNCYJ 
I C~f'• • .:: r I ON 

I DAT~ TAG j REG'JLAT~Y OR LSC 105MTIFY!MG lNF~TlOII) I TAG I 
·······• ................................................ .;. .......... ____ ,. __ ... , ....... --. 
A 050 

A 051 

I 
I 
I 
I 

( Continued From Pa;a 1 ) 

Sae Tag A51-•ihe hospital did not 
· do,;:Ul>Cl'lt Cllfflfll iaru:a wit,'\ 

it,; ~~a;,. 

see Tag A58··The hospital did not 
docuwnt rem«J I~ l ~c,; t f 11rn1 

and their out=::n.s tc 
lddrn& aa'f i cl fflC 1 ea 

fOl.l'ld thro~gh the Quali-:y 
Aaiurarice prowram. 

! 44.?,Z1(B) STANOA~O: 
I CLIHICAL PLAN , ___________ _ 
I 42 CFR 4a2,21(s) Clinical plan 
I ······················-·-·········· The 

,:,~:11r:i::ed, 1\~$t1~al·wiac -:;ii\; ity 
aaaurance pr09r11m ~st bt ongoing and 
have a written plan of l~leaientaticn. 

Thia STANDAAO ia nQC met Ill avlcancad by: 

Baaed .on re'f!Q wt ~~a r,:--::ri;:;;1;:; 
t~rovemant Plan, (iovarning Sody 

I 1111nu-.:o., i'~,•~:r,w .c:.:,-'..lt1.., ~i .... ~,m. 
I o# the Medical 5x.cutlve C01m1ftt~ and 
[ Qua l I fy Opera ti 0,111 Coami ttff and 
i convaraatfon• with several facility 
I ~loYMG, Including the 
I sup.rfntandent, Clinical Medical 
I Olrector and Ofr~tor of Cll.llllty 
I Auur■Me/Ouelity l~r~,:, ft was 
I d1tarmlned that, •l~hou;/1 the facility 
I hid 1,. Pla,1, ~r11Ht 1111 ,,~ •i•,c~t,:{.,~1,',:•lil 

I that It wu iinplacntnud as deffned, 
I 
I Ste Ta9 A52··Thare was no 
I docuw,tatfon chat ch, 

I 
I 

t'l~!l:t1 
dtpartnitnte/di1ciplfnea 

I. 
I 
I 
I 
I 
I 

I 
I 
I 
I 
I 
I 

I 
I 
I 
I 

Plan aa noted on page 1 

Plan a3 noted on page l 

!"The minute3 of Governing Sodj~ Medical 
I Execut:.ve Comn::ittee and Qua~ity 
I Operations Committee will more 
I adequately document implementation of 
I the QI/QA plan, 

!he Outpatient Cli~ic opened in Ja~uary, 
1996 and aggregate information is now , 
available for quarterly reporting to the I 
Mediczl .T:rn:ud.n :-xnmittee. I 
Social Learning Pro~ram indicators .wiii 
te rep0rted eo the Quality Operations 
Committee on a quarcerl1 b~:i:. 

5/31/96 

FW HCfA•2567(09·92l · lf continuacion 1haet Paqa 2 o~ t6 



OEPARTI1EHT OF ~SAL TH AllD :lUMA.➔ ~!l!•J! L-::., 
"~T~ CAAe: FIUANC:lllG AOHl,~t:;rnATICU 

~ ,o'UMEHT OF OEFIClEHCIE:? 

AND Pl.AU OF CORRe.~iiuii 

(X1) P~OVIC~~/lllJ~~Ll=~/CLIA 

IOEHTIF_!,CATIOH ~~ER: 
Z~T' 

i ~AZ) l'I\JLW'Ll: ~:iTi(iJCi'ir:.ii 
I A. BUILOIHG, _____ _ 
l I!. WIMG, ______ _ 

AH 
FORN APPROVED 

CMB HO, 0938-0391 

\~~iii~i: SURVEY 
CCH?LETl:D 
01.(2.3/96 

..................... - •••••••• ,I .......... -- • - ...... ., .. ,, ................ , ......... ' - •••• - ..... ~ ............. - •••• - ... - •• -- - - - - • - • - - .... -- - .. - ... - • - - ••• - - • "" •••• - - - - .. 

NAM! c, P~OVtDeR OR SUPP~!~~ 

AUGUST A MENl' AL He AL T:-1 FIS r i ;l}T 

t $TReer i'JJDR~,~, c1rr 1 &TATE, ZIP ccoe 
I PO BOX n4, ARSENAL STRl:ET AUOOSTA,MAlllE 

,x,: to StJMl-'ARY Sl'ATE111:1-n oF oa:FICIE~c: .. ~ I ii: l .. -.......................... "' ____ ...,, ____ , 
t"'l"\'°'r I we.ft· .-a ·•'-"'rt vr .......,.,l\c.1..1 ""'" 

.>~!!FIX I (E.A~H IJl;tlCH:NCY 1'11.JSi 61: PRliCliiDi~ l!Y ~•II t. \ lllll;FTX ! (!;AC~ t;!}ll_U,!!l;;il~ 1G'T'.~M sMall O BE CllOSS• 

TAG I R!GULATORY 011 ·~sc ,l.)·.rnr:mMG tHFORKATtCM) I TAG I REF:RENCl!D TO THE A?PRCPRIATE OEF:CIENCY) 

A 05.2 1 
C C.Jnti -;;.r.•7 ~~ :->tr,~ 1 J 

I ■ lthouah tht f1cilfty had a plan for 
I w1lu1tlng servlc~, there was no 
I d0cu11Antac!on thqt ~he t1e1lity w11 

, I fol lowing its plan. 

I 
I Fincings !1'.Cluda: 

I 

I 

ihdra·was ~o docunen,at!cn that the 
Govi:rni ng 9oard r~•ivlld any 
department/diaclpl!na aN"/1.lal 
rtporta, 1,tllch ·~ere cue in July, 
1995. T~e doCU'lllmt entittlld Quality 
Aasurance Annual RtJ:>Crt FY 
1994·19)5, that wae attached to th ■ 

Govern!~ Sody ~inutes, w11 

lnc:Off'0lau and ciid not fncluda any 
departm11nt/division !r'I\Ual reports. 
There Wl4 docUTJentation that 
,Qt l!v1 dee '4V ic.tncf! of ::~11 :;ov&Nrf r.; 
aoard r11:aiving an an'l'Jal r~rt of 
.~111tty at a later time. 

I _ The dllcl.lllfflt tn~itlad Qualify 

.\C.:U."!f:et Annual Re00rt FY 
1994·1995 proviced to aurv■yor1 did 
c~ita I~ ,l!V"!!'~ l l!l(lr~ 1mql "'f"l"°t ... 

ch.-, th11 copy whl ch wu attached to 
the Gov.rnln; Body Minurn. 
Howevt!', !t ,it! l( a!u -,(ii i~cLl,!da 
1 ■wr1l othl!'!' ~•:~t/dlvhlan 

IIIV'IJ~l rtp0rts, Surveyor■ requeated 
the mlaaln~ reports and wir• 
provided ~i~h two others. How.ver, 
by cha end oi th• survey th,iy •tfll 
, ~ C:: r,;;~ ~'A"'' c;:.;;:..,.;ir;•a t f c; \ :;·; :~.I) 
followln; sev•~~l dJtp,lrf!Mf'ltal 

arrtVal r~rt,: Farer.al~, 
Treari.ent Unit, M.-dlcal lnform11tion 

Systen, Medl~al Record• and 

docu,,entu'fon provided to indleate 

.. I. 

The Hospital wide QI/QA Annual Report 
1 ~~ll be upda:ed to include prevlo~sly 
I done reports t~at were omitted. 
I 
I 
I 
I 
I 
I 
I 
r 
I 

The Ho$pital wide QI/QA Annual Report 
will i~~l~t~ ~~~~~l :~purts from 
Forensic Treatment Unit, Medical 
:i:'"£01::i~ti :i,.:: -Sy:11;~~~: M~c:'i-::ar. 'R.~cords, 
and Ph.arn:.acy. 

I (XS) 
I CCMPLST r CJ,I 

I DATE 

i 
I 
I 
I 
I 
I 
I 6/16/96 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I ., 
I 6/L6/96 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
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OE?ARTJ.ff:HT OF HEALiH MID fUIIAM SERVIC&S 
}EAL TH CAA.: FUWIC I MU All~ l!J ! ! 1~!.1'.': .'.:'J 

AH 
FORM Al'l"l!O'il!O 

CHI! MO. 0'1Ja•0::l91 

••••••••••••••••••••• ••• •, ••• ,. ~ •• •• ..... ••·•••• .•. ., .. .,,.r,. •' -- ... •••••••-----•-------••• , • '~-- •------•-••-••••-••••••••••••~•--~••••• 
SUTEMiNT CF /ll-'.Ffr.U;.r.1r, 

AMO PLAN ,1F r..'.lRREC~ 10H 

lll1) P~\:.~Oi.;/i.,JIIPI..IiR/CI. IA 

lDiNTIFtCATIOH ij~8 ■~, 

~-,W,00-7 

ex,, HIJt..T:PL~ C0N3lRUCTIOH 
I"· tJUtt.QIHQ ______ _ 
I IJ, wm _______ _ 

< XJ )CAT!; ~IJRVl:f' 

CC.'IPLl:TED 

04/U/96 

NAM~ a~ ,I',, lV rt·,·~ r;: S' ;~;>~ l.•, 
AUQ.JSTA Ke~T~l Mi.ALT~ (NS7tr~7 

'. ~Ti:.ii~ r,:c;;:;::.:a, CITY, :HATt:, Zll' ccoe: 
I~ aox n~, ARSENAL ~TR;cr AuousrA,HAJNl! 

(X4J ID ID 

,~HIX I <EACH o.;:r.:rn.t.:1 :-:..~t 3~ .ug:.:.;.:u:; ~':' ~•J~:. f ~!)l!r-rx I 
"AC I ~&CULATOR'.' oi: u;: 1:,:;;,,1 FY: ~c: rv.•~.'l;;.;noNJ I TAa I 

CQnt i "'-'~d F rwi ~aa& 4 l 

an ~l"':U<ll repor~ fr°" thQ OQvorni!'li 

.lc,iy. 

aaae-c on ,, · !1" 71" ,;f r ~ ... ~ ."":'C': 1:t~:~ ;,.1.1 

FY ~'i':'5·'1;6 Quality 00trA,flll'.a 

Co,micee .meting 

~he.:tu i~•.11y'n,..1~rll•?6i •1--.i" 

rt:v t ~u o, t!I "! ~LJa1· t ~• : 

depart:ncnai ,!po1't'r.l:i ~~h~l1, !t 

-..., ~carmined ch>t~ ,hi:n: ~•& no 

oocur~11,11~:sH1 ,h11t ary 

<Jw1111n111111nt/df ac l pl I ne net f u 
n1q1.1irad ;~por~1r.g ,cn&au(t, 

!llarsplee fncLi.:ae: rr.~ social 
s11rvfce Cepar;:nem: wu ad'ledl.Jl~ 
tJ recor, In July, vcto~ar, anc;i 

Jall\,ary, ,~ert waa no dOCUllentat10n 
t., cne mfnvus tn1t rt nad r'POrted 
ac alL; t~e Nurif:'19 capartinent was 
~Che<l•.Jlld ;: raport fn J1,1ly, 

octt'C'l~ :;_'id Jani.~~;, ·:n,:-ti ..a~ 
docunentat'.cn tnat 1t ritp0rted in 
cc~r and ~ecruaryi the 14edical 
<1\Ht "~ ~"1\"<fu~~ ~g r900rt fn 

Au.,.:a ~, ~oveiroer and ;: tcruary, 
~t .1,-~ was doc~u t I !l/1 that it 
repor~ed fn Stpt&mer an;j Oec:cc.r; 
the ~~hie: C:cnit~aa was ,~h~led 
to rsport in A119uat, NQYa°ber 1nc:I 

docuntnt~tfon In the miNJtta that 
it ~td r91)0rteo at all/ ~l•tary and 
S~rt servi~es w.rm scheduled to 
report in hpll:n'Ctr I Deqmr Ind 
Merch, there 1i1a dool.lllentaticn that 
It repcirtl<I in July and Septllll'Cer; 
Rehabilitation waa ached\Jltd to 
rei,art in Septmer, Deeencer and 
Narch, ther~ was docu:aentation tn ■ i 

I~ •t~w:ir;i..j ;n iiJ-;t11<irn• t;\i.?, 

.. I 
I 

I 
I 
! 
I 
I 
I 
I 
I 
I 
I 
l 
l 
I 
I 
I 
I. 
l 
! 

PltDVIDC~'~ PLAN 0~ ~R~CTICH 
(EACH COM!CTIV! ACTiCN ~OU~ ae ~KU~~­

Rll'.?~l'!Ne!D TO :He ,V'P~OPRIATi u~Fl~:~N~r; 

All Depart::ien~s and units will re?Ot:'t: 
as schaduled, 

I (X!:I) 

jCOl'P'.ET!C)I 

I DAT~ 

I 
I 
I 
I 
! 5/14/96 
I 
[ 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

• I 
I 

i 
I 
j. 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
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OEPARn<~NT OF :~EAL TH Aljl) HUMAH SE~Vl CES 
1
. TH CARE FI ~AAC: NG AIJ.-. I II I s~·u TT Cl.I 

s1~1EMENT CF D!!F!C!e-HC:es 

AHO PLAN Of C'.:RRS ;r~':'1' 

(X1) PROVIOER/SUPP~IER/CLlA 

:':'F!WT Ftt:n!~ 11!.'k?',T.!". l 
~Co7· 

I (X2) MULrtPLe COHSTRUCT[ON 
I ,._. ~l! L~ 1'!11 ______ ,_,_, _____ , ____ ... 
I a. WING ______ _ 

AH 
:: ,., 

FORM APPROVED 

0/itB )10. 093a•0391 

(X3)0AiE suimY 

(:Q.olc•. :reo 
04/23/96 

N»4E OF ?RCVIDER OR SUPPLlER I STRffi AOD~ESS, CITY, STATE, ZIP COOS 

. AUGUSl'A /oU:HTAL HEALTH !llSTITUT I PO BCX n4, ARSENAL STR;:T AUGUSTA,/!IAJHE 

CX4) ID j SU/ilfl4AR'1' STAiEMENT CF OEF!CIENCt!!S I 10 I 
PREFIX I (EACH aeFl':!!:NCY HUST ee P!lEC.S!()it SY FULL I ?RE!=IX I 

TAG I REGULMCRY OR ~sc IDENrlr'l'1NG 111r~Tto10 I tAll I 

PROVIDJ;R'S Pl.AH OF ~/!EC.TIC)! 
(E.AC~ CORRaCT!VE ACTION SIIO.Ji,.D se ~OSS· 
RliF:Rl:NCllll ·re THE lli'Pf,;CPR:ATc! DEFICIENCY) 

i ('!5) 

iCCMPL!::TlON 
I o.ne 

............. ·---- .................................................................... _________ ,. _____ .. ,._,. ,., .... .:. .... .J ................ - ..... ··········--··- ............ _ .. ______ • 

A 053 i < C:mtfnued From ?a91 6 ) 
I dilciplines to the Quality Operqtiau 
I Camittae and nfl';IJted o1 thq Quality 

I a~ratlons COlllllittee from Jwly, 1995 
, ! ,to April, 1996 it WII d•term1 ~ that, 

I alth~h there were indicator, 
I dGvelo~ for {nfectfon r.ontrol and 

I 
I 
I 
I 

Pharmacy, th1r1 was no dccunentatfon 
,hat thos1 OeQ1r'011nts followed the 
hc:il !ty ?lan, 

I F{ndfng~ include: 

I 
! _ ln1ection Control was acheduled to 

I 
I 
I 
I 
I 

r~r: eo tt,111 CUAI ify Ope1"'9'ti0t'II 

Conr.iftt&e in July, Octoo.r lllld 
Janu•l"Y• Ther9 ~•s ~tQtfgn °" 
only one report fr0121 fn1ection_ 

I_ rh~ fagi\ity P\an inc\l.ld~ OC:-.-Qn 

I ?harmacy indfeatora. Thia 
! 1Jv;:it1,•1_.,,_r,,c wa• noc fnoludd Qt'I th• 

I qu.,rtlrly rtport!l'\II tc;hodult. A 
I c(";•f e,.; of thQ ,nf nut ca al I al :-.ot 

I re~al qny ~dwr\y , ~i·tio 1i'uii, 
I ~ho l'harnagy D•pertmenl:, 

I 
I_ A r•viaw of ~!Got itoft 

I lndfcators r1v.1Ltd t~o lndfcatars 
I rwlaced to ~lc1H lllf'!a. M.dfc;al 

I exeeutlw CorrmittH muting ~!nutes 
I ll( 06/07'/95 ~ti,d i:;uestlont 

I r~•rct!nq po_l','pha~y. This: 
I p,;1ln,.;111r1,•4,..,- INi!,:1;.~f w.1; ~~• 1;ti 

I followed up at Quality Revitw. The 
I Qu.Uty ~mew ot lZ/~/9' 

I doc1.J111nttd plan, for th! ■ 
I !ndl,;atcr ~., b.J 1"-.ir·-:~I-!!' ,'~il!.!'.'n 

I and liJ:1:!rovtd In two ~lea. Th1r1 
I w•• rn ~t■tlcin tha~ in11 

I occ:Yrred. rhe 111l~tH of 01/03/9o 

,. 
! 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

I The min:..ites of: <:~.-:: Qua li ';y Operatior:s 
I Committee w:'.H doc:ir.:~~-= ~:i.at Infection: 
I Control and Pharmacy processes anrl 
!objectives are carried cut. 
I 
I 
I 
I 
I 

I 
I 
I 
I The minutas will reflect tr.a.'; 
I InfQctior. Conerol will ~cpor~ •.:it.t ao 
I indicated in the QI/QA Plan. 

I 
I 
' I 
I 
I The minut~o will reflect eha: ?hA~macy 
I ir.dicaton will report out a3 indicated 
I in th:? Q:::/QA i'l~n 

I 
I 
I 
I 
I 
j The Medical SL~ff will expedite Che 

I ccntract with Maine Medica! Association 
I for peer review incl.uding high dose and 
I pclypharmacy, In addition, we will 
I review the ~o3pital's.high dose and 
I polypharmacy trends and benchmark 
I again~t :'H',::ional standards. 
I 
I 
I 
I. 
I 
I 
I 

; 'i/21 /qf, 

! 
I 
I 
I 

I 

i 5/21/96 
I 
I 
I 
I 
I 
I 
I '.i/Zl/96 

I 
'J 

I 
I 
1 o/l'd/'-36 

I 
I 
I 
1. 
I 
I 
I 
I 
I 
I 
I 
I 
I 

••,.-.,.. _ ---•- .... • ••• ••••• •4" ◄.•r •• • :.• • •••• ---•••••• •••••••••••-• ...... _. __ ._ •..;.1•• • ••~ -.u• ~ ... .,,..,•a•&._..., ... ,. •• ,,:.,_,:,...,_,,. ... ,. •.• ••. • • • • • •.•• , ... ~, • tw-• •• •• 
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'oEPAATi'Q!NT OF >IEAl.TH AJIO HUIIAH SERVI ~s 
~uLrH C!.IRS Fl~AMC!Wr. AOM!HISTRAT?OM 

_,ATi!i4&MT OF Dlr!CliMCliS 

AHO PW, OF ~Remcw 

(X1) PROVIOli:it/WPPLl6R/CL:A 
IC~NilFICATIOH l+UMSER: 

:,. ~(¢(17' 

I (Xi) >«J~Tl~L! CCH!TRUCTICH 
I A, 8UILOIHG. _____ _ 
I II, WIHIJ, _______ _ 

AH 
FORM AP!'ROVED 

°"a NO, C93a•V3Y1 

(XJ)OAf~ [$1.IRVl:l 

ca-4Pt.ETEO 
04/z:J/96 

M.AME 0~ PROVIO&R Cl'I l:1-:PPL(G~ 
AUCillSTA MENTAi. HeA:.r:: :MSf!Tiif 

I ~r~;er Al)Q~a53, cJrY, 3TAT!, z1? ~c 
f Ki fF.ill T.:!1t, AASEl-lAL STREEi AUCiUU4,!(.\lll£ 

.. - ............ -. ..... -··- --~· .... ··········- .. ······ ........................................................................ . 
cx4> 10 S'J/tlAAY sr.lm'4t.'lf ,:r- ,1rF;c.1m:1ss I 10 PROVl0i!..R'5 ?LAM OF CCRRECTIOH 
PREFIX I cV.cH ~EFICIENCY MUl!T :l! ~·~.,:~t:•i~,~ .,':' F\I~~ I ~r..o::-::c i C~ACM CCRrm:ri Ye AC:TICM SHCXJLO aE CROSS• 

ReFeReHcai TO THE APPR01'RIATE OEFIC:E1'CY) TAO I ReauurCAY Oil ~s: t:-:~~t'iFTT)jG !llF®"tlCW) I TAG I 

A 053 ( Conti r'lw.;~ ~~0111 ;)a91 f ) 

do~1,pantaci th~ : ii .. '-ic. r,.;·,' 

polYJ;il11r-Mc\· irut11.1t1w ;.-:11.1in l!"C. 
th, c;'.itcf~fon wu made to a"~ peer 
ravfew thr~ the .14afne Medfcai 
Ane<:l11t1on. Aa of tne dan ot tna 
:iurvey, thie ~r review had not ~. 

4.32,ZHal l:L=.M[HT of STANOAAO: 

CI.IHICAL PUJI 

I Al L Nd!cal Bild ,ur:;ical aervfcu 
I perfonted in the h~I ta l 111.1St be 

I ~•luttac u they relate to appro• 
I pr I aur.eu or di Bi"QI I a and treat!Mnt. 

I 
I Th is ELEXE.IIT f s not net 11s evf ®fmd by: 

I 
I Based on review of the fac:illtv'a 
I i-er-to~• lirpro~~ Plan 1995·1996 
I ri:;x,rtfng sched.Jle and /o4edfcal, 
! r:.x.,cvr!VAJ C01111ittN l!lefl!:ft,g 11f~t11 
I 1ar a pariod or u,,i~ 1110111:ita, li; ... 
I dtlttMDfnt<I that thtro waa ■inimal 
/ .:(.'C'.:.r.:.'f::.:tf on that th11 hcfl I ty 
I r.,alueted 14edfcal aerv{ce, a they 
' ,.., ! l'I':~ t(• a:~(,'I" r ~~•fv~~ i:-' 

I a!11gno1l• and treatment. 

I 
I 
I Flndfn;i lnclud•: 

I 
I _ Tha 14«:tlcal SUH was 1chaquled to 

I• 
I 
I 
I 
l 
I 
l 
I 

CCffllll~~~ I,;;;~~. :i.;.v~.- ill'~ 

FtbMJal'Y, Thtl'I ~:a:i docullentatfon 
of l"epOrU Of'!I y :,, Sept81btr and 
D4'1:asrctr. Addltfornil Ly, thete 
reports dfcl not docunent 
atbtantfva rtrrl ew of mdf ca, 

A 054 
I 
I 

I 
I 
I 
I 
I 
I 
I 
I 
l The Medical Exec•Jcive Coronittee (:-EC) 
I ;ninutes will reflect the ev3lna.t.i.nn nf 
I ~edical Services as they relate to 
I irppro;ri.1te-t':Hs of cl; R.g,,n1d ,q .11nr.l 
I i:f'eatment:. 
I 
I 
I 
I 
l 
1 
i 
l 
I . I The Quality Operations Co1I11Dittee will 
I document substantive raviav of ~odical 
l s;:,;,·vh:a:J a,. 1:hq !'~l,:;;tJ to 
I appropriateness of di~gnoDio and 
I treatment. 
I 
I 

I <XS) 
IW4PLE'!'!CN 

I OAtE 

• I 
I 

I 
I 
I 
I 
I 
I 
I 
! 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
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O~PAR~EHT CF HE>.LTH A.MD HIJM.1.Jj !iUt',:,:i;i . 

r"H CARE FlNAHCINQ AOMIHliJUJ,TIC:I 

SiATEHEHT OF oeF!ClE~~;Es 
AHD Pl.AH OF C~RECTlO:: 

(X1) P~OVIDER/!l.lPPlieR1cLJA 
lD2lHll'lCAfi(m ic1.ii4ii~Jt; 

;!.~!.C>:11 

(X2) MULTIPLE CCHSTRUCTIOM 
I .l. BU!LO!NG ______ _ 

! S. lol~llr. _______ _ 

AH 
~OQl<I '-PPR.O~ 

~B ~o. 0938·0391 

(X3)0ATE SUR\ll;Y 
CCMPLiTliC 

c.4/23/96 

IU.ME Of PROVIDER 'jR :i1.'P'>l,tf~ l ~T?.F.'i'!" 1noqi;~, CITY, STATE, !IP .~:ris 
· AUGUSTA MENTAL MEALTH 111S1'JTUT I PO sox n4, ARSENAL sneF.r ,uc-nu.,WArw, 

(X4) 10 I SUXMARY STATEMEIIT CF OEFtcrEMCfE9 I ID 

. P!IEFIX I (EACH JEF:-:1,:11:~ ~~~q ,ti [J~ti{.~!i:i9[:; ff '.11J~L j i-'l(!,/l)f; I 
TAG I RECULA7CRY CA ~sc rDEMTirYING tMFOR.IIATtO.W) I rAo I· 

A 0S4 I ( Cc,,e!l'IU&>d Fran Pai;a a ) f" 
, I approcri4ttMS; oi cii~.No~es ijn.i 

I rrut:Mf'lr. 

I 
I_ A r,vf~Y. c~ ~~;~~! ~t~•~ 

I 
I 

I 

lridicatcrs r~alod tw0 lndfcators 
r•lat&d to ~lcAt!Ma. "9di~al 

executive ccmftt~ meetin; nrfnutaa 
o~ 06/0i' /95 d0<:U11e11t V<:i ql.l<lO t I o,io 

r"'J11rair,; polypnarnacy, This 
?Oly,:,/lar'!I\Qgy indi<:11tcr waa eo be 

fellowed·~ at Quality Review. The 
Cll.14 i I fy ~=vi cw ,;,f 1 Z/06/?5 

a~.nwnt!d plana for this ihdicator 
~o l){i f11rth,::-r n:1vin1ad and a~rov'fd 
in two wtek3. Th ■ re was no 
~~J™tntatlcn thet this cccurra-d. 
Tht minutea oi 01/C3/96 docUTllntecf 
~ha lsque ot polYpllarM,:y Indicator 
a:;:if n arc- '11~ d~ ii_, 0,1 ·,.a.a ,:;nci9 ·;~1 

aee!( peer rev! ew t:,rougn ene Nai ne 

Nedical A1~:1t!OM. As of the <lat, 
.::' ,:ie surwv. ti! f e ceer r1vi..,. Mad 

not begi,.'O, 

I _ 1ne H~l cal Execlltlve CCCfflli ttH was 
I a.nt flellJ.IS ol'l at \ ""'"'' t~ 
I dffferem occuions whfch wera 
I eonciled from rtvi tw of pat1 ent 
j apeciffc lr.c:fdtnt reports and 
I related ~o r"trtlnt uae and 
I ln.pprO!)t'late behavior. fhe 
I purpou ui ,!; i. •"''~~ ~-.i Ii. wu tu 
I relau these ffndl,:1:,1 ~i: t.1'1.1lnr1,1: 

I op-cl~ for tharu :~:·ri.t.;1:\ 
I patient,, A rir:iew cf the ~fnuta, 
I revealea ng dlscuu{on of theH 
I and, thu:, :-.:, doc1.1111nta,\O(I 

I of any 11.ctiom. In -1!.c~, a ~i.:,;t';t;~ 

I (07/05/9S) following the receipt of 
I cne 1111a10 regardfng restr1lnt uu 

FORM HCFA-2567(09•92) . 

~aov1o&R'i PLAN OF CORRiCT{ON 

CS4l~ •~OllRECT!VE ACTICH SHOULO ~E CROSS· 
1HiF ,:1:illCiC TC rHli .\PPROl'RIATE i:lE Fl Cl SHC'f) 

T.ho ;\f~d~.~('.1 cil;af.f ;,,:. U ~;nl;,~cr: ~nd 
expe1ite the cont~ac! with ~aine 
Mc~ic~l Aa$ociation ;ot peer revl~w 
; nd;;di::.s b:.gil '.'.Q.<1"1 .11n<i ;wly!:h:'lr:na.cy. 
tn t1".!:ilLlort 1 -;,;e wi:1 revtew Lin:: 

·H'',tlf\ i.td 's high dose and pJlypha:::-rr.acy 
trends and b1:11d11u,ukt!<.l 1::1;p.ins c. 
national standards. 

The minutes· of the Medical Executive 
Collllilittee will reflect fol:ov up on 
all treatment and care related issues. 

I (XS) 

ICCMPL.e:T!ON 
I OAT!; 

(i/18/96 

5/22/96 
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OEPAATH£NT OF HEALTH A)(O HUMAN SERVICSS 
'TH Wf FiltAHC[NO .lJlMINISTi!AT!CN 

!it,.1£HENT OF 0eFICWH:1t:~ 

AHO PWI OF CCRR?':Tlt)i 

I ex,, P~ovrce~/SUPPLIER/CL:A 
I i~F.!-!'rlF.l':ATJQ!l )'!J!'l.ll~ll! 

. zi,4007 

I (XZ) MULTIPLE C".JISTRtJCTlON 
j A. ~J!~.:llil<l _____ _ 
f s. wr11a ______ _ 

AH 
FORJ,4 APPROVED 

0/'la )i(J. 0938·0391 

{X3)DATS SURVEY 
COMPLETED 
04/23/96 

IIN'li Of PlOVIDiR CR SUPPLIER 
.AUGUSTA MENTAL HEALTH INSTITUT 

I srReET ADDRESS, CITY, srATI:, z1P c:J:lE 
1 ?o sox n4, AAsEuA1. sr11.eer Aum;srA,KI.INE 

•••••••••••••• .... •••••-• ,.,., ••••"••-••••••• .. .,,,,1,11•.••••w••••••••••••••••••- .. -·•••••••••••• .. •• ........... a•••••••••••••-• .. •••••••••••• ♦•••••••• 

(X4) ID I St.JW,1.ARY STATEMENT OF OEFICIENCISS [ IO I· 
PREFIX I {EACH 0E;1c:eucr r!UST 3E PREc~ecEO ~Y FULL I PRe~rx l 

TAG I REotJLITORY ~ ~SC IOENTtrYING [NF~TIOV) I TAG i 

A 054 I < cent I r"IIJ~'(J ~ 1•.;,11 ,i :.¥..i i' J 

I 
I 
I 

- I 

dccU11ent!ld 11 ~c- pr·:t.;('1'11 1·11;,;·e:;r;:; 
Single Roor, (;~re i't'i: e>:1t':'"lfM ," 

I 

I 

I 
I 
I 
I 

~~:Wl0ER'$ ?UH CF CORReCTIOH 
m,C\i ,:,;,~er,rrvF. ~r.:7.0'.i ~~LC 3E CROSS­

REF:REMCED re THE APPROPRIATE DEFIC!,HCY) 

I _ The )4,;,.i,iQ\ Exect.rt1v-: C~l t,ote I The Medical Exec~tive Committee 

A 05S 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

111fnut:: -:~ 06!07i'r.i e::>..:i.&Mli::;cl 

that th• ind: .:at:i:· ''1.y;:ert~::.1. 011" 
was ta be d14c0!1tir.ued anci 
"orthoetat!c 1Y?Qtensicn 
r&Gogn i ~ion snc:1 /!laNigement" wu to 
be Instituted and revi~ 1t 

Quall tY Rev! l:'Jol, No f\.irthar 
doc1.111ent1t!on or thl4 lndfoator w11 

noted. 

I _ The Medi cul Executive CCl'T'llll tt~ 

I 
I 

I 
I 
I 
I 
I 
l 

111frKJta1 cf 01/10/96 docr...manted 

cue ta Clozari l :.lll•, Tl,P.l'P. wet ro 

doc.mentatlon o1 sl.bstuntfve 

I _ ll••J:Nridol uoo wQo ti:i b4 cll•ci1.1a•ecj 

I 
I 
I 
I 

cloclaell~OO i:vidon1:1 o-f -fur'::h~r 

dfacu.alon ct thl: dr!J9 uae. 

I 482,21(c) STA.14DARO; 
I IHPLD4EIITATICN ,_. __ _ ... ,.~ ... .-.... .... ,. __ .. ___ ,_. ___ ,,,.,._,, 
/ 42 CFR 4.!32,21(,:) [111)(--,tal;/Qrl 

I ··························-········ Th• 
I hoapl ta I 111,1n ·;ul,;~ ar~ .;;).;,,,;i,111,,, 

I •F'Pf'cprfau rtfflldf1L ae:fon to ■ddrKa 
I doffcife11.:l11~ fQ<JOQ thr~ tt;z, ~Uty 

I u,uninc• progrw, The hosoftal ri..at 
I cloo-t t~• ~~a:ni,, ol th~ r-.;il~l 

J ■c(lort. 

FORM KCFA•2567C09•92) 

I 
I 

I 
I 
I 
I 
I 
I A osa 
I 

I 
I 
I 
l 
I 

.I 
I 
I 
I 
I 
I 
l 
I 
I 
I 
l 
I 
i 
I 
l 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

will make a dete~minat:ou ~~ to whecher 
this co~tinues tc be a valued indicator 
at chi,j time. 

The minutes of the ~edical Execucive 
Commictee will te!lecc the revte·" of 
all care and treat~e~t i3sues and 
document in the minutes, 

Raspe~idol will bQ as~isnQd to a 
Drug Use Evaluation and reported back 
to Medical E~acutiva Committaa as to 
findinge. 

I (XS) 

ICCJIPLi::TICM 
I CATE 

i 
l 
I 
! 
I 

5 /22/96 

I 5/22/96 
I 
[ 
I 
I 
J 
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r,ci:,AfmmNT OF HEALTH ,tjjD t\Ulil.AN SERVICES 
/~H ™E FINANrrua ~P.M{~lSTt\TIOH 

STATENENT OF oeFtCIEHClES 
AND ~LAH OF CCRRECTION 

(X1) ~ROV!OeR/S!JPFt.IER/CLIA 
IOi:MTIF1E.\TICH NU4SER: 

2C4007 

I <X2) NULT!PLE CCHSTRtJCTIO~ 
j' A. 8UILDIHO _____ _ 
I B. \WIG ______ _ 

AH 
J:'<1RM .!POQ0\/1:0 

CNS l«J, 0938·0391 

()(3 )DATE SURVEY 
C[lll(Jll,$':"iD 

04/23/% 
•••••• ............ _ , ........ ,r ....... , .... - •· •••,, •~·• · · 1•••••••••••••••,.. ........................................................................................ _______ , 

!U.ME OF PROViOER OR SI./PPL!ER 

·AUGUSTA ~EMTAL HEALTH lNSTlTUT 
/ STRSE'\' .4JlORESS, C1TY, STATE, ZIP C:::OE 
I ?o aox n4, us&HAL sTREcr AUGUSTA,MAIM• 

(X4) IO I ~y S-:'AT!MENT OF OEFICIEMC!ES . I 10 

PREFIX / (EACH ~i:F:1,l:~•('' 'tiH f(! ,-,,rn;~rr'lw i,'r :',L ! !l~;"UIX I 
TAG I REGI.JLA"TORY C11 Lgc ro1nmFv111r. rHFl'.IRN.u1c10 I TAG I 

A 058 < Continued Fr:it11 ~•Q• 1n > 

. I 8~4~ cn rl!vi.w of tno Qual ltY 

I l~r0virnent Pt~n l9)'5·1996, tht 
I mil"lut•,. o-< tll~ 1-4'1<i{~t_ F.~-.-r:'""' 
I ccnm!ttee for ens y111r, tne ~f111.1tH of 
I th♦ Qyality Oper~,fona C~ftta• for 

I ,y 1995 • 1996, and th~ 111frn.icu of tht 
I 'lovernir,9 lody Jo.rlUQry, 199S throutn 

I March, 1996, it wu ~urnfntd thee 
! thor-<1 WQC 111ir,i11111i ~=-u1:f~ th•~ 

I ,ne hoapitat took apprcprfat, rlffllldfal 
! aci:ior, to oddr~a -=efl,;.io1r1,;.fn fwtld 

I thrOU\lh th, Qual i W "841.Jrenc:, Pl"~r11.11 
I ctnd 1J1inl111al ,Jc.,1;1.11J1t11i~tiM gf till, 

I ouCci:ffi$ of rlffledfal action. 
I 
I 
I ,rrx:ifng~ fnc\Ud1: 
I 
I 
I _ Tf'-!M >144 no ~1J11encn1ori that the 
I Governing Board r1<:al\led any 

(>fj~~r~~C/d11c1pl1;'1e lfff.Ult 

I ~rt:, axce,:,c aar,cy, wnicn w-era 
I a.ie JULY, 1995, The doculenC 
I ll"ltftled Quality Assuranee ~epor~ 
I F',' i W.- ~; :.::. . U ,4 t. ...i.- ,1;;-u..:..1.;.c; to 
I th• Governing 3ody nin.rtH, wae 
I fnc0111plete and did not lr.Qlucfe any 
I cap4rtrlatit/di1c!pllne al"INJ.ll 
I reports. 

I 
I 
/ _ The Quality i~aveiw,t Plan 
I indlce~e, that Qualfty ln1onnaifon 
J wl ll be forwa~ed fr011 the "-dfc1L 
' I Execu1:.v,1 C1ri:1it;;41! 1•.d ti:& 'h,ti lt·f 

I Operat1one ~HtH to the 
I aovemlnq Body, A review ot 
I GO'.'erning Body 111lnutn frcra January 

. 
I 
I 
I 
I 
I 
I 
I 
I 

PRCVl~ER'8 P\.AM OF C~RR~CT10M 
(EAC!f C"'..ARECff•t A:·,·: HJ !i1:t11,.) BS C:lCSS· 
fleFeRi1'Cl,j Tt• :l't: ~.'i',":Mi !/'.! (1l;F!C!l:P(C'() 

'f,ie minutes of ti:le Govarning Body, 
Medicsl Executive Ccmmittae and 
Q~ality Operetions Committee will more 
tioroughly document QA/QI activities 
includi~g ramedial actions idencified 
in the QA/QI program. 

?l5n ol ~0t~acclcn as n~t~d on 
(052). 

Thii minutes of the Gove-::·ni::.~ Dody 
meeting vill more thoroughly document 
discua~ion and evaluAtion or M~~1~~1 
Sta.fr ind ic.a-cc,r s • 

I (XS) 

!C~PL:TICM 
I DAT!: 

I 
I 
I 
I s1z2/9c 
I 
I 
) 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
r s131/96 
I 
I 

6/18/96 

If contfni .. don chMe :iaa• 11 of 16 , 



OEPART~EHT OF ~EAI.TK MID IMIA!I SElMCSS 

~H CAAe FINANCING AlllWHSTRATION 

STAT~EJIT OF OEF!ClEHCIES 
AHO !·~-0,i Of ~~;1 :a·~ UJ~ 

(X1) PRO\IIOER/!ilJPPL!~R/CLIA 
.'.n;r,, F-t,~,,1 :~ii 1i; •• 1ati1: 

i:!4c-:~ · 

J CXZ) ~LTTPLS CO)jSTRUCTION 
~ ~t EU:~!l;H1 ______ _ 
I.;. \,UNG. _______ _ 

AH 
FOAM APPROVF.n 

a!B MO, 093a-03;1 

CX3)CAT;; ruRVEY 
:mi:itmo 
C4/U/96 

NAME OF Movtoe_R OR SUPPL! ER 
·AUGlnTA IENTAL HEALTH IHSTfnJT 

I STREET AOOR!SS, CITY, STATE, ZI? ccoe 
I PO BOX 7'4 1 ARSEHAL STR!El AUGUSTA,/1.AIME 

(X4) 10 j S\Jlo91.ARY STATEMENT OF CEF!Cl!NCIES I IO I 
PREFIX I civ.ca DEFtc:eNcr I-IUST a& P~ec::eoro aY FU~L I PREFIX I 

TAG I REGUUiORY OR LSC IOENT!FYJ)IG !NFOAAATl0lO I TAG I 

A 058 ( CCfltlnued From P19e 11 l r· 
1995 to March 1996 r~veilod that I 

i ther$ wes no di,cusaion ot 14edlcal I 
I Staft deFIQrtitental or diviafcnal I 

, I lndfi:ator, whi:h Included a ravi..., I 
I oi tn• r1sult3 of ih, ll'lOMitorfn;, I 
I ~I th the iuc!lptiM l'Jf ,,,,., i:ase I 
I r~iowr.i In M11rch 1995, I 
I I 
I I 
1- l r~iew of ~odfc~l S~a,~ I 
I incifeacors revealed tilo indlctora ! 
I relatld to rn-tcii~at!~na. Meclfoal I 
I· Executive C¢ml'li tttt mNtlng 111ln1.:tH I 
I of 06/07/95 doc1.111eritod ~thna 

I r~rdin; pol')'ph8l'!MIOY, This 

I ~lyp!,an111oy fl'tdloDtor wu to bo 

I 1ollowed•~ It Quality Ravlew. Th• 

I Quality R.,...iGw or l~/06/95 

I dcicU'l'll:nto<i pl'llls tor •.hi, fm'r.at~r 

I to '0<1 further r!!v! ,;wed ond spprvvw 

I In twc weeka, Ther~ w.a no 

I ~utiQl1 th1t th i $ Q<.;~rrad. 

I l~e: iih'1..ltH o't 01/03/96 dccunented 

I th• faeuo iJ( puly~nD11c;y lndlcacor 

I ,;;:In w th• decfalon ii■■ made to 

I ,.,.k Pl"St r~vi-=w ,nrww,i ~n~ ~•i"" 
I Medical A110elatlon, A• oi the date 

I o1 ine 1S1Jrvey this pe•r revl ew hid 

I r,o t be;I.I\. 

! 
[_ rho M■d!cal executive Cc:nrnlttN waa 
I ,ent memos on ,c 111st tWQ 

l 0<:cHI~• which wer• ~i ltd fr= 

I r11v,ew of patifflt specHlc lnc:fdtnt 

I raport1 IMCI r1l1tld to rncr■lnt 

I Uf.1 ~r.d lnapproi:,rfate l)ehavfora. 

I The purpose o-t th Is anal Y11 fa wa, to 
I r1l1ta these f!ndlnt• co treatment 

I optlont for th~!• lncllvfd!J!!( 

I p•t1enta. A r~iew of the ~il'M.ltH 

I reve1ttd no discussion of the•e 

FORH HCFA•2S67(09·92) 

~RO'IIC8R 1S PUN nP CORRECTION 
CEACM CORRECTIVE ACT:OH SHOULD BE CROSS• 
REF~RENC!rn TO r~e APPROPRIATE DEFIC:~~CY) 

T':i.c: Pl~n of Cor!:ec:lou l::i uuL.1;c.l !l.U<.:Ve 

unde:- A054, 

The minutes of the Medical'Executive 
Committee will reflect follow up on 
all t:eac~ent and care related issues. 

l (XS) 

IC~PLi:T!Cll 
I DATE 

I 
I 
I 
j 
I 
I 
I 
I 
I 
l 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
! 

·I 
I 
I 
I 
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Ol?PAATHEMT OF HEAL TH A)jD :~!..:MAH SERVI CSS 
,,~rH CAU fl/lAJIC!Ha AIJMIHl~TRA[IOM 

STATeM~HT CF DeF!CIEMCiaS 

A>ID Pl.AH OF CCIIR~CTICH 

(X1) ?ROVICER/SU?PLIER/CLIA 
ICEUllFICATlCN NIJNBER: 

i.204007 

I (X2) MULTIPLE CONSTRUCTICH 
I "· 81JILOING _____ _ 
I !!, WING ______ _ 

AH 
FORM APPROVEO 

c»IB NO, 0938·0391 

(X3 )OATS SIJR'wEY 

Cc.1PLSTE.O 
04/D/96 

H»4E OF PROVIDER O.Q SU?PL:ER 

AµGUSTA >';EHTAL HEALTH tHSTliUT 
I STREET AODRESS, CITY, sr~re, Zl~ CCDE 
I PO BOX 724, ARSENAL STR;'.!T AUGUSTA,AAlliE 

(X4) ID I ~y STATEMENT OF 0£FICIENCIES I !O I 
PREFIX I C!ACli cmc1ENCY ~sT ;e PRECS:DED av FU~t. I PREFIX I 

TAG I UCUUTCR.Y CR ~SC IDEHTI FYIHG IHfOIIHATlOH) I TAG I 

A osa 

r 
I 

I 
I 
I 

( C01'1tinuod Fran ~a9a 12 ) 
and, thus, no dOclJMl"',tat f on of any 
1ctfon. rn 1act, a Meting 
(07/05/95) folle,.,fr,g ~he r.caipt of 
one IDl!fflO regarding rt11i:rafnC 
~uner,ted 11 110 ,crob l l!lllS regard! ng 

i 

PROVIDER'S PUN OF CORRECTION 
(EACII CORR!CTlVE ACTION SHCULD ae :~OSS· 
ReF!ReHC!D TO THE APPROPRIATE OEFIClEMCY} 

I aul!d on ravf ~ o-f th• >!lldfcal 

I Staff Quarterly R~ru ~rHented il'I 
I Seoteff'bor and 0acatTCer, 1995 ,11 

.. I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
i 
I 
I 
I 

I The Mcdic~l Executive Cor:10i~t~~ minutes 
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SENATE 

JOAN M. PENOEXTER, DISTRICT JI, CHAIR 

JOHN W. BENOIT, DISTRICT 17 

ROCHELLE M. PINGREE. DISTRICT 12 

JANE ORBETON, LEGISLATIVE ANALYST 

BETSY REINHEIMER. CCMMITTEE CLERK 

STATE OF MAINE 

HOUSE 

MICHAEL J. FITZPATRICK, DURHAM, CHAIR 

BIRGER T. JOHNSON, SOUTH PORll.AND 

DAVID ETNIER, HARPSWELL 

J. ELIZABETH MITCHELL, PORTUND 

DAVID C. SHIAH, 30WOOINHAM 

KYLE W. JONES. BAR HARBOR 

GLENYS P. LOVETT, SCARBOROUGH 

JEFFERY JOYNER, HOLLIS 

ONE HUNDRED AND SEVENTEENTH LEGISLATURE 

COMMITTEE ON HUMAN RESOURCES 

JEAN GINN MARVIN, CAPE ELIZABETH 

ROBERT J. WINGLASS, AUBURN 

Commissioner Kevin W. Conc::urnon 
Depanment of Human Services 
11 Stace House Station 
Augusta, Me 03443 

Dear Commissioner Concannon, 

June 13, 1996 

The Health and Human Services Committee has received copies of the correspondence 
between the Depanment of Mental Health, Mental Retardation and Substance Abuse 
Services and the federal Health Care Finance Administration pertaining to recent 
inspections and compliance with federal and state certification standards at the Augusta 
Mental Health Institute. The Health and Human Services Committee was the Human 
Resources Committee during most of the 117th Legislature, being renamed by a change 
in Joint Rule 13 adopted late in the Second Regular Session. 

The committee has heard that there has been communication or correspondence regarding 
this issue from the Health Care Finance Administration since the letter from :\ifargaret 
Leoni-Lugo to Dr. Lowell that was forwarded to the committee date stamped :.fay 17, 
1996. The committee would appreciate copies of all correspondence on this issue among 
any of the panicipating agencies: your department, the Department of Mental Health, 
Mental Retardation and Substance Abuse Services and the Health Care Finance 
Administration. On behalf of the committee we are also making this request of the 
Department of Mental Health, Metrral Retardation and Substance Abuse Services. 

Thank you for your assistance. 

cc: Commissioner Melodie J. Peet 

Sincerely, 

~ 
/\AA [<.__.e___ 

Senator Joan M. Pendexter ..L..-O 

Representative Michael J. Fitzpatrick l-0 

Chairs 

STATE HOUSE STATION 115, AUGUSTA. MAINE 04333 TELEPHONE: 207-287-1317 



STATE OF MAINE 

DEPARTMENT OF 

MENTAL HEALTH, MENTAL RETARDATION, 

AND SUBSTANCE ABUSE SERVICES 

40 STATE HOUSE STATION 

ANGUS S. KING, JR. 
AUGUSTA, MAINE 

GOVERNOR 

July 1, 1996 

The Honorable Joan Pendexter 
The Honorable Michael Fitzpatrick 
State House Station #115 
Augusta, ME 04333 

04333-0040 

Dear Senator Pendexter and Representative Fitzpatrick: 

MELODIE PEET 

COMMISSIONER 

I wanted to give you advanced notice of the results of a survey of A1v1HI which was 
recently completed by the Department of Human Services. As the enclosed letter 
indicates, the Department found several deficiencies at AMHI, and has placed a condition 
upon the hospital. My team is in the process of reviewing the deficiencies cited by DHS, 
and putting together a plan of correction to address the problems. I am taking this 
"condition" very seriously, and I will forward to you the plan of correction upon its 
completion. 

In the meantime, please know that I remain committed to ensuring the safety and well­
being of patients at AMHI. As you know, I recently made several major changes in 
hospital administration to address problems that had arisen at the hospital, and I am 
confident that the new Acting Superintendent and Acting Clinical Director will provide 
the hospital with the leadership that it so clearly needs. 

I will keep you apprised of all further developments. In the meantime, please feel free to 
contact me with questions or concerns. 

Sincerely, 

~~fr//~ 
Melodie J. Peet 
Commissioner 

PHONE: (207) 287-4223 (Voice) (207) 287-2000 (TTY) 

RECFIVED 

JUL O 2 1996 

C)PLA 

FAX: (207) 287-4268 



t\ngu~ S. King, Jr. 

Governor 

STATE or MAINE 

DEl't\RTMF.NT OF HUMAN SERVICES 
,\l'(;('S I.\, \UINEMDJ 

June 27, 1996 

Rodney Bouffard, Acting Superintendent 
Augusta Mental Health Institute 
P.O. Box 724 
Augusta, Maine 04332-0724 

Dear Mr. Bouffard: 

Kevin W. Concannon 
( :,,,nmi.'i.'iinner 

Pursuant to its authority under Section 1811 and 1813, as amended by P .L. 1967, c.23 1, 
Section I, Augusta Mental Health Institute (hereinafter, "AlvIHI") is now required to be 
licensed by the state and pursuant to its authority under 22 ?v:IRSA 1817, the Department 
of Human Services (hereinafter the "Department") is issuing to AlvIHI a conditional 
license to operate a hospital. This action is taken because the Department has determined 
that the interests of the patients at A.MRI and the general public would be best served by 
offering the opportunity to correct conditions which resulted in the serious and substantial 
failure of Alv1HI to comply with the provisions of the Regulations/or the Licensure of 
General and Specialty Hospitals in the State of Maine (July 1972, with amendments 
through July 1, 1994), hereinafter the "Regulations". 

The Department's proposed action results from observations and staff interviews 
conducted by staff of the Division of Licensing and Certification during Federal/State 
surveys and complaint investigations conducted at AtvlHI on June 4-6, 1996 and 
June 20-21, 1996. In addition to the information provided by the surveys on June 4-6, 
1996 and June 20-21, 1996, it is also significant to note that a survey and complaint 
investigation we:-:: conducted on April 22-23, 1996, in which a Federal Condition of 
Partieipation, specifically Quality Assurance, was found to be out of compliance in 
addition to other deficiencies and a plan of correction was submitted by the hospital to the 
Health Care Financing Administration and the Department. A follow-up survey conducted 
by the Department on June 4-6, I 996 documented that systems were in place to comply 
with the Federal Condition of Participation, however it was also noted that the systems 
would need to be maintained and reevaluated for continued compliance by the 
Department. The survey also provided documented evidence of deficiencies related to the 
Medical Staff, specifically with regard to credentialing, organization, significant number of 
locum tenens, quality improvement and compliance with Bylaws. The recent 
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appointment of an Acting Medical Director, in view of the medical staff deficiencies, 
provides the need for ongoing monitoring by the Department to ensure compliance with 
the Regulations. 

As proposed by the Department, the conditional license to be issued to AMHI would be 
subject to the following conditions, which must be met within the specified timeframes and 
ar~ deemed necessary for the protection of the health and safety of the patients of the 
facility: 

I. Condition Pertaining to Medical Staff 

Within fifteen (15) days of the effective date of the conditional license, AivIHI will: 

1. Submit a written plan for the provision of continuity of care and leadership, 
while addressing the complexity of Medical Staff deficiencies with an 
Acting Medical Director. 

Within thirty (30) days of the effective date of the conditional license, AW-II will 
ensure that: 

2. The Medical Staff will institute a policy and procedure to include Medical 
Staff's performance improvement activities in the process ofreappointment 
and reappraisal. 

3. The Medical Staff will develop and utilize a system for translating 
monitoring of appropriateness of diagnosis and treatment into evaluative 
ar~ interventional activities to confirm variances in performance or 
breaches in quality of care. The evaluative data will then be utilized to 
develop interventions to improve diagnosis and treatment. 

4. Locum tenens physicians' credential files will contain primary verification 
of those required credentials, in accordance with the Medical Staff Bylaws 
(Article 5.2.1.). 
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II. 

5. The Medical Staff physicians will be reappointed in accordance with the 
AMHI Medical Staff Bylaws (Article 5). The four (4) physicians who were 
not reappointed in 1995 or 1996 will be reappointed if they are continuing 
to practice at AMHI. 

Within sixty (60) days of the effective date of the conditional license, AMHI will 
ensure that: 

6. The Medical Staff develops a procedure regarding the utilization and 
documentation of Quality Improvement data relative to a plan for follow­
up and remedial action. 

7. The Medical Staff Department Meeting minutes, as well as the Medical 
Executive Committee Meeting minutes, will document remedial actions 
taken to address poor outcomes, discrepancies in outcomes of therapy with 
individual physicians, and interpretation and documentation of the Drug 
Utilization Evaluation as it impacts on quality of care. 

8. A consistent monitoring, trending and evaluation of nosocomial infection 
data to determine potential patient care ramifications, trends or areas 
needing improvement will be developed. 

"1-Vritten progress reports will be submitted to the Division of Licensing and 
Certification on a monthly basis to determine compliance with this condition. 

Condition Pertaining to Governing Board 

Within forty-five (45) days of the effective date of the conditional license, Aivffil 
will: 

10. Ensure that all hospital physicians have current appointments and 
reappointments. 



. . 

Augusta Mental Health Institute 
Conditional License 
June 27, 1996 
Page 4 of 5 

III. Condition Pertaining to Dietarv 

-

Within sixty (60) days of the effective date of the conditional license, A.MRI will: 

11. Provide adequate dietary staff to facilitate patient nutritional assessments, 
teaching and participation in treatment planning. 

General Conditions 

All deficiencies noted in the Statement of Defidencies ( enclosed herewith as 
Attachment A) shall be corrected in accordance with a plan acceptable to the Division of 
Licensing and Certification, and provided to the Department no later than fifteen ( 15) days 
after the effective date of the conditional license. Corrections to any and all deficiencies 
noted on Attachment A shall be verified by staff of the Division of Licensing and 
Certification. AMHI shall remain in compliance with all Department regulations 
applicable to hospitals. 

Subject to the opportunity for a hearing before an impartial hearing officer, explained 
below, the Department intends to issue a conditional license to Aivllil immediately after 
receipt of this letter. During the period of conditional licensure, the Department will 
closely monitor and evaluate AlvfHJ for compliance with the conditions imposed, as well 
as all Department regulations, in the hope of being able to issue to the facility a full 
Ii censure status at the end of the conditional licensure period. Should Al'vil-II fail to fulfill 
any of the conditions imposed upon its license, the Department may immediately terminate 
the hospital's license upon written notification. The Department is authorized to take 
further steps to assure compliance, including those authorized by 4 IvfRSA § 1151 (2) and 

_ § 1156, i\1RSA § 10051, 22 I\1RSA §4 7 and § 1817 (and/or other remedies available at 
·1awf 

If you believe that the licensing action proposed is incorrect, you may request a hearing 
for the purpose of refuting the basis of the Department's action. Such a hearing would be 
held before an impartial hearing officer. Alvll-U would have the right to be represented at 
the hearing by an attorney or other representative of its choice. It would have the right to 
call witnesses to present documentary evidence, to cross-examine witnesses, and to a 

· written decision based upon the evidence presented. A request for a hearing must state in 
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detail your reasons for believing the Department's action to be incorrect. A request for a 
hearing must be mailed to the following address and received within twenty (20) days of 
receipt of this letter: 

FTF:el 

Louis T. Dorogi, Director 
Division of Licensing & Certification 

35 Anthony Avenue 
11 State House Station 

Augusta, Maine 04333-0011 

Sincerely, 

~ _;_ {. L , 
Francis T. Finnegan, Jr7 
Director ~ 
Bureau of Medical Services 

cc: Kevin W. Concannon, Commissioner, Department ofHuman Services 
Andrew M. Gattine, Assistant Attorney General 
Louis T. Dorogi, Director, Division of Licensing and Certification 
Sandra Bethanis, R.N., Assistant Director 



JUN-28-1995 11:53 LIC. & CERT. C.O. P.01 

JUN-28-'96·11:44 R 

A,11:u~ S. Kini:. Jr. 
G1Jv1!rnor 

ST,\"Jl( 011 MAINE 

DEl'i\RTMENTOF IIUMi\N SERVIC.F.S 
/\ l /( ,\!~ rA, M/\lNTI 04JJ1 

July 1, 1996 

Senator Joan M. Pendexter, Chair 
Committee on Human Resources 
#3 State House Station 
Augusta, Maine 04333 

Representative Michael J. Fitzpatrick, Chair 
Committee on Human Resources 
#2 State House Station 
Augusta, Maine 04333 

Dear Senator Pendexter and Representative Fitzpatrick: 

K<:vin W. Conc-.anncm 
Co,nmi.t.tion~r 

A copy of your letter to Commissioner Peet regarding copies of correspondence related to 
the recent inspections at the Augusta Mental Health Institute has been sent to me. Please 
be assured that we are in the process of gathering the appropriate documents and will 
forward them to you most expeditiously. 

If you have any questions, please feel free to contact me directly at 287-2093. Thank you. 

Sincerely, 

~.2i~~~ 
Director \ 
Bureau of Medical Services 

FTF:el Post-it" Fax Note 7671 

TO .j 

PllOne # 

Fax 11 Fax# 

TOTAL P.01 

► 



DIVISION OF LICENSING /\ND CEf!TiflCJ\TIDN - STJ\TEHENT or DEFICIENCIES J\ND PU\N OF COflflECTION Continualion Sheet 

Name of facility: Auousta Mental Health Institute Date 

SUl-fiARY STATEt-ENT Of DEFICIENCIES 

This regulation was not met as evidenced by the following 
findings: 

• It was detennined through a review of credentials files for 
locum tenens physicians that although the _medical staff 
qualifies members, in part, through primary verification of 
credentials as required in the medical staff by-laws 
(Article 5.2.1), locum tenens physician credentials files 
did not contain primary verification of those required 
credentials. · 

Chapter IX.F.1. 

Regardless of any other categories having privileges in the 
hospital, there is an active staff, properly organized, which 

· performs all·the organizational duties pertaining to the 
medical staff. These include: 

I. Maintenance of the proper quality of all medical care and 
treatment in the hospital. 

This regulation was not met as evidenced by the following 
findings: · · 

• It was determined through a review of the Medical Staff 
Executive Committee meeting and QI minutes for nine (9) 
months prior to survey and confirmed through interviews 
with the Medical Director, that the medical staff lacks a 

Signnture of Person Completing Plan of Correction: 

I• fr, ,f r- In f"I \ 

PLAN OF CORRECTION 

A procedure has been developed to procure primary 
verification of Locum Tenens physicians. As of this 
date a query has been made to verify the licensure of 
all Locun Tenens physicians. 
The National Practitioner Data Bank is being queried 
and was canpleted on 7/11/96 with no issues noted. 

6/6/96 & 
of Survey: F./?l /qF, 

COHPlETION DATE: 
month/dav/vear 

7/10/96 

7 /11/96 

Dote: 

Pnnr. 1 nf q 



DIVISION OF LICENSING J\NO CEHTlflCATIDN - ST/\TEHENT or Off ICIENCI[S AND PLAN OF CORRECTION - Continualion Sheet 

Name of facility: Auqusta Mental Health Institute 
6 6 96 & 

Date of Survey: fi/?l /qF, 

Slffi/\RY STATEl£NT Of DEFICIENCIES 

mechanism for evaluating all medical care and treatment 
in the hospital as evidenced, specifically by the following 
findings: 

I. Assessment of medical care and appropriateness i3 

significantly hampered by an inordinate reliance on short 
tenn locum tenens physicians whose provision of care has 
not been amenable to quality monitoring, identification, 
follow up and correction of problems; 

2. Pati.ent care problems or serious incidents identified in 
10/95; 1/96; and 4/96 and referenced in the minutes were 
not correlated with documentation of detennination of 
causes of problems, corrective action, or follow up; 

3. It was detennined from the above, plus a review of data 
relative to Drug Utilization Evaluation (DUE) for 
polypharmacy and polypharmacy with Clozaril, that 
altho~gh these DUE are an integral P.art of the medical 
staffs quality assurance program, there was no 
documented cumulation, trending, or interpretation of the 
DUE data, nor was there documentation of the impact on 
quality of care of the DUE findings; 

4. It was detennined from the above, plus a review of 
nosocomial infection data: that although records of 
infections are maintained, data collection techniques were 
inconsistent and interpretations of data by the medical 
staff to detennine potential patient care ramifications, 
trends, or potential for improvement was not documented 
and nosocomial rates and thresholds were not definitative; 

Signature or Person Completino Pion of Corr~ctinn: 

PLAN OF CORRECTION 

The quality of care provided by the Lo<;:urn. Tenens physicians 
is roonitored as part of the hospital QA program with 
follow up and correction of problans. 

(1) The hospital is actively seeking permanent physicians 
i.e. the Liberty Group has reviewed the hospital's needs. 
Elnployrrent agencies have been contacted along with national 
level rrental health professionals! We will interview in the 
next 3 weeks for the position of Medical Director. 

(2) The Director of QA will track the incident reporting 
system and m:::mitor responses fran Medical Executive 
Comnittee. The Medical Executive Carrnittee's actions 
will be reported to Governing Body. 

(3) The D.U.E. for polyphannacy and polyphannacy with 
Clozaril quality data will be docmented in Medical 
Executive Carrnittee minutes for discrepancies in data, 
interpretation and docurrentation. Polyprumnacy and . 
polypharmacy with Clozaril data will be presented in 
30 days to M2dical Executive Carrnittee for review, 
evaluation, and approriate action. In the future phannacy 
QA will be reviewing all drug usage. 

(4) The infection control nurse will maintain consistant 
data collection techniques. M2dical staff will define 
data and thresholds for nosocanial rates using National 
Standards. M2dical Exeuctive Carrnittee minutes will 
reflect interpretation of infection control.data to 
detect patient care ramifications, trends or potential 
for improVEm2nt. Consistant data collection techniques 
have been established and will be followed by the 
infection control nurse. 

COHPLETION DATE: 
month/dav/vear 

7/09/96 

8/15/96 



DIVISION Of LICENSING /\NO CEHTIFICATION - STATEMENT Or DEFICIENCI[S AND PLAN OF CORRECTION - Continualiun Sheet 

Name of facility: Auousta Mental Health Institute 

51.JtflARY STATEJ£NT Of DEFICIENCIES 

5. Although quality monitoring through indicator screening, 
revealed performance below threshold on indicators 
which was documented in the minutes, there was no 
documented discussion, analysis, or effective remedial 
action taken by the medical staff to addres:i deficiencies. 

Chapter IX.I.I. 

Requires that "The by-laws of the medi~al staff are a precise 
and clear statement of the policies under which the medical 
staff regulates itself" 

This regulation was not met as evidenced by the following 
findings: 

· 1. The medical staff by-laws (Article 7.1) requires that the 
Medi~al Executive Committee shall be a committee of the 
whole of the voting members of the medical staff; 
however, it was determined that a physician participating 
as a member of the Medical Executive Committee was 
not a voting member of the medical staff during the 
period surveyed; 

2. The medical staff by-laws ·(Articles 7.2 and 8.3) requires 
that the Medical Executive Committee utilize quality 
assurance sessions to review QA data, formulate 
recommendations and actions.in response to QA findings, 
evaluate quality monitoring data regularly, evaluate and 
take actions. in response to problematic situations, and 

Signature of Person Completing Plan of Correction: 

r,11r-1,... ,... I ' .- ,,... ..... ' 

Dale of 

PLAN OF CORRECTION 

(S)° Toe Medical Executive Carmittee minutes will docurent 
discussion, analysis,or effective renedial action upon 
quality m:mitoring. This is consistant with bylaws - a 
copy of Medical Executive Carmittee minutes will be sent 
to Governing Body. 

1n accordance with Medical staff bylaws (Article 7.1) this 
physiciar:i' s status was changed to a non--vdting, honorary 
nanber. 

The Medical staff has been given the responsibility to 
develop) in coordination with the quality manager) a sys tan 
to utilize QA sessions to review data, fornulate 
recarrIEI1dations and actions in response to QA·findings. 
An annual review of the QA program will be cqnpleted at the 
end of each year. QA will be a standing agenda itan for all 
Medical Executive Carmittee meetings as of 7tl7/~6. '.l'he 
l'Edical Executive Carmittee minutes will reflect discussion 
and action. 

6 6 96 & 
Survey: f; /?l /qf; 

COMPLETION DATE: 
month/dav/vear 

7/10/96 

6/19/96 

7/17/96 

Dote: 

P:inp c:; of Q 
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Name of Facility: Auausta Mental Health Institute 

'SI.JlflARY STATEt-ENT or DEFICIENCIES 

annually review the quality assurance program. It was 
determined that the Medical Executive Committee did not 
consistently document that it performed these activities in 
the period ·surveyed; 

3. Although the medical staff by-laws (Articf~ 8.10) requires 
that the medical staff identify and analyze the incidence 
and causes of infection and review results of antimicrobial 
sus~eptibility, it was determined that the Medical 
Executive Committee did not perfo1:11 these functions in 
the period surveyed; 

4. Although the medical staff by-laws (Article 8.8) requires 
that the medical staff conduct ongoing monitoring and 
evaluation of drug use and appropriateness and record 
findings, conclusions, and recommendations on a 
quarterly basis, it was determined that evaluation of 
findings,· conclusions, and recommendations resulting 
from ~alysis and discussion of the findings were not 
performed; 

5. Although the medical staff by-laws (Article 9.6) specifies 
a procedure for summary suspension, it was determined 
that two (2) summary suspensions in August, 1995 were 
not in accordance with the specified procedure. 

Chapter IX.P 

Requires that the evaluation of clinical practice be met by: 
"Monthly meetings of the medical staff ... at which the quality 
of medical work is adequately appraised ... action is taken by 

Signature of Person Completing Plan of Correction: 

Date 

PLAN OF CORRECTION 

The infection control nurse will report infection control 
data and actions taken monthly to M:!dical Executive 
CannitteeJ who in turn will identify and analyze the 
incidence and causes of infection and review results of 
antimicrobial susceptibility. Quarterly this infonnation 
is reported to Infection Control Carmittee. 

As data' is collected it will be presented to Medical 
Executive Cannittee, then it will be discussed and 
reviewed for appropriate action. 

In the future Medical staff bylaws will be followed. 
All disciplinary actions will be reported-to Governing 
Body. 

6/6/96 & 
of Survey: 6; 21 ; 96 

COMPLETION DATE: 
month/day/year 

7/31/96 

7/31/96 

9/11/96 

Date: 

P:;,r,,- i:; nf Q 



DIVISION Of LICENSING J\ND CEHTIFICATION - STATEMENT Or D(FICIENCI[S ANO PL~N Of CORRECTION - Continualion Sheet 
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Sl.HiARY STAT£t-ENT or· DEFICIENCIES 

the executive committee, and reports are made to the active 
staff ... Minutes of such meetings give evidence of.. .. A review 
of the clinical work done by the staff on at least a monthly 
basis; Minutes of such meetings give evidence that. ... this 
includes consideration of selected deaths, uniII?-proved cases, 
infections, complications, errors in diagnosis, results of 
treatment ... [and include a]. .. short synopsis of each case 
discussed ... ". 

These regulations were not met as evidenced by the 
following findings: 

• It was detennined through a review of Medical Staff 
Executive Committee meeting minutes for nine (9) 
months prior to survey, and confirmed through interview 
with the Medical Director, that although the committee 
met qn at least a monthly basis, clinical quality discussions 
meeting these requirements were not documented. 

Chapter XI.A.5 

The number of administrative and technical personnel, such as 
bakers, cooks, dishwashers, dietary assistants, etc. is 
adequate to perform effectively all defined functions and to 

· cover all hours of departmental operations. 

Signature of Person Completing Plan of Correction: 

PLAN OF COR~ECIION 

The ~ical Executive Camri.ttee will discuss, review and 
docurrent quality improvenent data, serious injuries, 
sentinel events, infections, canplications, and other 
clinical issues. Procedure~ will. be developed ·for each 
reredial action. 

COMPLETION DATE: 
month/dav/vear 

7/01/96 

Date: 
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Name of facility: Augusta Mental Health Institute 
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Date of Survey: F./?1 /gfi 

SI.Jlfi/\RY STATEt£NT Of DEFICIENCIES 

, regulation is not met as evidenced by: 

fhrough a review of the dietary policy and procedure 
:nanual, an interview with the Dietician, review of the 
Dietary Quality Improvement plan and mopitoring reports 
md record review, provided documented evidence of 
nadequate staffing to enable the patient nutritional 
1ssessment, teaching and participation in treatment 
Jlanning . 

. pter XXI.B. 

re shall be a hospital-wide written plan describing the 
m.ization, scope, objectives and procedures for 
einenting these activities to include: 

A description of the methods of monitoring, 
documenting, evaluating and reporting of QA/QI 
activities for all clinical departments of the hospital, as 
well as for all support service departments and 
contracted servioces which impact, in any manner, 
upon the care and treatment of patients. 

s regulation is not met as evidenced by: 

A review of the Dietary Quality Improvement plan and 
monitoring reports and confirmed an interview with the 
Dietician, provided documented evidence that the trends 
and data collected through the Dietary Quality 

Signoture of Person Completing Plan of Correction: 

' ... , ..... ...,, 

PLAN OF connEC.T.ION 

Active efforts are being made to recruit a clinical 
dietitian. We're exploring the alternative in contracting 
for these services. 
Pn advertiserent for a clinical dietitian was run in 
newspapers. with poor results. NJ.Other advertiserent will 
run in the newspapers on July 21, 1996 to continue the 
attempt to recruit. 

Quality Operations will actively discuss, review and 
docurent the Dietary Quality Improvan::mt data and 
reccmrend rerredial action if necessary. · 

COHPLETION DATE: 
month/dav/vear 

8/01/96 

6/27/96 

Date: 

P:inr. 8 of 9 
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Improvement Program were not being utilized in the 
evaluation process. 

Signature of Person Completing Plan of Cor~ection: 

nHt;t r _CJ ( ,-.nnl ;,,.,,,,l) /n,..vir.nd r,/nn) 

Date 

PLAN OF CORRECTION 

6/6/96 & 
of Survey: 6/21/96 

COMPLETION DATE: 
month/day/year 

Date: 

Poac 9 of q 



Louis T. Dorogi, Director 
Division of Licensing & Certification 
35 Anthony Avenue 
11 State House Station 
Augusta, Maine 04333-0011 

Dear Mr. Dorogi: 

AUGUSTA MENTAL HEALTH INSTITUTE 
P.O. Box 724 

Augusta, Maine 04332 

July 9, 1996 

This letter is in response to the Department of Human Services, Division of Licensing's 
letter dated June 27, 1996 and the requirement that the Augusta Mental Health Institute submit a 
written plan of corrective action for the deficiencies cited. That plan is attached herewith. 

Item 1. Commissioner Peet has appointed me Acting Superintendent of the Augusta 
Mental Health.Institute. You may be aware that I have extensive experience working with 
organizations in transition to institute active treatment and other important clinical interventions 
needed to come into compliance with state and national standards. Consistent, quality care was, 
and is my expectation for patients by all staff. 

Katherine Guilbault, RN, MSN, continues to provide a stabilizing effect in her capacity 
as Director of Clinical Operations. She provides valued nursing perspective to the senior 
administrative staff and Medical Executive Committee. 

William Thompson, F AAMA, a noted hospital administrator has been retained as a 
management consultant. He is presently working two days per week with senior management to 
evaluate the entire spectrum of management operations. Due to his previous experience as 
interim Superintendent of the Augusta Mental Health Institute and as CEO of acute care 
hospitals, he has unique experience and expertise on which to base management 
recommendations. 

Roger Wilson, M.D., with seventeen years of experience as Director of BMHI, is 
presently serving as Medical Director at the Augusta Mental Health Institute. In addition to 
providing Medical Staff leadership, he is reviewing the entire system for delivery of care. Dr. 
Wilson is recognized state wide as an advocate for high quality care both within the institutions 
and in the community. 
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Active efforts are underway to recruit a permanent Medical Director, as described below: 

• 

• 

• 

• 

• 

7 /9/96 - The Liberty Health Care Corporation has been asked to identify a Medical 
Director with significant experience in Medical Administration & Clinical 
Management. 

7/9/96 - Dr. Robert Glover, former Commissioner of Mental Health/Mental 
Retardation in Maine, Executive Director National Association of State Mental 
Health Program Directors, has been contacted to assist in identifying a qualified 
psychiatrist to fill the position of Medical Director. 

Comp Health has been asked to identify a qualified psychiatrist to serve as Medical 
Director. 

Preliminary discussions are taking place with a psychiatrist due to begin employment 
in August as to his qualificafions for and interest in the position of Medical Director. 

Additional contacts have been made with various organizations to identify qualified 
psychiatrists. 

• An advertisement has been submitted for placement in appropriate professional 
journals in accordance with their publication schedule. This advertisement will be 
for the position as Medical Director as well as staff psychiatrists. 

Fallowing the appointment of a new Medical· Director, Dr. Wilson_ will provide 
consultation one day a week on-site, as well as by telephone. 

Item 2. The Medical Director receives data related to individual physician performance. 
This data is an element of ongoing supervision and the reappointment process. 

Item 3. In conjunction with the Director of Quality Assurance, the Medical Staff will 
develop a system to evaluate and translate diagnosis and treatment issues into interventions for 
improving performance and quality of care. 

Item 4. A procedure has been developed to procure and utilize primary verification of 
Locum Tenens physicians as of 7 /10/96. 

Item 5. All future appointments and reappointments will comply with Article (5) of 
Medical Staff Bylaws. Four physicians have been recommended for reappointment by the 
Medical Executive Committee on 6/4/96 pending National Practitioner Data Bank query, which 
was completed on 7/10/96. Satisfactory results of this query were reviewed at Medical 
Executive Committee's on 7/10/96 and will be presented to the Governing Body at their July 
meeting. 

Item 6. The Medical Executive Committee will discuss and review quality improvement 
data as presented and will develop a plan for each remedial action where appropriate. In 
addition, Quality Assurance will be a standing agenda for the Medical Executive Committee. 
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Item 7. The Medical Staff Minutes will document discrepancies in data, interpretation 
and documentation of the DUE. 

Item 8. A consistent method for monitoring, evaluating, and trending nosocomial 
infections to determine potential patient care ramifications has been established. After taking 
any appropriate actions, the infection control nurse will report monthly to the Medical Executive 
Committee. The Infection Control Committee will monitor actions and data quarterly. 

Item 10. A policy and procedure has been developed by hospital administration to 
ensure that appointments of all physicians and clinicians are done on a qmely basis and are 
current. 

Item 11. Active recruiting is underway for a full time clinical dietitian. If this is 
unsuccessful, a contract will be obtained for clinical dietitian services. 

Having carefully assessed the current transitional needs, Mr. Thompson, Dr. Wilson and I 
are confident that active efforts are underway to ensure that we will be able to meet or exceed the 
standards established by your department. I look forward to working with you to demonstrate 
that we have made and will continue to make progress in the future. 

Is 
Letlic.lwp 

Yours truly, 

Rodney E. Bouffard 
Acting Superintendent 



ror Licensing and Ccrti ficalion 1J~ 

DIVISION or LICENSlNG AND CERTIFICATION 
STATEMENT or DEFICIENCIES AND PLAN Of CORRECTION 

POC Accepled Dale 
Nol Accepted -- Dale -
Returned for: -- --

Revision Dale 

Surveyors: Linda Ayer, R.N., Mary Dufort, R.N., Beth Patterson, R.N., Sandy Brown, R.N. Date Survey Compleled: 
June 6, 1996 and June 21, 1996 Francine Blattner, M.D., Steve Blattner, M.D., Jim Nickerson, HFS 

Name of facility: Address: 

Auousta Mental Health Institute 

SUt«ARY STATEMENT or DEFICIENCIES 

AMHI June 4-6, 1996 and June 20-21, 1996-State Survey 

Chapter VIl.J.2. 

The procedure related to the submission and processing of 
applications involves the administrator, credentials committee 
of the Medical Staff or its counterpart, and the governing 
board, all functioning on a regular basis. 

This regulation was not met as evidenced by the following 
findings: 

A review of Credentials files and meeting minutes of the 
Board of Trustees provided docuemtned evidence that four 
(4) of four (4) physicians due for reappointment in 1995 and 
1996 were not reapponted in accordance with the medical 
staff by-laws (Article 5). 

Chapter IX.D.2. 

Reappointments are made periodically, and recorded in the 
mmutes of the governing board. Reappointment policies 
provide for a periodic appraisal of each member of the staff, 

~gnature of Person Completing Plan of Correction: 

Arsenal Street, Augusta, ME 04330 

PLAN Of CORRCCTION 

The four physicians have been recarrrended for reappointrrent by 
M2dical Executive Camri.ttee on 6/4/96 pending National 
Practitioner Data Bank query. All were approved. Governing 
Body net on 6/18/96 and approved all four appointrrents 
pending Nat:1onal Data Bank findings. National Data Bank 
query was canpleted on 7/10/96 with no negative findings. 
The Medical Executive Camri.ttee received these results on 
7/10/96. 

Date: 

COHPLET ION DATE: 
mnnt-h /n~v /veer 

7/10/96 
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including consideration of his physical and mental capabilities. 
Recommendations for reappointments are noted either in the 
credential committee or medical staff meetings' minutes. 

This regulation was not met as evidenced by the following 
findings: 

• A review of Credentials files and meeting minutes of the 
Board of Trustees provided documented evidence that 
four ( 4) of four ( 4) physicians due for reappointment in 
I 995 and 1996 were not reappointed in accordance with 
the Medical Staff By-Laws. (Article 5) 

• It was detennined through a review of credentials files 
and meeting minutes of the Medical Executive Committee 
for nine (9) months prior to survey, and confirmed 
through interview with the Medical Director, that four ( 4) 
of four (4) physicians due for reappraisal and 
reappointment in 199 5 and 1996 did not undergo 
reappraisal or reappointment as required in the Medical 
Staff By-laws (Article 5). 

Chapter IX.D.3. 

Temporary staff privileges (for example, locum tenens) are 
granted for a limited period if the physician is otherwise 
properly qualified for such. 

Signoture of Person Completing Plan of Correction: 

Date 6/6/96 & 
of Survey: hl?.l/q6 

PLAN Of CORRECIION 

Governing Bcxly net on 6/18/96. Privileges for the four 
physicians were approved pending National Practitioners 
Data Bank query. 
A written procedure has been developed for appoint:rrEnt/ 
reappoi.i-it:rrEnt process. This has been assigned to the 
fudical Director. 
The Governing Bcxly will rreet IOOilthly \IDtil all significant 
issues are resolved. 

COHPLETION DATE: 
month/dav/vear 

6/18/96 

Date: 

Pnoc 2 of q 



AUGUSTA MENTAL HEALTH INSTITUTE 
PLAN OF CORRECTION 

JCAHO 5/23/96 TYPE I DEFICIENCY 

STANDARD: IM.7.6 
The hospital defines, captures, analyzes, transforms, transmits and reports specific data 
and information related to care process and outcomes (IM. 7) medical record data and 
information are managed in a timely manner. (IM.7.6) 

DEFICIENCY: 
Delinquencies average 51 % to 75% of the average monthly discharges. The hospital 
noted the medical record delinquencies were due to Medical Record Coder. This 
individual was disciplined and dismissed from the hospital. The hospital is currently 
working to replace this individual and achieve compliance with this standard. 

ACTION - RESPONSIBLE PERSON & Date Due Completion: 
Hire contracted coder. -- Linda Moulton -- 6/96 

Change record closure from 15 to 30 days as allowed by Hospital Licensing Regulations 
and JCAHO Standards. -- Medical Executive Committee -- 6/1/96 

Aggressively reach all staff to sign off on records. - Linda Moulton -- ongoing 

JCAHO - 5/26/96 - SUPPLEMENT AL RECOMMENDATIONS 

STANDARD: IM.7.8 
The hospital defines, captures, analyzes, transforms, transmits and reports patient specific 
data and information related to care processes and outcomes. (IM. 7) 
All medical record entries are dated and authenticated and their authors are identified. 
(IM.7.8) 

DEFICIENCY: 
All verbal order entries in the medical record were dated, 17 of 20 records reviewed. 
Authentication was present. 

ACTION - RESPONSIBLE PERSON & DATE DUE COMPLETION: 
No action. 
Responsible Person - Medical Director 



JCAHO 5/23/96 -- SUPPLEMENTAL RECOMMENDATIONS 

STANDARD: MS.5.15 
The organization establishes mechanisms for hospital specific appointment of medical 
staff members for granting and renewing or revising hospital specific clinical privileges. 
(MS.5) 
Whatever mechanism for granting and renewal or revision of clinical privileges is used, 
evidence indicates that the clinical privileges are hospital specific and based on the 

individual's demonstrated current competence. (M$.5. l 5) 

DEFICIENCY: 
Nine of the ten clinical privileges of each licensed independent practitioner were 
hospital-specific. One privilege list permitted treatment of ado le.scents and children 
which are no longer treated at the hospital. 



Department of Mental Health, Mental Retardation 
& Substance Abuse Services 

Response/Action Taken by Augusta Mental Health Institute for Recent Deficiencies Cited by: 
JCAHO, McDowell Investigation Report, HCFS, and DHS Licensing 

JCAHO 

Standard 

Type I Medical 
Recommendation Record 

Deficiency 

Approximately 
51%-75% of 

Deficiencies medical records 
lacking closure 

Supplemental Date and Approximately 
Recommendations authenticate 15% of verbal 

medical orders in 
record records lacked 
entries. date. 

,Action 

Hired "coder" 

Updated record 
closure process to 
comply with 
standards/regulators 

Medical stall 
instructed to date 
all entries at MEC 

Responsible 
Person 

Director, 
Q.I. 

Clinical 
Director 

" >i 

Date Due 
Completion 

6/15/96 

6/1/96 

6/96 

Status 

Completed 

Completed 

Completed 



JCAHO, con't 

Clinical 
privileging 
for medical 
staff are 
hospital 
specific. 

Privileges not 
applicable when 
hospital services 
changed. 

New policy 
developed/implement 
eel to credential 
medical staff 

Medical 
Director 

7/16/96 

t­
> 

2 

Completed 



Department of Mental Health, Mental Retardation 
& Substance Abuse Services 

Response/Action Taken by Augusta Mental Health Institute for Recent Deficiencies Cited by: 
JC;\I IO, McDowell lnvestigatiml Report, HCFS, and OHS Licensing 

Health Care Finance Administration (IICFA) 

Standard Deficiency 

42-CFR482.21 Governing Body No documentation 
Quality must ensure the n·flrcting cviclcnce or 
Assurance A050 hospit.il-widc ();\ impklll('llfation or 

program. hospital-wide QA 
plan to assess active 
t real ment/patient 
care. 

Action 

Revise Governing 
Body agenda to 
reflect evaluation 
of patient cases, 
minutes will reflect 
care that is given, 
and actions and 
outcomes. 

. Responsible 
Person 

Superintendent, 
Secretary to 
Governing Uody 

Date Due 
Completion 

6/18/96 

Status 

Ongoing 



HCFA, cont'd 

42-CFR 482.21(a) 
Clinical Plan 
AOSI 
A058 

Standard 

llospital must have 
ongoing QA plan 
with written plan 
of implementation. 

Denciency 

There Is 110 

documentation. that 
QA plan was 
implemented as 
defined in the areas 
of socinl lenrning, 
oulpntient clinic, 
infection control, 
phnrmacy and 
medical staIT to 
demonstrnte 
npprnp.-iale 
treatment. 

Action 

Governing body, 
Medical Executive 
Committe<>, 
Quality Operations 
Couli11ittee 
doctm1ent/renect 
the QNQI Plan. 

The minutes of 
Qualit.y 
Operations, 
Medical Executive 
Committee and the 
Governing Ilody 
will reflect 
Infection Control 
Monitoring, 
Pharmacy 
indicators, 
evaluation of 
medical services 
which reflects and 
demonstrates· 
appropriate 
treatment for 
identified 
diagnosis. 

Responsible 
Person 

Superintendent 

Medical 
Director 

QI Director 

Date Due 
Com1>letion 

5/31/96 

2 

Status 

Ongoing 



HCFA, cont'd 

Standard 

All organized 
sc1vices, including 
contractor sc1viccs, 
must be evaluated. 

Dcf1cicncy 

The1·e was no 
documentation that 
lhc facility was 
following Hs plan: 

- no annual reports 
received by 
Governing Body in 
July, 1995; 

- documentation 
p.-ovlded to 
Governing Body was 
incomplete; 

- no annual report 
for Forensic 
Treatment Unit, 
Medical Information 
System, Medical 
Records, Pharmacy; 

- There was no 
documentation 
provided to indicate 
an annual report 
from the Governing 
Report. 

Action 

QI/QA Annual 
Reports will 
include all 
required reports 

l ·r·-. •· 
(front each 
discipline). 

Responsible 
Person 

QI Director 

Date Due 
Completion 

6/16/96 
I. 
• I 

! ' 

3 

Status 

Ongoing 



HCFA, cont'd 

42-CFR-482 
A053 

Standard 

Nosocomial 
infections and 
medication therapy 
must be evaluated. 

Deficiency 

There was no 
documentation that 
any 
department/discipline 
met its required 
reporting schedule. 

Alt hough there are 
indicators developed 
fo,· l11fcctio11 Control 
and Pharmaq, there 
is no documentation 
that depa.-tments 
followed facility plan. 

Action 

All departments 
and units will 
report as 
scheduled. 

Members of 
Quality Operations 
Committee will 
document Infection 
Control and 
Phannacy 
processes and 
objectives are 
ca1Tied out. 

. '. ; . 

Responsible 
Person 

QI Director 

QI Director 

Date Due 
Completion 

5/14/96 

5/21/96 

4 

Status 

Ongoing 

Ongoing 

I • 



HCFA, cont'd 

Standard Del1cie11cy 

Medical staff 
indicator re: 
polypharnrncy not 
assessed -- no 
docu111entation. 

A054 Medical sewices Insufficient. reporting 
A058 must be evaluated and document al ion 

for n·ganling evaluation 
appropriateness of of diag11osis and 
diagnosis and treatment regarding 
treatment. polypharmacy, 

restrni11t use, clinical 
indicators 
(hypc1·tc11sion), 
medicaHon reaction, 
and drug use 
evaluation. 

Actioi1 

Contract 
completed with 
Maine Medical 
Association for 
peer·i:e~iew -- in 
addition, we will 
review the 
hospital's high 
dose and 
polypharmacy 
trends and 
benchmark against 
national 
standards. 

Medical Executive 
Committee 
minutes will reflect 
review of medical 
services as it 
relates to 
appropriateness of 
diagnosis and 
treatment. 

; . 
; . 

Responsible 
Person 

Medical 
Director 

Medical 
Director 

Date Due 
Completion 

061896 
;I; 
ll l 

5/22/96 

Status 

Ongoing 

Completed 
Ongoing 

5 



HCFA, cont'd 6 

Standard Ddiciency Action Responsible Dale Due Slalus 
Person Completion 

Drug usage Director of 7/1/96 To be 
evaluation will be Pharmacy 

i f completed 
done. I 

7/30/96 
Clinical Director 

,...,~•""'· 

A058 Hospital must take Lack or medical Minutes or MEC Medical 5/22/96 Completed, 
mid document nil ,·cconl completion. will 1·eflect Director Ongoing 
net ions lo add rcss correction or 
deficiencies. deficiencies. QA 

Dept. will noliry 
Lack or psychiatric psychiatrists when 
assessments assessments need 

to be done and will 
do follow-up to 
assure they are 
clone. 

Treatment planning Responsibility and Program 5/21/96 Completed, 
not completed per accountability for Setvices Ongoing 
policy and lack or tt·catment planning Mmwger 
rl'pmting/doc11me11ta- assigned to 
lion for implementing Program Services 
plan or corrections. Manager. 

Other deficiencies 
ldentifi~d under AOSl 
and A054. 



A027 

HCFA, cont'd 

Standard 

Development and 
condition of 
site/physical plant 
must assure 
patient safety and 
well being. 

Deficiency 

Insufficient key and 
lock secudty. 

Malfunctioning lock 
on mechanical room 
door. 

Action 

Replace locks and 
implement new key 
policy. 

Inspect and repair 
lock. 

Responsible 
Person 

Director of 
llospital 
Services 

Dale Due 
Completion 

6/26/96 

9/30/96 (in all 
non-patient 
related areas) 

5/21/96 

Status 

Completed 
in all 
patient 
related 
areas. 

Completed 

7 



Department of Mental Health, Mental Retardation 
& Substance Abuse Services 

Responsc/Action Taken by Augusta Mental I lealth Institute for Recent Deficiencies Cited by: 
JCAI IO, McDowell Investigation Report, HCFS, and DI-IS Licensing 

McDowell Report 
,.,,..,. 

Responsible Date Due 
Recommendation Action Person Completion 

Security Change lock All locks changed on Director of 6/26/96 
patient-related areas. Hospital Services 

All locks changed on non-
patient related areas. 

9/30/96 

Train stalT on Train Department 
new key policy Heads/Supervisors/ 

Program Directors 

Preview hospital Receive consult from Superintendent 7/2/96 
security policies Dvoskin 

Respond to 8/1/96 
recommendations with an 
action plan 

Status 

Completed 

Completed 

Completed 



McDowell Report, cont'd 

Recommendation Action 

Appointment Appoint new Positions established and 
or New mlministrative reassigned 
Hospital leadership 

,,., .. 
;'·.•· 

Leadership Recruitment for permanent 
medical director; acting 
capacity assigned 

Enhance Submit financial order to 
psycyiatric Governor for 4 positions; 
capacity or 3 conmmnity-based 
AMIii via psychiatrists and 1 AMIii. 
COllllllllnity 
positions Hire 4 new positions (ir 

financial order approved) 

Expand training Training manual 
programs for developed/implemented. 
locum tenens 
physicians Implemented locum tenens 

terms for 3 month 
minimum. 

Responsible 
Person 

Commissioner 

Superintendent 

Superintendent 

., 
' 

Director of Human 
Resources/ 
Medical Director 

Medical Director 

Medical Director 

2 

Date Due 
Completion Status 

,i 
' 6/24/96 Completed 

7/5/96 Completed 

9/30/96 

7/1/96 Completed 
and Ongoing 

Completed 



3 
McDowell Report, cont'd 

Responsible Date Due 
Recommendation Action Person Completion Status 

Create full time Convert locum tenen Director of Human 
;J-

7/1/96'
1 

Completed 
psychiatrist positions to full time Resources / Medi-
position at position. cal Director 
AMIii 

Submitted financial order Superintendent 7/5/96 Completed 
(above) 

Train all direct service staff Clinical Nurse 9/30/96 
at AMIii in domestic Specialist/Staff 
violence. Development 

Establish AMIii administration meet Superintendent/ 6/28/96 Completed 
protocol for nith Attorney General and Medical Director 
responding to Dist 1·ict At torncy. 
criminal 
bC'havio1·s 

,, 

Draft policy/protocol for Medical Director / 7/15/96 Completed 
addressing criminal Chair of Policy & 
behavio1·s. Procedure 

Committee 

Implement new policy and Program Service 7/15/96' Completed 
train staff on policy. Directors/ 

Supersors 



4 
McDowell Report, cont'd 

Responsible Date Due 
Recommendation Action Person Completion Status 

Clariry Establish new policy for Medical Director/ 
H 6/96 ·. Completed 

policy/proccdnre administ rat ivc/clinical Chair of Policy & 
for notification review of status change:·' Procedure 
of gnardians Committee 
when change is 
patient status. 

Train stall and implement Program Seivice 7/1/96 Completed 
new policy. Directors / Super-

visors/ 
Department Heads 

Empower Develop/implement policy Superintendent 7/2/96 Completed 
treatment teams for addressing patient or 
to use means stall safety issnes. 
necessary to 
protect patients 
in their charge. 



5 
McDowell Report, cont'd 

Responsible Date Due 
Recommendation Action Person Completion Status 

ii· 

Devclop/impleme Assess all AMIii patients Medical Director 7/10/96'
1 

Completed 
nmt ways for whose treatment requires 

',.. ,. ~. 
impovcd teams collaboration. 
treatment teams 
collaborntion for Establish/implement Program Director, 7/10/96 Completed 
issues involving protocol for team Medical Director 
more than 1 collaboration. 
patient or team. 7/19/96 

Train stalT in new protocol Program Directors 

Track patients needing QI Ongoing 
multi-team interventions 

Comply with Establish/implement policy Director of 7/3/96 Completed, 
Consent Decree for ongoing assessments Psychology / Medi- Ongoing 
assessment cal Director 
requirement 

Clarify Establish/implement policy Medical Director 7/10/96 Completed, 
policy/prcedure for treatment/discharge Ongoing 
for planning for patients 
treatment/discha resistant to participataing. 
rge planning for 
patients resistant 
to participating. 



6 
McDowell Report, cont'd 

Responsible Date Due 
Recommem)ation Action Person Completion Status 

;i 

Develop policy to Establish/implement policy Superintendent 7/10/9
16 Completed 

provide family identifying Superintendent 
support. responsibility for famil); 

notification of cdtical 
events. 

Decide future of Establish task force to Governor 10/1/96 
AMIii. recommend resource 

allocations. 

Support AMIii staff in Superintendent Ongoing 
add1·essing issues of 
uncertainty. 

Respond to Disciplinary action taken Superintendent 6/26/96 Completed 
internal against 5 individuals. 
personnel 
investigation. 



McDowell Report, cont'd 

if 
/I 

7 
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McDowell Report, cont'd 



Department of Mental Health, Mental Retardation 
& Substance Abuse Services 

Response/Action Taken by Augusta Mental Health Institute for Recent Deficiencies Cited by: 
JCAIIO, McDowell Investigation Report, HCFS, and DHS Licensing 

Division of Licensing & Certification 
~; .. :· 

Standard Denciency Action Responsible Date Due 
Person Completion 

Chap VII J.2. Governing Body & ( 4) physician were not . Governing body 6/18/96 Medical 7/14/96 
Medical staff reappointed in approved the (4) Director 
recommendations for acconlance with bylaws appointments pending 
appointment arc national practitioner date 
completed on a regular bank nnding. 
basis. 

Query completed 
7/10/96 

. All 4 recommended by 
MEC to Governing Body 

Chap. IX D.2. Recommendations for 4 physicians due for . Written procedure Medical 6/18/96 
reappointments are reappointment 1995- developed for Director 
noted for the 1996 were not appointment and 
credential committee reappointed reappointment in process. 
or med staff minutes 

Status 

Completed 

Pending 
Governing 
Body mtg. 
7/13/96 

Completed 



Licensing & Certification, cont'd 

Chap. IX D.3. 

Chap. IX E.I. 

Standard 

Locum tenens are 
granted privileges for a 
limited period of time. 

Active staff performs 
all organizational 
duties pertaining to 
the medical staff. 

Deficiency 

Meeting minutes did 
not document 
,-eappointment 

Locum Tenens 
credentials files did not 
contain primm)' 
verification of those 
required credentials. 

Medical staff lack a 
mechanism for 
evaluating all medical 
care and treatment as 
eviden~ed by the 
following: 

Action 

. Gov. Body monthly 
meeting scheduled to 
address key policies & 
procedures dealing with 
r:{111ily notification of 
critical events, 
managements of patients 
refusing 
treatment/discharge 
planning and to assure 
compliance with hospital 
Q.1 plan. 

. Procedure was 
developed to procure 
primal)' verification of 
licensure and to que11' 
national practitioner data 
bank for all locum tenens. 

Responsible 
Person 

Superintendent 

Medical 
Director 

,i 

·' 

Superintendent 

Date Due 
Completion 

7/31/96 

7/11/96 

Status 

Ongoing -
monthly 

2 

Completed 
Ongoing 



Licensing & Certification, cont'd 3 

Standard Deliciency Action Responsible Date Due Status 
Person Completion 

J. Assessment of 1. The hospital is seeking Superintendent 
medical care and permanent physicians, i.e. 

/~ 

appropriateness is the Liberty Group has Medical 
.. 

hampered hy short trnn reviewed the hospital Director 
locum tencns whose 1i~cds. 
provision of care has 
not been followed up for Employment agencies 
cprnlity monitoring and have been contacted. 
correction of problems. 

Interview in next 3 weeks 
for Medical Director. 

2. Patient care 2. CQI Plan/now chart Medical 7/31/96 
problems or serious show QA Director will Director 
incidents identilied were track repo11ing system 
not followed up. and monitor Medical Q.I. 

Executive Committee 
responses. If necessary 
QA Director will go to 
Governing Body 

3. Drug usage not 3. The Medical Executive Medical 7/31/96 Ccmpleted 
evaluated or Committee will evaluate. Director 
documented Due within 30 days. 

4. Infection Control 4. Use correct formula Infection 8/4/96 
nosocomial rates and for calculating incident Control Nurse 
thresholds were not rate. 
delinitive. 



Licensing & Certification, cont'd 4 

Standard Deficiency Action Responsible Date Due Status 
Person Completion 

5. Medical staff did not 5. Medical Executive Medical 7/10/96 Ongoing 
document, analyze nor committee minutes will Director 
take action on Q.I. document discussion, 

analysis or effect of 
r~1nedial action or quality 
monitoring; a copy of 
Medical Executive 
Committee minutes will 
go to Governing Body. 

Chap. IX. 1.1. The by-laws of 1. A non-member of 1. This physician's status Medical 6/19/96 Completed 
Medical Staff are Medical Staff was was change to non-voting Executive 
concise/clear participating in Medical honorary member. Committee 
statements of policies. Executive Committee. 

2. Evaluate and 2. Q.A. Director will Medical 7/17/96 Ongoing 
respond to Q.A funding. present all QA data to Director 

Medical Executive 
Committee which will QA Director 
reflect discussion and 
actions. 

3. Non-compliant with 3. Incorporate by-laws Medical 7/31/96 
by-laws regarding review into CQI plan with Director Ongoing 
analysis of infection and monthly monitoring and 
causes. qua1ierly report 

documentation. 



Licensing & Certification, cont'd 

Chap. IX. p 

Standard 

Monthly medical staff 
meetings minutes 
reflect medical work is 
adequately appraised; 
a review of the clinical 
work done by the staff 
includes consideration 
of deaths, unimproved 
cases, infections, 
complications -- short 
synopsis of each case 
discussed. 

Deliciency 

4. Non-compliance with 
by-laws regarding drug 
use evaluations, analysis 
and recommernlations. 

5. Non-compliance with 
by-laws regarding 
s11111111a11' suspension. 

Clinical quality 
discussions to meet 
these 1·equircme11ts we1·e 
not documented. 

Action Responsible 
Person 

4. Incorporate by-laws Medical 
into CQI plan with Director 
monthly monit.oring, and 
quarterly report 
<locmnentation. QI Director 

5. Assure staff familiarity Medical 
with by-laws. Document Director 
that all appropriate staff 
are knowledgeable and 
have received in-service 
on policy. Review, the 
Summary Suspension 
policy with Chairperson of 
the Governing Body. 

Medical Executive 
Committee will discuss 
1·eview QI data, serious 
injuries, sensitive events, 
infections and other 
clinical issues. Action 
plan will be developed for 
each issue as appropriate. 

QI component of Medical 
Executive meeting is now 
a standing agenda. 

Medical 
Director 

QI Director 

Date Due 
Completion 

7/31/96 
Ongoing 

9/11/96 

7/1/96 
Ongoing 

5 

Status 



Licensing & Certification, cont'd 

Standard 

Adequate 
administrative and 
technical personnel to 
effectively perform 
defined functions. 

Comply with hospital­
wide plan. 

Deficiency 

Inadequate staffing to 
enable nutritional 
assrssmcnt, leaching 
and participation in 
treatment planning. 

Non-compliance with 
Dietary Improvement 
Plan. 

Action 

Recruit and hire Clinical 
Dietician via hospital 
position or contract 
service. 

Assure monitoring 
documenting, evaluating 
and reporting of QNQI 
activities for support 
services. 

Responsible 
Person 

Director of 
Hospital ;, ., 
Se1vices 

Director of 
Hospital 
Se1vices 

Date Due 
Completion 

10/1/96 

6/27/96 

6 

Status 

Completed 
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FRIEDMAN l1 BABCOCK 
ATTOR.NEYS AT LAW 

SIX CITY CENTER. 

P.O. BOX 4726 

POR.TLA.ND. MAINE 

04112-4726 

LAUR.ENCE H. LEAVITT THEODOR.E H. IR.WIN. JR..•• · 

LEE H. BALS MICHELLE ALLOTT 

AR.THUR. 1. LAMOTHE ELIZABETH A. GER.MANI .. • 

JONATHAN M. DU NITZ D. BLAINE R.ICCLE• • 

TR.ACY D. HILL 

Wayne Douglas, Esq. 
Associate Commissioner 
Department of Mental Health & 

July 11, 1996 

Mental Retardation & Substance Abuse Services 
State House Station 40 
Augusta, ME 04330 

Re: Behavioral Health Network of Maine 

Dear Wayne: 

TELEPHONE 

(207) 761-0900 

FAX ~ 

(207) 761-0186 

•ALSO ADMITTED IN CONNECTICUT 

• •ALSO ADMITTED IN MA55ACHU5ETT5 

• ••ALSO ADMITTED IN NEW HAMPSHIR.E 

I have been informed, in my capacity as counsel for Behavioral 
Health Network of Maine ("BHNM"), of the review by the Office of 
the Attorney General regarding the contract procured by BHNM with 
the State of Maine's Department of Mental Health. Apparently, a 
question has been raised whether a conflict of interest may have 
existed on the part of Dr. Gordon Clark, who served as the Medical 
Director of the Augusta Mental Health Institute and the Associate 
Medical Director of the Department of Mental Health for the State 
of Maine during the period of contract negotiations. At the same 
time, Dr. Clark also served as the Medical Director of Behavioral 
Health Network of Maine. The concern which has been raised with 
respect to Dr. Clark's role involves whether Dr. Clark received a 
personal benefit as a result of Behavioral Health Network's 
procurement of the contract with the State. 

The purpose of the submission of this letter is twofold. 
First, Behavioral Health Network categorically and emphatically 
denies any wrongdoing or improper conduct on its part with respect 
to the procurement of the contract with the State. Hopefully, 
there is no question in this regard. As I believe you are aware, 
the state was required, within a very short time period (too short 
to allow for the issuance of an RFP), to retain the services of a 
network of mental health practitioners capable of providing mental 
health services in accordance with the terms and conditions of the 
State's Consent Decree in the Bates v. Peet matter. Behavioral 
Health Network not only met the size, location and quality criteria 



Wayne Douglas, Esq. 
Page 2 
July 11, 1996 

required by the State, but they were able to respond within the 
very short time frame imposed by the consent decree. This aspect 
of the contracting process had absolutely nothing to do with Dr. 
Gordon Clark. 

The second purpose for the submission of this letter is to 
assure you of Behavioral Health Network's willingness to cooperate 
in dispelling whatever perception of impropriety might exist as a 
result of Dr. Gordon Clark's position as Medical Director of the 
Network. Dr. Clark had absolutely no involvement in the negotia­
tions process for this contract. He is paid by Behavioral Health 
Network a monthly stipend for the provision of specific services in 
his role as Medical Director. During the pertinent period of time 
while the Network was negotiating with the state, Dr. Clark was 
involved, in addition to his other BHNM responsibilities, with one 
project related to the State contract. This involved the creation 
of an assessment tool intended for use by the Network in evaluating 
the needs of the patient population covered by the State's Consent 
Decree. Dr. Clark was not, however, paid any additional sums of 
money for this task, over and above his monthly stipend. Moreover, 
whether negotiations between Behavioral Heal th Network and the 
State were ultimately successful was entirely unrelated to Dr. 
Clark's work on the assessment tool. The bottom line is that the 
procurement by Behavioral Health Network of the state contract had 
and has no impact on Dr. Clark's compensation. 

It is the understanding of Behavioral Health Network that one 
means of resolving the perception of any impropriety on Dr. Clark's 
part as an employee of the State would be for him to return to 
Behavioral Health Network any monies paid to him as compensation 
for his assistance in the creation of the assessment tool intended 
for use by Behavioral Health Network in conjunction with the State 
contract. The Network would be willing to attempt to calculate the 
amount of Dr. Clark's compensation, if any, related to this par­
ticular project, and to accept the return of that compensation from 
Dr. Clark. Please note, however, that Dr. Clark did provide other 
services in May of 1996 in his role as Medical Director, other than 
assisting with the creation of the patient assessment tool. Again, 
none of these other services were in any way related to either the 
Network's efforts to procure the contract with,the State or to any 
other State activities. · 



Wayne Douglas, Esq. 
Page 3 
July 11, 1996 

Please do not hesitate to call if you have any questions 
regarding the above or wish to discuss these issues further. 

JSB/rnlc 
cc Linda Pistner, Chief Deputy✓ 
jsb\1751-1\doug1as.1tr 



FRIEDMAN B BABCOCK 
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Linda Pistner, Esq. 

SIX CITY CENTER 
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PORTLAND. MAINE 

04112-4726 

July 15, 1996 

Maine Attorney General's Office 
State House Station 6 
Augusta, ME 04333 

RECEIVED 
ATTnANEY GENERAL 

;JUL 1 6 1996 

TELEPHONE 
(207) 761-0900 

FAX 
(207) 761-0186 

•Al.50 ADMITTED IN CONNECTICUT 

.. Al.50 ADMITTED IN MASSACHUSETTS 
• • •Al.50 ADMITTED IN NEW HAMPSHIR.E 

RE: Dr. Gordon Clark/Behavioral Health Network 

Dear Linda: 

You have asked for documentation supporting the amount of 
compensation, if any, _paid to Dr. Clark as a result of his 
contributions- to· the patient assessment form developed for use by 
BHNM in conjunctioi-i"· wi:t.h· the State ( Consent Decree) Contract. I 
am enclosing a summary of work performed by Dr. Gordon Clark in 
the months of April and May of 1996 in his capacity as Medical 
Director of Behavioral Health Network of Maine. The summary is 
based upon information gathered from documentation kept by Dr. 
Clark, as well as by the Network, including calendars and memos. 

The following facts and assumptions underlying this summary 
are noteworthy: 

1. Behavioral Health Network first became involved with 
negotiations with the Department of Mental Health for the 
contract for patient assessments in mid to late April. As you 
know, the Department of Mental Health's plan with respett to the 
contract for the provision of assessments of Augusta Mental 
Health Institute patients covered by the consent decree was not 
approved by the Court until April 11, 1996. On May 7, 1996, 
Behavioral Health Network and the Department of Mental Health 
signed an agreement in principle with respect to the contract. I 
am enclosing a copy of that one-page letter agreement for your 
review. 

2. Dr. Clark did not have any participation or involvement 
in the contract discussions between the Department of Mental 
Health and Behavioral Health Network. 



Linda Pistner, Esq. 
Page 2 
July 15, 1996 

3. Dr. Clark was not apprised of the need to prepare or 
create the patient assessment form until late April. His first 
direct involvement was on April 29, 1996, when he attended an 
assessment team meeting. (See enclosed summary.) 

4. Dr. Clark spent the majority of his time in fulfilling 
his obligations as Consulting Medical Director of Behavioral 
Health Network of Maine on projects other than the patient 
assessment form. As you can see from the summary, he plays a 
significant role in the development of practice standards and 
protocols, in the development of crisis response standards and 
procedures, and in the development of level of care criteria for 
patients within the Behavioral Health Network. 

5. Dr. Clark completed the draft of the patient assessment 
form on May 21, 1996. By memo of that same date, he forwarded 
the draft to all of the members of the design team of Behavioral 
Health Network, and requested a respons~ to the draft by May 23, 
1996 at 10 a.m. 

6. By May 23, 1996, the form was finalized. 

7. On May 24, 1996, Behavioral Health Network held a 
training session with its members with respect to the patient 
assessment form. Dr. Clark had no participation in this training 
session. 

8. As of May 24, 1996, Dr. Clark had no further 
involvement with the patient assessment form or with any other 
aspect of the contract between the Department of Mental Health 
and Behavioral Health Network. 

9. On June 4, 1996, the acting program manager for Mental 
health services sent a faxed request to Grete Chandler of 
Behavioral Health Network seeking the addition of questions 
regarding potential disabilities or limitations, including 
language and hearing, to the patient assessment form. 

10. In response to the request from the Department of 
Mental Health, revisions were made to the patient assessment 
form. Dr. Clark did not participate in any of the changes to 
the form. Again, Dr. Clark's last involvement was on May 23, 
1996. 



Linda Pistner, Esq. 
Page 3 
July 15, 1996 

Based on all of the above, and upon the information 
reflected in• the attached summary, on behalf of Behavioral Heal th 
Network, we have calculated the amount of compensation which may 
be deemed attributable to Dr. Clark's contributions with respect 
to the patient assessment form. The total compensation is 
$811.65. 

Please give me a call if you have any questions regarding 
this letter or the enclosed materials, or if you wish to discuss 
any aspect of this ~atter further 

JSB/mlc 
Enclosures 

jsb\1751-1\pistner.let 

erely, 

Lfu 
i er S. egel 



Services Provided by Dr. Gordon Clark 
in his capacity as Medical Director of 

Behavioral Health Network of Maine 

April, 1996: 

4/4 

4/5 

4/11 

4/12 

4/15 

4/18 

4/19 

4/22 

4/22 

4/25 

4/29 

Meeting with Secretary of BHNM re 
General issues and Clinical Advisory Committee 
of BHN 

BHN Board Conference Call re general issues 
including Clinical Advisory Committee 

Meeting with Grete Chandler (BHNM) re Supervising 
Dr. Clark's projects ("supervision meeting") 

BHN Board Meeting: general 

Meeting with J. Morrison, C. Fagan and 
Dr. McFarlane re Cumberland County Crisis Services 

Supervision Meeting with Grete Chandler 

BHN Board Conference Call - general 

Meeting with Jane & Maine Medical Center re 
Cumberland County Crisis Services 

Clinical Advisory Committee ("CAC") of BHNM 
re development of practice guidelines and re 
co-existing disorders and dual diagnoses 
issues and training (includirig prep, travel 

and meeting time) 

Supervision Meeting with Grete Chandler 

Crisis Response Services Reception (for 
York County) 

Total April 

1.5 hrs 

1.0 hrs 

1.5 hrs 

4.0 hrs 

1.5 hrs 

1.5 hrs 

1.0 hr 

1.0 hr 

9.0 hrs 

1.5 hrs 

2.0 hrs 

27.0 hrs 



Additional work in April, including preparation for 
all above meetings, and gathering materials and pertinent 
information, involved the following projects: 

LOCUS project- (level of care and utilization of 
service). This relates to all patients 
within the Network 

Coexisting Disorders (dual diagnosis) project 

Crisis Sub Committee (developing appropriate 
and uniform crisis responses across the state) 

Summary of April: 

Total Preparation time for projects unrelated to the 
Patient Assessment Form 

Total time spent o~ projects (excluding prep time) 
other than the Patient Assessment Form 

Total Preparation time (including meetings) 
for assistance with the Patient Assessment Form 

Total April hours for all BHNM work, including 
the Patient Assessment Form 

4.0 hrs 

8.0 hrs 

2.0 hrs 

14.0 hrs 

27.0 hrs 

2.5 hrs 

43.5 hrs 



May 1996: 

5/2 

5/3 

5/10 

5/16 

5/20 

5/23 

5/24 

5/30 

5/31 

Supervision Meeting with Grete Chandler 

Telephone with Grete Chandler re General BHN 

BHN Board Meeting - general BHN (excluding 
time re patient asessment form) 

Supervision Meeting with Grete Chandler 

CAC meeting (prep, travel, mtg) 

Supervision Meeting with Grete 

BHN Board Conference Call 

Supervision Meeting with Grete Chandler 

BHN Board Conference Call 

Total 

1.5 hrs 

.5 hrs 

2.0 hrs 

·l.5 hrs 

9.0 hrs 

1.5 hrs 

1.0 hr 

1.5 hrs 

1.0 hr 

21. 5 hrs 



Additional work in May, including preparation for 
all above meetings, and gathering materials and pertinent 
information, involved the following projects: 

LOCUS project- (level of care and utilization of 
service). 4.0 hrs 

Coexisting Disorders (dual diagnosis) project 8.0 hrs 

Crisis Sub Committee (developing appropriate 
and uniform crisis responses across the state) 2.0 hrs 

Summary of May: 

Total Preparation time for projects unrelated to the 
Patient Assessment Form 

Total time spent on projects (excluding prep time) 
other than the Patient Assessment Form 

Total Preparation time in May (including meetings) 
for assistance with the Patient Assessment Form 

Total May hours for all BHNM work, including 
the Patient Assessment Form 

14 hrs 

21.5 

7.5 hrs 

43.0 hrs 



April, 1996 

Total Compensation 
Total hours worked 

CALCULATION OF COMPENSATION 

Hours attributable to Patient Assessment Form 
calculated hourly rate 
compensation attributable to Patient Assessment Form 

May, 1996 

Total Compensation 
Total hours worked 
Hours attributable to Patient Assessment Form 
calculated hourly rate 
compensation attributable to Patient Assessment Form 

$3500.00 
43.5 
2.5 

$80.46 
$201.15 

$3500.00 
43 

7.5 
$81. 40 

$610.50 

Total compensation paid to Dr. Gordon Clark in April and May of 
1996 which may be attributed to work by Dr. Clark on the Patient 
Assessment Form for the BHNM contract with the State: 

$811.65 
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04112·4726 
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JONATHAN M. DUNITZ 

TRACY D. HILL 

D. BLAINE RIGGLE .. 

Wayne Douglas, Esq. 
Associate Commissioner 
Department of Mental Health & 

July 11, 1996 

Mental Retardation & Substance Abuse Services 
State House Station 40 
Augusta, ME 04330 

Re: Behavioral Health Network of Maine 

Dear Wayne: 

TELEPHONE 

(207) 761·0900 

FAX ,. 

(207) 761·01B6 

•ALSO ADMITTED IN CONNECTICUT 

• '"l\~O ADMITTED IN MA55ACHU5ETT5 

• ••A~O ADMITTED IN NEW HAMPSHIRE 

I have been informed, in my capacity as counsel for Behavioral 
Health Network of Maine .( "BHNM"), of the review by the Office of 
the Attorney General regarding the contract procured by BHNM with 
the State of Maine's Department of Mental Health. Apparently, a 
question has been raised whether a conflict of interest may have 
existed on the part of Dr. Gordon Clark, who served as the Medical 
Director of the Augusta Mental Health Institute and the Associate 
Medical Director of the Department of Mental Health for the State 
of Maine during the period of contract negotiations. At the same 
time, Dr. Clark also served as the Medical Director of Behavioral 
Health Network of Maine. The concern which has been raised with 
respect to Dr. Clark's role involves whether Dr. Clark received a 
personal benefit as a result of Behavioral Health Network's 
procurement of the contract with the State. 

The purpose of the submission of this letter is twofold. 
First, Behavioral Health Network categorically and emphatically 
denies any wrongdoing or improper conduct on its part with respect 
to the procurement of the contract with the State. Hopefully, 
there is no question in this regard. As I believe you are aware, 
the State was required, within a very short time period (too short 
to allow for the issuance of an RFP), to retain the services of a 
network of mental health practitioners capable of providing mental 
health services in accordance with the terms and conditions of the 
State's Consent Decree in the Bates v. Peet matter. Behavioral 
Health Network not only met the size, location and quality criteria 



REVIEW OF ASSESSMENT PLAN 

By Decision and Order of March B, 1996, the Court ordered that 

• Defendants file a comprehensive plan by March 25, 1996 for 

completing the individual assessments of class members (Paragraph 

2, page 3 7) . Defendants filed - the Assessment Plan ( "Plan for 

Completing Class Members Assessments") and Plaintiffs responded 

( "Plain_tiff s' Objections 

Completing Class Members 

and Comments to Defendant.?.' Plan for 

Assessments", referred to below as . 
11 Comments 11 ) within the timeframes estabiished by the Court's Order. 

Plaintiffs requested that I reject the plan based on several 

concerns raised in their comments. During the period established 

for my review of the plan pursuant to the court's order, Defendants 

amended the original submission. While I find tha~ the original 

submission would not have been approvable, I approve the Amended 
Plan for the reasons .. discussed below~ .. The· Amended Plan-(Plan for .... ------

Completing Class Member Assessments, 4/11/96) is attached to this 

Review. 

The Amended Plan outlines a program for locating class members 

at Section II. Its proposal for assessing class members is Section 

III (with attachments). 

Regarding locating class members, Plaintiffs raised concerns 

with respect to the details of the field search, staff available 

for the field search, and the existence of a protocol for 

contacting class members. The Department has amended its initial 

plan outlining the specifics of its field search activities 

(Amended Plan, pages 3,. 4). The Amended Plan notes that there are 

10 staff with varying levels of involvement in the location 

process. Two staff work full time. Their respective'""'-

responsibili ties are outlined in the Amended Plan at page 4. All 

telephone contacts with class members are made p:i,irsuant to a 

- 1 -

.. 
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Employer ID# 01-0489615 
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TYPE OF COM1'1UNITY AGENCY 

(Complete Appropriate Statement) (Check One) 

1. A partnership: ________________ _ 1. Non-Profit:_.X 

2. A corporation of the State of:· Maine 2. For Prof_i t: 

3. Other: _____________________ _ 3. Government: 

AGREEMENT PERIOD 

Effective Date:. May l, 1996 

Termination Date: October 31, 1996 

Amended Effective Date: _______ _ 

Amended Termination Date: _____ _ 

TYPE OF AGREEMENT 

-1L New 

Renewal 

Amendment 

Supplement 

NAME OF LEAD AGENCY: _______________________ _ 



STATE OF MAINE 

DEPARTMENT OF 

MENTAL HEALTH, MENTAL RETARDATION, 

AND SUBSTANCE ABUSE SERVICES 

40 STATE HOUSE STATION 

ANGUS S. KING, JR. 
AUGUSTA, MAINE 

GOVERNOR 

Senator Joan Pendexter 
Representative Michael Fitzpatrick 
Health and Human Services Committee 
State House 
Augusta, Maine 04330 

04333-0040 

July 17, 1996 

Dear Senator Pendexter and Representative Fitzpatrick: 

MELODIE PEET 

COMMISSIONER 

Recently, concern has been expressed over a contract entered into between the 
Department and the Behavioral Health Network to complete individual clinical assessments of the 
Augusta Mental Health Institute consent decree class members. Two specific issues have been 
raised: (1) The Department should have put our an RFP for the services reflected in the contract; 
and (2) There was a conflict of interest arising out of the fact that Dr. Gordon Clark, then Clinical 
Director at Augusta Mental Health Institute and Associate Medical Director for the Department, 
was also a contracted consultant to the Behavioral Health Network. I believe the Attorney 
General has reviewed the matter and is offering some analysis; the purpose of this letter is simply 
to provide you with background information about the contract and the context in which it arose. 

The contract came about as a result of the Superior Court's March 8th Order. As you 
know, the order required the Department to file a comprehensive, final plan for implementing the 
terms of the Augusta Mental Health Institute consent decree/settlement agreement within 10 days, 
by March 18, 1996. The order also required the Department to file a comprehensive plan for 
completing individual class member assessments by the following Monday, March 25, 1996, and 
to actually complete all assessments by October 30, 1996. 

The Department filed its plan for completing assessments on time, on March 25, 1996 and 
immediately entered into discussions with the Court Master and Plaintiffs' counsel to review and 
revise the assessment plan and make it acceptable to the Court. During the two and one-half 
weeks that followed, the Department was required to articulate in detail the method by which 
assessments were to be completed, including describing in specific, concrete terms who would do 
the assessments, how many clinicians would be deployed, what their professional training and 
qualifications would be, when assessments would be undertaken and completed, what resources 
would be available to carry out this process, etc. 

An amended plan was submitted to and approved by the Court Master on April 11, 1996. 
The amended plan itself has as an appendix a copy of an early draft of the assessment work plan, 
which later became a part of the contract. 

rRINTED O!\ RE-.:-Y-:-:.w r.--\rER 

PHONE: (207) 287-4223 (Voice) (207) 287-2000 (TTY) FAX: (207) 287-4268 



In our view, we could not have prepared an acceptable amended plan in the time required 
and at the level of specificity required without having identified a particular entity to undertake 
the job. At the time this plan was being prepared, the RFP statute had a minimum waiting period 
of 180 days. Even under the new RFP Statute with a 60 day waiting period, the Department · 
would not have been able, realistically, to design a concrete assessment plan, negotiate a 
contract, and implement that plan to accomplish the formidable task of assessing all class members 
by the court imposed deadline. 

Moreover, the Behavioral Health Network was, in our view, uniquely situated, to 
undertake this task. It is an organization whose members consist of a statewide network of 
community mental health providers who were already providing direct services to class members 
on an ongoing basis and whose clinical staff had the specific training and credentials required by 
the assessment plan. No other entity, including the new Spurwink/JBI apparently know as Eagle 
Health Care, was in that position. In addition, it is my understanding the Eagle Health Care was 
not even in existence at the time the Department was preparing and negotiating its assessment 
plan. 

With respect to the alleged conflict of interest, it is important to stress that Dr. Clark 
_ played no role in soliciting the Behavioral Health Network contract, nor did he participate in any 
way in the negotiation or award of the contract. He was not a signatory to the contract, and, I 
understand, not even aware that negotiations had begun. Dr. Clark played a limited role with 
respect to contract work. His sole responsibility was to assist in the development of the 
assessment instrument to be used by clinical staff in evaluating class members. Dr. Clark received 
no additional compensation for performing the design work, but rather did that work in addition 
to his other Behavioral Health Network duties and was paid his normal monthly stipend. As you 
know, Dr. Clark is no longer employed by the department in any capacity. The Department has 
discussed with Behavioral Health Network the possibility of recouping the pro-rata portion of the 
monthly stipend attributable to this contract work, if any, and Behavioral Health Network has 

· expressed a willingness to calculate and recoup that amount if it would help to alleviate any 
appearance of conflict. 

The Department regrets that anyone feels that this process was unfair or has the 
appearance of a conflict of interest. If I can provide any additional information about this matter, 
please do not hesitate to let me know. 

Thank you. 

MJP/WD/dg 

Sincerely, 

Loc£u ;J- p ~;-
Melodie J. Peet 
Commissioner 



ANDREW KETTERER 
ATTORNEY GENERAL 

Telephone: (207] 626-88CO 
FAX: (207] 287-3145 

STATE OF MAINE 

DEPARTMENT OF THE ATTORNEY GENERAL 

6 STATE HOUSE STATION 

AUGUSTA, MAINE 04333-0006 

The Honorable Jeff Butland 
Senate President 
Office of the Senate President 
Three State House Station 
Augusta, Maine 04333-0003 

Dear Senator Butland: 

July 24, 1996 

REGIONAL OFFICES: 

84 HARLOW ST., 2ND FLOOR 
BANGOR, MAINE 0440 I 
TEL: (207) 941-3070 
FAX: (207) 941-3075 

59 PREBLE STREET 
PORTLAND, MAINE 04101-30!4 
TEL: (207) 822-0260 
FAX: (207) 822-0259 

By letter dated July 3, 1996, you outline several concerns relating to the 
contract between the Department of Mental Health & Mental Retardation and 
Behavioral Health Network of Maine. At the request of the Department of Mental 
Health, this office has been reviewing these issues over the past several weeks. The 
attached memorandum to me from Chief Deputy Linda Pistner summarizes that 
review and advice given to the Department. 

For the reasons outlined in the memorandum, we have concluded that this 
contract does not violate state laws governing conflicts of interest or those which set 
forth procedures for the award of contracts on a sole source bases. As we discussed, 
the questions you raise about the sole source contracting procedures are not issues of 
law, although the memorandum outlines the statutory approval procedure. 

Sincerely, 

~ 
ANDREW KETTERER 
Attorney General 

Printed on Recycled Paper 



TO: 

FROM: 

DATE: 

SUBJECT: 

STATE OF MAINE 
Department of the Attorney General 

ANDREW KETTERER 
Attorney General A n 
LINDA M. PISTNER~ 
Chief Deputy Attorney General 

July 24, 1996 

Review of Possible Conflict of Interest in Behavioral Health Network 
of Maine Contract 

This memo will summarize the information I have gathered in reviewing 
the contract be.tween the Department of Mental Health, Mental Retardation, and 
Substance Abuse Services (hereafter "DMH" for brevity) and Behavioral Health 

· Network of Maine ("BHNM"), and the advice I have provided to DMH concerning 
the issue of whether a conflict of interest arises from the fact that Gordon Clark, 
M.D. served as Clinical Director at AMHI at the time the contract was awarded 
while simultaneously serving as Medical Director of BHNM. This information is 
relevant to the issues raised in Senate President Jeffrey Butland's letter to you of July 
3, 1996. 

BACKGROUND 

As part of a Decision and Order issued by the Superior Court in Bates v. Peet 
on March 8, 1996, DMH was directed to file a comprehensive plan for completing 
individual assessments of class members with the Court Master by March 25, 1996. 
This plan was amended (in order to address concerns of the Master and comments 
submitted by the plaintiffs) through a filing made April 11, which included a draft 
statement of the tasks to be performed, projected timeframes, and identification of 
BHNM and DMH resources required to complete the tasks. This document 
provided the basis for the detailed Service Specifications in Rider A of the contract 
itself (Attachment A to this memo). DMH's amended plan was approved in a report 
issued by the Master dated April 11 (entitled "Review of Assessment Plan" and 
attached, together with the Dl'vIH amended plan filing, as Attachment B). 
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The contract basically requires BHNM to provide clinical assessments of all 
class members to be performed by qualified staff, either through its member agencies 
or through subcontracts with other providers, by September 15, 1996. Pursuant to 
the Superior Court's March 8th Order, DMH must complete its initial assessment of 
class members by October 30, 1996. 

The contract was submitted to the Bureau of Purchases with a request for 
approval on a sole source basis rather than the standard bidding procedure, and was 
approved on that basis by the Director of the Bureau of Purchases, Richard B. 
Thompson, on May 31, 1996. 

FACTS CONCERNING DR. CLARK'S ROLE 1 

Gordon Clark, M.D. served as the Clinical Director at AMHI on a part-time 
basis until he was replaced on June 20th. He also served as consulting Medical 
Director for BHNM under a contract dated June 1, 1995 covering the period from 
2/6/95 to 8/6/95. In return for performing specified services described in that 
agreement, Dr. Clark was to receive $21,000 in eight monthly installments of $3500. 
While his written contract with BHNM expired in August 1995, the arrangement 
continued by mutual agreement thereafter with a monthly payment of $3500 for 
services. 

Both Dr. Clark and Wayne Douglas (who was responsible for negotiating the 
contract for DMH) state that Dr. Clark had no involvement in either the selection of 
BHNM to provide the assessment services or in the negotiation of the contract. The 
only service provided under the DMH/BHNM contract in which Dr. Clark was 
involved was the development of the assessment protocol, and he is specifically 
mentioned in that regard in the contract (project task #5 on page 3 of Rider A). He 
received no compensation for this work above the previously established monthly 
stipend. In a conversation with A.A.G. Chris Leighton in late June, Dr. Clark 
estimated that he spent 30-40 hours in his work on the assessment protocol. BHNM 
subsequently sought to reconstruct the amount of time spent by Dr. Clark on this 
project, using documentation kept by Dr. Clark and by BHNM, producing a total of 
ten hours over April and May. 

lThe facts recited in this memo were obtained from the following sources: 
DMH _Associate Commissioner Wayne Douglas, who in turn got some of his 
information from Dr. Clark; Assistant Attorney General Chris Leighton, who 
contributed certain information based on a conversation with Dr. Clark; and counsel 
for BHNM, Jennifer Begel, Esq. (see her letter to Wayne Douglas dated July 11, and 
her letter to me dated July 15, which together form Attachment C). 
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ANALYSIS 

Title 5, M.R.S.A. § 18. The central statute governing disqualification of 
executive employees from participation in specified matters, § 18(2) makes it a civil 
violation for an executive employee to personally and substantially participate in 
his official capacity in any proceeding in which, to his knowledge, he (or any of the 
specified related persons or entities) have a direct and substantial financial interest. 
The statute defines "executive employee" to include all compensated members of 
the classified or unclassified service employed by the executive branch, and would 
therefore apply to the AMHI Clinical Director. § 18(1)(B). Additionally, a 
"proceeding" is defined to include a contract. § 18(l)(D). However, given the facts as 
stated above, there is no violation of § 18 in the absence of any personal or 
substantial involvement by Dr. Clark in the award of the contract. 

Title 17, M.R.S.A. § 3104. The application of this statute requires a closer 
review of the facts at hand. It provides: 

No trustee, superintendent, treasurer or other person holding a place of trust 
in any state office or public institution of the State shall be pecuniarily 
interested directly or indirectly in any contracts made in behalf of the State or 
of the institution in which he holds such place or trust, and any contract 
made in violation hereof is void. This section shall not apply to purchases of 
the State by the Governor under authority of Title 1, section 814. 

In order for the contract at issue here to have violated this statute, therefore, Dr. 
Clark must be found to have held a "place of trust" within DMH, and he must have 
benefitted pecuniarily, either directly or indirectly from 'the contract in his position 
at BHNM. 

The statute has been construed by only one reported case, Opinion of the 
Justices, 108 Me. 545 (1911), in which the Justices rendered an advisory opinion that 
the predecessor statute to§ 3104 was violated by the award of a printing contract by 
the Governor and the Council to the Waterville Sentinel Publishing Company, in 
which the Secretary of State was both a shareholder and corporate treasurer. The 
Court concluded that an ability to influence the award of the contract was not 
required in order to establish a violation of the statute. However, the decision sheds 
little light on what is meant by "a place of trust in any state office or institution", for 
while it repeatedly refers to "State officers," state government was a much smaller 
entity in 1911. Giving a contemporary interpretation to this language, it certainly 
could be read to encompass the AMHI Clinical Director. 

Predicting whether a court would conclude that Dr. Clark received either a 
direct or indirect pecuniary benefit from the DMH/BHNM contract depends on a 
full and detailed inquiry into the facts. The absence of any specific provision for 



-4-

payment to Dr. Clark for services performed appears to eliminate a "direct" 
pecuniary benefit flowing to him under the contract. However, it is more difficult 
to rule out the possibility of an indirect pecuniary benefit. 

In light of the fact that Dr. Clark had already been hired by BHNM at a fixed 
rate before it got the contract with DMH, the lack of any any additional 
compensation paid to Dr. Clark above his monthly stipend under his agreement 
with BHNM for the work he performed relative to the DMH contract, and the 
absence of any evidence that BHNM hired Dr. Clark for the purpose of obtaining the 
contract with DMH, it is my belief that a court would not conclude that Dr. Clark 
had a direct or indirect pecuniary interest in BI:-INM's contract with DMH, and thus 
there would be no violation of the statute. However, the fact that Dr. Clark 
performed a part of the services for which BI:-INM was paid under the contract 
during a time in which he in turn was paid pursuant to his consulting contract with 
BHNM creates at least an appearance problem. 

Given the critical importance of concluding the class member assessments to 
compliance with the Court's March 8th order, even the appearance of a violation is 
a risk which DMH may wish to avoid. Accordingly, the prudent course would be to 
terminate Dr. Clark's relationship with either DNIH or BHNM (which has been 
done) and to recoup an amount determined to represent the J2I_Q rata share of his 
stipend attributable to the contract work. These steps would eliminate any basis for 
concluding that Dr. Clark benefitted from the contract in question. 

SOLE SOURCE ISSUES 

In contrast to the above cited statutes which proscribe certain activities, the 
statutes governing the bid process and sole source contracts (5 M.R.S.A. §§ 1825-A to 
1825-1) simply provide procedures which must be followed, and which apparently 
were followed in this matter. Under § 1825-B(2), competitive bidding may be 
waived by the Director of the Bureau of General Services under certain specified 
circumstances. An appeal procedure is provided by§ 1825-E. 

While one might inquire into the facts offered in support of the sole source 
justification2 and the decision to approve the request to waive competitive bidding, 
these are questions of policy at this point. Since the required approval was obtained 
for a sole source contract, there is no issue of potential violation of statute. 

2State contracting forms refer to the agency's "justification" for a sole source 
contract. This appears to be what para. 2 of Senate President Butland's letter refers to 
as the "certification" process. 
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STATE OF MAINE 
REQUISITION FOR CONTRACT/GRANT AUTHORIZATION 

Date: May 1, 1996 
Department: Mental Health and Mental Retardation Contact: Wayne Douglas 
Contractor/Grantee: Behavioral Health Network of Tel#: 287-4222 
________________ M~a=i=n-e~ _________ Sum $ 440 097 
Contract/Grant Services: Clinical Assessments Approp: 010 14A 1101 
--------'o~f=--AM=-=-=H=I ......... C~l=a=s==-s--=-M~e=rnb=--e=r=---N-e_e_d-s~ ________ Term: -May 1, 96 - Oct 31, 96 

SUBSTANTIATION OF NEED: This contract was awarded because of the Provider's 
unique position of having qualified staff available, statewide, to be able to 
start and complete the work wi~hin the short time-frames of the court ordered 
plan. 

IMPACT OF CONTRACT ON CIVIL SERVICE SYSTEM~: NONE 

IPLOYER/EMPLOYEE RELATIONSHIP BETWEEN STATE AND CONTRACTOR: NONE 

EFFECT ON STATE AFFIRMATIVE ACTION EFFORTS: NONE 

JUSTIFICATION FOR SOLE SOURCE: There was insufficient time between the 
development of the plan to be submitted to the court and the requirement to 
complete the work, for an RFP to be developed, published, bid on and awarded. 
This is a limited period, one time only job that had to be completed and submitted 
to the court by the end of October, this year. 

( )MSEA REVIEW (contracts only) Date forwarded. ____ ( ) Info. request ( ) 
r~nference ______ ( ) Date cleared _____ _ 

le No. _____ _ 

BP37R REVl/95 



Contract Number .MHC-6-001 
DEPARTMENT OF MENTAL HEAL TII, MENTAL RETARDATION 

AND SUBSTANCE ABUSE SERVICES 

AGREEMENT TO PURCHASE COMMUNITY SERVICES 

This agreement is made this 26th day of April, 1996, by and between the State of Maine, 
Department of Mental Health, Mental Retardation, and Substance Abuse Services, hereinafter called 
"Department," and Behavioral Health Network of Maine, located at 99 Western Avenue, Augusta, Maine 
04330, telephone number-621-6214, hereinafter called "Provider," for the period of May 1, 1996 to 
October 31, 1996. 

The employer identification number of the Provider is 01-0489615. 

WITNESSETII, that for and in consideration of the payments and agreements hereinafter 
mentioned, to be made and furnished by the Department, the Provider hereby agrees with the Department to 
furnish all qualified personnel, facilities, materials, and services and, in consultation with the Department, 
perform the services, study or projects described in Rider A. The following Riders are hereby incorporated 
into this agreement by reference: 

Rider A - Specifications of Services to be Provided. 
Rider B - Method of Payment and Other Provisions. 

. IN WITNESS WHEREOF, the Department and Provider, by their duly authorized representatives, 
have executed this agreement in six originals as of the day and year first above written. 

Approved as to F orrn 
July 22, 1990 

Attorney General 

DEPARTMENT OF MENTAL HEALTII, MENTAL RETARDATION 
AND SUBSTANCE ABUSE SERVICES 

and 

BEHAVIORAL HEALTH NETWORK OF MAINE 

By: ~ 
Grete L. Chandler, President 

(Typed Name and Title) 

Total Contract Amount: $440,097.00 

MFASIS Account Code: 010 14A 110i 022 1003 6401 

State Controller 

~Q~ 
HAY 3 1 1996 



RIDER A 
Specifications of Work to be Performed 

I. CONTRACT SUMMARY 

Funds are provided under this agreement for th 
-◄-,-iUiii&llh--mr the AMHI Consent Decree. The source of fun 

be in accordance with requirements detailed in the DMHMRSAS Fiscal Accountability Rules and 
Exceptions to Federal 0MB Circulars (CMR 14-191, Chapter 009); with the Maine Uniform Accounting 
and Auditing Practices for Community Agencies (CMR 08-114, Chapter 1); ~d with the terms of this 
agreement. 

II. SERVICE GOALS 

Goals of service to be provided under this Agreement shall conform to the Department's mission to 
develop a consumer driven system that is responsive to the wants and needs of the individual consumer. 

III. SERVICE SPECIFICATIONS 

The Department has agreed to fund the Provider up to $440,097 to provide case processing and 
clinical assessments of all class members. The Provider is responsible for furnishing adequate qualified 
staff, either through its member agencies or through subcontracts with other licensed, mental health service 
providers and/or agencies, to complete assessments of class members as provided herein. Provider, its 
subcontractors and the Department shall work cooperatively in the performance of this Agreement. The 
Department's Consent Decree Coordinators will be generally responsible for monitoring location and 
assessment efforts, the quality of assessments, making suitable arrangements for alternative assessments 
when necessary, resolving grievances, etc. consistent with the terms of this agreement. 

The BHNM has agreed that all individuals completing the assessments will be made up of 
community support workers certified by this Department at the Mental Health Rehabilitation Technician II 
level, and/or licensed masters level social workers, psychologists, psychiatrists and psychiatric nurses. To 
be approved by BHNM to perform assessments with class members not currently in service, an MIIRT II 

~ must be in good standing with a licensed agency, must be certified and have documented competency in 
psychosocial rehabilitation. All non-licensed staff performing assessments will be supervised by a licensed 
professional and the ratio of supervisor to MIIRT II will not exceed 1 to 5. Each assessment completed by 
a nonlicensed staff person will be reviewed by .a licensed person for assurance that clinical areas are 
adequate and appropriate before the assessment will be considered completed. 

The Department and BHNM have developed a work plan that specifically defines the 
project tasks, timeframes and responsibilities. That work plan is included below as part of this 
agreement. 

Project Task Projected Timeframe BHNM/DMH Resources 

1. The Department will develop 
a contract with BHNM to 
provide M.el 

· t to all 
. _:plass. 

April 26, 1996 DMH 
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2. Recruitment and identification 
of agency-based assessment 
coordinators. 

3. The BHNM shall develop a draft 
assessment tool acceptable to the 
Department and · · 

acceptable letter of invitation and all 
protocols specific to contracting 
Class Members. 

4. Hire Project Coordinator 

5. Assessment Protocol Development. 
A uniform assessment process and 
supporting documentation forms 
based on a Psychosocial Rehab-focused 
model of assessment will be developed. 
The assessment will include the clinical 
intake data elements presented in 
Attachment A and an initial 
assessment of the Class Members' 
current goals and interests, and related 
service needs. The development and 
implementation of the assessment 
protocol will allow for the assessments 
to be integrated into the normal service 
delivery system ofthe region. 
Linkage will be made to ongoing case 
management services for those class 
members wanting but not receiving 
sefVlces. 

May 3, 1996 

May 8, 1996 

May 17, 1996 

May 17, 1996 
Completion 
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Agency-based 
coordinators from 
BHNM sub-contracted 
agencies (see partial 
listing Attachment B 
of those already 
identified by agency). 

BHNM Design Team 

BHNM Board of Directors. 

BHNM Design Team 
comprised of: DMHMRSAS 
Director of Community 
Clinical Services, Dr. 
Kalinowski and one 
additional DMHMRSAS 
rep. (Stephen 
Rose, Ph.D. from the 
University ofNew 
England School of 
SocialWork);BHNM' s 
Medical Director, Dr. 
Clark; and staff drawn 
from BHNM member 
agencies such as 
AWIC - Greg Disy; 
CHCS - Kay Carter; 
SCNIHC-
Leslie Eastman; SH - Ed 
Blanchard; etc. 



Project Task 

6. Class Member contact 
protocol consisting of: 

A. Letter of introduction, 
outlining that BHNM on 
behalf of DMHMRSAS wishes to 
meet with Class Members 
and offer them an 
opportunity to participate 
in an assessment process. 
(Class Member initiated 
phone contact wiµ be 
encouraged in the letter, 
reflecting a desire to respect 
the individual Class Member. · 
When the Class Member self­
initiates contact with BHNM or the 
sub-contracted assessment agency 
provider, an appointment to meet 
with the Class Member at his or her 
home or an alternative location 
acceptable to the Class Member 
and regarded as safe for both the 
Class Member and the assessment 
personnel will be scheduled). 

B. Letter followed up by a 
telephone call(s) and personal 
contact(s) by BHNM project 
staff and/or sub-contracted 
agency staff, depending on 

Projected Timeframe 

May 10, 1996 
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BHNM/DMH Resources 

Individuals and 
·agencies 
listed are resource 
examples and are 
subject 
to change. 
Additi_onally, 
a BHNM Information 
System Committee 
member(s) and/or the 
contracted Computer 
Consultant will be 
included on the T earn. 

BHNM Design Team 

BHNM project staff 
. and/or designated 
agency based 
coordinator. 



Project Task 

Class Member classification 
as follows: 

1) Class Members not 
presently in service; 

a) A complete new 
assessment; 

b) An updated assessment 
from an assessment 
resource of his or her 
choosing by BHNM sub­
contracted provider from a 
listing of agency-based 
resources available within 
the region in which the 
Class Member lives. 

c) Assessment by an 
alternative provider from 
a listing of resources within 
the region in which the 
Class Member lives to 
include DMHMRSAS Consent 
Decree Coordinator, as 
necessary to win Class 
Member participation in 
the process. 

d) Assessment by a trained 
and supervised consumer 
and/or family member 
when all other 
alternatives for the 
provision of assessment 
have been refused. 

2) Consumers currently in 
Sub-contracted service; 

a) Assessment with 
their current provider; 

Projected Timeframe 
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BHNM/Dl\ffi Resources 

BHNM project staff 

BHNM 
Agencies 



Project Task Projected Timeframe BHNM/DMH Resources 

b) Assessment by an 
alternative provider from 
a listing of resources within 
the region in which the 
Class Member lives to 
include DMHMRSAS Consent 
Decree Coordinator, as 
necessary to win Class 
Member participation in 
the process. 

C. For those Class Members who do 
not initiate a call, contracted BHNM 
or a sub-contracted provider agency 
will attempt to make contact via 
phone and/or an actual visit(s) to the 
known and/or verified address as 
provided by DMI™RSAS. 

7. Subcontracting with BHNM member May 15, 1996 BHNM Project 
agencies and other community- Coordinator. 
based provider resources. 

8. The Department will recruit May 15, 1996 DMHMRSAS 
ahd hire clinical consent 
decree coordinators. 

9. Orientation and Training of May 24, 1996 BHNM design team 
agency-based coordinators and DMHMRSAS staff 
and DMHMRSAS Consent Decree representatives, CDCs. 
Coordinators. 

·10. Recruitment and selection of May 17, 1996 BHNM, 
designated assessment sub-contracted 
providers (to be drawn from agency-based 
staff resource pool of the coordinators. 
sub-contracted agencies - see 
Attachment C for example 
specific to BHNM member 
agencies). 

11. An electronic relational Initial design · BHNM - Information 
database system will be and start-up Systems Committee 
designed by BHNM to capability or contracted 
support development of an completed by consultant in 
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Project Task 

electronic and hard copy 
reports on: 

a) Clinical assessments completed; 

b) Met and unmet service needs on an 
individual class member basis 
and on an aggregate network, 
region, and statewide basis; and 

c) Related service resource 
development or reallocation needs. 
This data base will allow for 
reporting on an individualized 
Class Member basis, as well as 
in the aggregate for system-
wide use. 

12. First-round of 300 letters mailed 
(weekly for 10 weeks plus 
follow-up) to Class Members 
based on a categorized and 
prioritized listing of Class 
Members: 

a. Class Members not 
currently in service. 

b. Class Members currently 
in service that have been 
identified by external sources, 
such as the Office 
of Advocacy, to receive 
letters of introduction and 
initial contact through BHNM 
central project staff. 

c. Class Members currently . . 
m serv1ce. 

13. Two training sessions for 
selected assessment providers 

Projected Timeframe 

May 22, 1996; 

May 22, 1996 
onward for 
duration of the 
project. 

Between 
May 24-3 l, 1996 
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BHNM/DMH Resources 

consultation with 
the BHNM Design . 
Team, and D:MHMRSAS 
Information System 
staff (Stan Fabisiak). 

BHNM Central 
Project staff. 

BHNM Central 
Project staff. 

Agency-based 
coordinators and 
other selected 
sub-contracted 

· assessment providers. 

BHNM 
sub-contracted 



Project Task Projected Timeframe 

14. Telephone and personal face-to­
face follow-up contact with 
Class Members to schedule 
assessments. Outcome of these. 
contacts will be documented 
reflecting Class Member 
acceptance or declining 
participation in the assessment 
process as experienced. 

15. On a biweekly basis, BHNM 
will submit written status reports to the 
Department on the number of Class 
Members contacted, 
scheduled for assessment, 
declining participation, not 
able to locate, and the number 
of completed assessments. Back-up 
documentation shall also be made 
available upon request. 

16. Review and approval BHNM 
MIS System Reports. 

1 7. Class Member assessments 
scheduled and completed with 
supporting documentation. 

18. Documentation of class 
members declining participation 
in the assessment process 
forwarded to BHNM central project 
staff. 

19. Contingency planning team will 
review all situations in which 
Class Members decline participation 
on a weekly basis, to develop and 

May 31, 1996 

Beginning June 7, 
1996, onward for 
the duration of 
the project. 

May 17 through 
June 10, 1996 

To be completed 
by September 15, 
1996 

-
Weekly as 
experienced. 

Weekly throughout 
the duration of 
the contract 
period as Class 
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BHNM/DMH Resources 

agency-based 
coordinators and 
DMHMRSAS Consent , 
Decree Coordinators, and 
contingency planning team. 

BHNM central project staff 
and sub-contracted 
agency-based providers. 

BHNM Project 
Coordinator and 
Information System 
Resource. 

Agency-based assessment 
providers and BHNM 
central project staff and 
information personnel. 

BHNM agency-based 
assessment coordinators. 

Agency-based 
coordinator, DMHMRSAS 
Consent Decree 
Coordinator, and 



Project Task 

offer an alternative assessment 
processes tailored to the 
Individual Class Member's 

needs, interest, or situation. 

20. Class Member complaints and 
grievances with assessment 
process to be documented and 
forwarded to BHNM central 
project staff. 

Projected Timeframe 

Members decline 
participation. 

As they occur 
throughout the 
duration of the 
project. 

BHNM/DMH Resources 

BHNM central project 
staff as needed. 

Agency-based 
assessment 
providers and 
coordinators. 

COMPLETED ASSESSMENTS AND PROCESSED CASES BHNM shall make reasonable, 
good faith efforts to contact and assess every class member and shall complete an assessment 
and/or process a case for such class members. A completed assessment always includes a face to 
face completion of the assessment protocol, and unmet needs data. An individual service plan for 
each class member assessed will be included provided that the class member consents. Some class 
members may accept an assessment but neither want nor need a service plan. 

A processed case is one where an assessment was not completed but the following efforts 
were made to locate a class member, and documented accordingly, prior to referring the class 
member name to the Consent Decree Coordinator for further follow up. 

(1) One letter will be sent inviting the class member to call to set up an appointment for 
an assessment. 

(2) A sufficient number of telephone calls (up to 5, if necessary) to follow up on those 
who do not call, made over the course of four days, at different times of day, and on at least one 
weekend day, reasonably calculated to locate class members. 

(3) A visit to the home address provided by the Department, and following that attempt, 
contact by planned visit with neighbor, family member or other similar person. 

These efforts will take place over no less than a ten day period. If at the end of these steps, 
and at least this time period, the class member has not been located, the name and a record of 
efforts to contact will be forwarded to the CDC. If a CDC subsequently locates a class member, 
the CDC may refer the class member back to BHNM for assessment if the class member so 
requests. 

Both completed assessments and processed cases as defined above are considered as 
successful closures for the purposes of meeting BHNMs performance targets. However, BHNM 
must complete assessments of cases referred back from CDCs before such cases are considered 
successful closures for purposes of the next payment percentage milestone as set forth in Rider B, 
paragraph 2. 

Notwithstanding any other provision in this Agreement, Department personnel may 
directly engage and assess class members. Department will notify Provider of all assessments 
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completed and Provider may credit these as completed assessments for purposes of meeting 
percentage milestones listed in Rider B, Section 1. 

The Consent Decree Coordinators employed by the Department shall oversee and monitor 
the location and assessment efforts as set forth in this agreement. BHNM, its subcontractors, and 
the CDC's shall fully cooperate with one another in the performance of this agreement. In the 
event of a disagreement between the CDC and the local project coordinator, the BHNM Project 
Coordinator/designee and the relevant Departmental Regional Director/designee shall be notified 
within 2 working days. The Project Coordinator/designee and Regional Director/designee shall 
resolve any dispute immediately. In the event that they cannot agree, the BHNM 
President/designee and the Contract Administrator/designee will make final determination. 

Provider and subcontractor agencies shall be required to inform Department within ten 
(10) days of any change in class members address/phone number. 

CONFIDENTIALITY In carrying out the terms of this contract, BHNM and any sub-contractor 
ofBHNM, is assisting the Department in fulfilling its legal and statutory responsibilities. BHNM 
is authorized to collect, receive, and/or transmit confidential patient information to carry out these 
functions provided it shall take all reasonably necessary measures to protect against any 
unauthorized disclosure. BHNM shall include this same authorization and requirement in any 
subcontract awarded hereunder. 

MIS The databases to be developed pursuant to this agreement shall be approved in advance by 
the Department and shall be fully compatible with and accessible to the Department's MIS system. 
All class member data collected, compiled, entered into and resident on any database established 
and maintained under this agreement shall be the property of the Department. Any software 
application jointly developed pursuant to this contract shall be the joint property of the parties. 

N. REPORTING AND FISCAL REOUIRE1\1ENTS 

The Provider has submitted a budget for the services purchased under this Agreement and 
that budget has been approved by the contract administrator. Provider understands and agrees 
that the approved budget will be used by the Department on program audit to assess financial 
requirements and performance under this Agreement. The Provider agrees to be bound by the 
regulations and principles of the Department with regard to contract a~ministration. 

DELNERABLES In addition to any other requirements set forth herein, BHNM shall furnish to 
the Department the following in accordance with the terms of this agreement: 

a. Complete list of all class members, indicating (i) · name, (ii) address, (iii) 
assessment status, (iv) date of completed assessment, (v) or, if not assessed, the 
reason for non-assessment and date(s) determined non-assessable. 

b. For each individual class member not assessed, complete documentation of all 
efforts made to locate, contact, and assess such class members. 
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c. Complete copy of all assessments of all class members in all forms available 
(e.g. hard copy, electronic media). 

d. Complete copy of individual service plan for each class member assessed. 

e. A database consisting of all data collected in the assessment process, with such 
database in such format that is compatible with and immediately functional on and 
accessible by the Department's systems. The database shall · be designed and 
constructed so as to enable reporting of unmet needs (i) on an individual class 
member basis for each class member assessed as well as (ii) in the aggregate on a 
network, region, and statewide basis. 

f. A report indicating the aggregate unmet needs by network. 

g. A final report detailing the process used to complete assessments, and a 
summary of results. 

Items "a" and "b" described immediately above shall be delivered incrementally to coincide 
with case completion and payment dates described in Rider B. If case completion information is 
delivered early, payment will be made correspondingly early; if case completion information is 
delivered late, payment will be made correspondingly late. All seven local service network areas 
must meet the case completion target percentages for the percentages to be considered met and 
before payments are made. 

With respect to assessments completed by Provider or its subcontracted agencies, BHNM 
may collect and furnish information in item (c) above in patient deidentified form provided (1) a 
coding system is used that is mutually acceptable to Provider and Department; (2) Provider 
furnishes to the Department a comprehensive, accurate master list of class member names/address 
by code number; (3) Department develops and maintains an appropriate system to assure the 
confidentiality of the master list so that individuals will have access thereto on a need to know 
basis. Agencies providing service to class members may retain that portion of the master code list 

~ that pertains to the class members in service at that agency. Consent Decree Coordinators, and 
other Department staff with a need to know, shall have access at all times to master code lists as 
well as all information collected, developed and maintained under this agreement on a class 
member specific basis. 

Nothing herein shall limit any in way the Department's rights in and to information under 
this agreement, or interfere with (i) the ability Consent Decree Coordinator(s) or other 
appropriate Departmental personnel to have access to any such information; or (ii) the 
Department's right to access and use information as may be required to fulfill its legal obligations 
under the matter of Bates v. Peet, et al. Nothing in this paragraph shall limit Plaintiffs counsel 
from access to information necessary to represent any and all clients in Bates v. Peet et al. 

All of the above shall be delivered to the Department on or before October 15, 1996. 

The Provider has agreed with the Department that scheduled payments shall not be made 
until the required events and deliverables as described in this agreement are satisfied. 
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Notwithstanding, however, if the Department shall not withhold payment if its actions are the 
material cause of Provider's inability to meet performance guidelines. 

V. PERFORMANCE BY PROVIDER AND DEPARTMENT 

The Provider and the Department each agree that it shall provide sufficient personnel to 
reasonably meet the requirements of this Agreement. If at any time either party believes that the 
other is not meeting any of its obligations under this Agreement either as to the pace of the 
completion of the work provided for herein, the quality of services being provided, or any other 
matter, the aggrieved party shall immediately give the other specific written notice of any such 
perceived deficiency and within three business days of the receipt of any such notice by the other 
party, it shall furnish to the aggrieved party either (a) a written plan by which it proposes to adjust 
its performance under the contract to meet the issues raised by the aggrieved party, or (b) a 
written statement of its reasons why it believes that the aggrieved party is incorrect in its 
perception that the other party is not meeting its obligations under the contract. Unless the 
aggrieved party shall notify the other party within three business days after the giving of such 
response, such response of the other party shall be deemed to have resolved the issue and, to the 
extent that response included a proposal for adjusting its performance under the contract, the 
responding party shall thereafter immediately implement such adjustments. 

In the event that the aggrieved party does object in any respect to the response of the 
other party, the authorized representatives of the Provider and the Department shall meet· 
immediately to attempt to resolve any such dispute. 
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1. 

2. 

RIDERB 
1vfETHOD OF PAYMENT AND OTHER PROVISIONS 

CONTRACT AMOUNT .=.$_.:,.44~0:;.a.,0.:;..::9_;.7.:...:;;.o...;:;.o ___ _ 

INVOICES AND PAYMENTS 

The Department agrees to provide a total of up to $190,097 to the Provider in 
installments on or about the following dates in the following amounts: · 

Event 
Start-up 
39% Cases Completed 
80% Cases Completed 
100% Cases Completed 
Project completion 

Date 
May 28, 1996 

• July 12, 1996 
August 12, 1996 
September 15, 1996 
October 15, 1996 

Bonus Incentive if Project Completed by: 
September 25, 1996 

or September 30, 1996 

Amount 
$66,040 

27,516 
27,516 
27,51$ 
16,510 

25,000 
20,000 

In order for payments to be made for % completed, provider shall complete the cases 
depicted in each local service network area as shown in Attachment D which is attached hereto. 
All of the seven local service networks involved must meet the required percentage before 
payment will be made. Payment will be made at the time of accomplishment with the % target, 
either prior to or after the completion date. 

The remaining $250,000 of this contract is made available for payment of completed 
assessments at the rate of $150 per completed assessment. This payment schedule is subject to 
the Providers compliance with all items set forth in this contract and subject to the availability of 
funds. Payments shall be made by the Department after receipt of an invoice on the Provider's 
usual billing forms or business letterhead. Ifthere is a material discrepancy (7.5%) between the 
projected number of assessments (3,010) and those actually completed, the Department agrees to 

~ renegotiate the amount of the contract dollars available to reimburse provider, if necessary. 

Assessments will be billed to Medicaid when a class member is/or can be made eligible for 
Medicaid. When a class member is not eligible for Medicaid and cannot become eligible in a 
reasonable manner, the Department will be billed for a completed assessment at the flat rate of 
$150 per assessment up to $250,000. Provider and subcontract may account for th~se payments 
in a discrete cost center distinct from any Provider agreement that Provider and subcontracting 
agencies may have with the Department. No seed with respect to the particular contract shall be 
withheld from General Fund allocation.. Revenue and expense associated with this contract will 
not, to the extent otherwise permissible by law, be factored into rate setting. 

The Department represents that at current it has available sufficient funds to pay Provider 
up to total contract amount of this Agreement. 

3. BENEFITS AND DEDUCTIONS 

If the Provider is an individual, the Provider understands and agrees that he/she is an 
independent contractor for whom no Federal or State Income Tax will be deducted by the 
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Department, and for whom no retirement benefits, survivor benefit insurance, group life 
insurance, vacation and sick leave, and similar benefits available to State employees will accrue. 
The Provider further understands that annual information returns, as required by the Internal 
Revenue Code or State of Maine Income Tax Law, will be filed by the State Controller with the 
Internal Revenue Service and the State ofMaine Bureau of Taxation, copies of which will be 
furnished to the Provider for his/her Income Tax records. 

4. INDEPENDENT CAPACITY 

The parties hereto agree that the Provider, and any agents and employees of the Provider, 
in the performance of this agreement, shall act in the capacity of an independent contractor and 
not as officers or employees or agents of the State. 

5. CONTRACT ADMINISTRATOR 

All progress reports, correspondence and related submissions from the Provider shall be 
submitted to: 

Wayne R. Douglas. Associate Commissioner, Systems Operations 
Department of Mental Health, Mental Retardation, and Substance Abuse Services 
40 State House Station 
Augusta, Maine 04333-0040 

who is designated as the Contract Administrator on behalf of the Department for this agreement, 
except where specified otherwise in this agreement. 

6. DEPARTMENT'S REPRESENTATIVE 

The Contract Administrator shall be the Department's representative during the period of 
this Agreement. He/she has authority to curtail services if necessary to ensure proper execution. 
He/she shall certify to the Department when payments under the agreement are due and the 
amounts to be paid. He/she shall make decisions on all claims of the Provider, subject to the 
approval of the Commissioner of the Department. 

7. PROCEDURE FOR MODIFICATION 

By mutual written agreement of the parties, this agreement may be modified at any time, 
with or without new consideration. Any material modification to the approved budget by the 
Provider shall not be paid under this agreement without prior written approval from the Contract 
Administrator. If, in the Department's judgment, it appears at any point during the term of this 
agreement that the goal of completing class member assessments in a timely fashion may not be 
reached, the Department may require such modifications in this agreement as may be reasonably 
necessary to accomplish that goal. The Department will confer with BHNM about any such 
modifications. 

8. PERIOD OF PERFORMANCE 

A Effective Date: April 26, 1996 
B. Termination Date: October 31, 1996 

9. SUBCONTRACTS 

Unless provided for in this agreement, no arrangement shall be made by the Provider with 
any other party for furnishing· any of the services herein contracted for without the consent, 
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guidance and approval of the Contract Administrator, which consent shall not be unreasonably 
withheld. Any subcontract hereunder entered into subsequent to the execution of this agreement 
must be annotated "approved" by the Contract Administrator before it is reimbursable hereunder. 
This provision will not be taken as requiring the approval of contracts of employment between the 
Provider and its employees assigned for services thereunder. 

10. SUBLETTING, ASSIGNMENT OR TRANSFER 

The Provider shall not sublet, sell, transfer, assign or otherwise dispose of this agreement 
or any portion thereof, or of its right, title or interest therein, without written request to and 
written consent of the Contract Administrator. No subcontracts or transfer of agreement shall in 
any case release the Provider of its liability under this agreement. 

11. EQUAL EMPLOYMENT OPPORTUNITY 

During the performance of this agreement, the Provider agrees as follows: 

a. The Provider will not discriminate against any employee or applicant for 
employment relating to this agreement because of race, color, religious creed, sex, 
national origin, ancestry, age, physical or mental handicap, unless related to a 
bona:fide occupational qualification. The Provider will take affirmative action to 
ensure that applicants are employed and employees are treated during employment, 
without regard to their race, color, religion, sex, age or national origin. 

Such action shall include but not be limited to the following: employment, 
upgrading, demotions, or transfers; recruitment or recruitment advertising; layoffs 
or terminations; rates of pay or other forms of compensation; and selection for 
training including apprenticeship. The Provider agrees to post in conspicuous 
places available to employees and applicants for employment notices setting forth 
the provisions of this nondiscrimination clause. 

b. The Provider will, in all solicitations or advertising for employees placed by or on 
behalf of the Provider relating to this agreement, state that all qualified applicants 
will receive consideration for employment without regard to race, color, religious 
creed, sex, national origin, ancestry, age, physical or mental handicap. 

c. The Provider will send to each labor union or representative of the workers with 
which it has a collective bargaining agreement, or other contract or understanding, 
whereby it is furnished with labor for the performance of this agreement a notice to 
be provided by the contracting agency, advising the said labor union or workers' 
representative of the Provider's commitment under this section and shall post 
copies of the notice in conspicuous places available to employees and applicants 
for employment. 

d. The Provider will cause the foregoing provisions to be inserted in any subcontract 
for any work covered by this agreement so that such provisions shall be binding 
upon each subcontractor, provided that the foregoing provisions shall not apply to 
contracts or subcontracts for standard commercial supplies or raw materials. 

12. STA TE EMPLOYEES NOT TO BENEFIT 

The Provider shall not employ on any basis in the performance of this agreement any 
employee of the State who may participate in his/her official capacity in reac~g a decision or 
recommendation in a governmental proceeding affecting the Provider. 
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13. WARRANTY 

The Provider warrants that it has not employed or contracted with any company or 
person, other than a bonafide employee working solely for the Provider, to solicit or secure this 
agreement and that it has not paid, or agreed to pay, any company or person, other than a 
bonafide employee working solely for the Provider, any fee, commission, percentage, brokerage 
fee, gifts, or any other consideration, contingent upon, or resulting from the award for making this 
agreement. For breach or violation of this warranty, the Department shall have the right to annul 
this agreement without liability or, in its discretion to otherwise recover the full amount of such 
fee, commission, percentage brokerage fee, gift, or contingent fee. · 

14. ACCESS TO RECORDS 

The Provider and any subcohtractors(s) shall maintain all books, documents, payrolls, 
papers, accounting records and other evidence pertaining to this agreement and to make such 
materials available at its offices at all reasonable times during the period of this agreement and for 
such subsequent period as specified under Maine Uniform Accounting and Auditing Practices for 
Community Agencies (MAAP) rules. The Provider and any subcontractor(s) shall allow 
inspection of pertinent documents by the Department or any authorized representative of the State 
of Maine or Federal Government, and copies thereof shall be furnished, if requested. 

15. AUDIT 

Funds provided under this agreement are subject to the audit requirements contained in 
the MAAP rules, and may further be subject to audit by authorized representatives of the Federal 
Government. 

16. TERMINATION 

The performance of work under the agreement may be terminated by the Department in 
whole, or, from time to time, in part, whenever for any reason the Contract Administrator shall 
determine that such tennination is in the best interest of the Department. Any such tennination 
shall be effected by delivery to the Provider of a Notice of Termination specifying the extent to 
which performance of the work under the agreement is terminated and the date on which such 

~ termination becomes effective. 

17. GOVERNMENTAL REQUIREMENTS 

The Provider warrants and represents that all governmental ordinances, laws and 
regulations shall be complied with. 

18. INTERPRETATION AND PERFORMANCE 

This agreement shall be governed by the laws of the State of Maine as to interpretation 
and performance. 

19. STATE HELD HARMLESS 

The Provider agrees to indemnify, defend and save harmless the State, its officers, agents 
and employees from any and all claims and losses accruing or resulting to any and all contractors, 
subcontractors, materialmen, laborers and any other person, firm or corporation furnishing or 
supplying work, services, materials or supplies in connection with the performance of this 
agreement, and from any and all claims and losses accruing or resulting to any person, firm or 
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corporation who may be injured or damaged by the Provider or in the performance ofthis 
agreement and against any liability, including costs and expenses, for violation of proprietary 
rights, copyrights, or rights of privacy, arising out of publication, translation, reproduction, 
delivery, performance, use, or disposition of any data furnished under this agreement or based on 
any libelous or other unlawful matter contained in such data. 

20. APPROVAL 

This agreement is subject to the approval of the State Controller before it can be 
considered as a valid, executable document. 

21. LIABJLITY 

The Provider shall keep in force a liability insurance policy issued by a company fully 
licensed or designated as an eligible 'Surplus line insurer to do business in this state by the Maine 
Department of Professional & Financial Regulation, Bureau of Insurance which policy includes 
the area to be covered by this agreement with adequate liability coverage to protect itself and the 
Department from injury or damage suits arising from any accident to any person occurring at the 
facility. Providers insured through a "risk retention group" insurer prior to July 1, 1991 may 

. continue under that arrangement. Prior to or upon execution of this agreement, the Provider shall 
furnish the Department with written or photocopied verification of the existence of such liability 
insurance policy. 

22. BONDING 

· The Provider shall obtain and maintain at all times during the contract period a fidelity 
bond covering the activities of all employees who handle Provider funds in an amount equal to at 
least 25% of the total amount of this contract. 

23. ACKNOWLEDGMENT 

The Provider agrees that any publication, presentation, or display of information regarding 
this project's activities, services, or funding will include, at minimum, a statement which indicates 
that the project is funded by the Maine Department of Mental Health and Mental Retardation. 

24. ENTIRE AGREEMENT 

This document contains the entire agreement of the parties, and neither party shall be 
bound by any statement or representation not contained herein. 
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99 Western Avenue Augusta, Maine 04330 tel 207-621-6214 fax 207-626-3453 

August 1, 1996 

Sen. Joan M._ Pendexter 
Rep. Michael J. Fitzpatrick 
Human Resources Committee 
State House 
Augusta, ME 04333 

Dear Sen. Pendexter and Rep. Fitzpatrick: 

In response to your call yesterday, I am providing 
information and materials about the Behavioral Heal th 
Network (BHN) to assist the Human Resources Committee in 
its review of the contracting process employed by the 
Department of Mental Health and Mental Retardation/ 
Substance Abuse. 

Sincerely, 

~-
Grete Chandler 
President 

Attachments 
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Behavioral Health Network 
Letter to Sen. Joan M. Pendexter and Rep. Michael J. Fitzpatrick 
August 1, 1996 

BHN STRUCTURE 

The Behavioral Health Network of Maine was incorporated in 1994 as. 
a non-profit behavioral health care organization. Mental health 
and substance services are provided across Maine in over 70 
locations. 

MEMBERSHIP AND 
BOARD OF DIRECTORS 

Members include the organizations listed below: 

Aroostook Mental Health Center, Caribou 
Community Counseling Center, Portland 
Community Health and Counseling Services, Bangor 
Counseling Services, Inc., Saco 
Crisis and Counseling Center, Inc., Augusta 
Day One for Youth and Families, Cape Elizabeth 
HealthReach Network, Waterville 
Ingraham, Portland 
Kennebec Valley Mental Health Center, Waterville 
Mid Coast Mental Health Center, Rockland 
Shalom House, Inc., Portland 
Shoreline Community Mental Health Services, Brunswick 
Sweetser Children's Services, Saco 
Tri-County Mental Health Services, Lewiston 
Youth and Family Services, Inc., Skowhegan 

Jackson Brook Institute and Spurwink School withdrew from 
membership in May and June, 1995, respectively. 

Board members include: 

Grete Chandler, President 
Wes Davidson, Vice President 
Emilie van Eeghen, Treasurer 
Cindy Fagan, Secretary 
Lynn Duby 
Leyton Sewell 

All Board members serve without reimbursement. 



Sen. Joan M. Pendexter and Rep. Michael J. Fitzpatrick 
August 1, 1996 

PAYMENT AND COSTS 

BHN received a contract to 1) participate in the development of an 
assessment form, 2) assist in locating, and 3) assess approximately 
3000 Consent Decree clients. 

An agreement in principle was signed on May 7, 1996 for the period 
of May 1 to October 31. It is expected that 100% of the clients 
will have been assessed and their data submitted to the DMHMRSA by 
September 15, 1996. 

BHN's contract of $190,097 is to cover costs including: an MSW 
Project Coordinator; printing, addressing and mailing 3,000+ 
letters; reproducing 3,000+ 21-page assessment forms; and location 
efforts. 

To carry out this work, BHN contracted with the 16 organizations 
listed below, including three that are not members of BHN: 

Aroostook MHC 
Community Counseling Center 
Community Health and Counseling Services 
Counseling Services, Inc. 
Crisis and Counseling Center, Inc. 
HealthReach Network 
Ingraham 
Kennebec Valley MH Center 
Mid Coast MHC 
Shalom House, Inc. 
Shoreline CMHS 
Tri-County MHS 
Youth and Family Services, Inc. 
Catholic Charities of Maine 

-in Portland, Holy Innocents 
-in Fairfield, Catholic Charities, Fairfield 

Motivational Services, Inc. 
Maine Medical Center 

Approximately one-third of the class members are, or were recently, 
in outpatient care with these organizations. 

The organizations who conduct the assessment will bill Medicaid. 
The exception is when a class member is not or cannot become 
Medicaid reimbursable, in which case the Department will reimburse 
BHN $150 per assessment, and BHN will pass through that amount to 
the agency that conducted the assessment. 

2. 



Sen. Joan M. Pendexter and Rep. Michael J. Fitzpatrick 
August 1, 1996 

EMPLOYEES OF BHN 

BHN has 2 FTE (full time equivalent) employees as well as several 
consultants who work as independent contractors. Their job 
responsibilities include projects related to the assessment, as 
well as projects entirely unrelated to this contract. 

BUSINESS ACTIVITIES 

BHN was formed to provide behavioral health services across the 
State. Toward that end, BHN contracts with managed care and 
similar entities to provide these services. These· business 
relationships are entirely unrelated to the contract which BHN 
negotiated with the Department. 

ASSESSMENT DATA 

The assessment form, attached, was developed conjointly with the 
Department. This data, including hard copy of the forms and and 
the computer base, belongs to the Department. The database is an 
organized format of the information contained on the assessment 
form. 

CONTRACT BETWEEN BHN and DMHMR/SA 

I understand that the Committee will obtain a copy of the contract 
from the Department. The contract does not contain a profit line. 

3. 





Behavioral Health Network of Maine 
Class Member Comprehensive Assessment 

Introduction 

The primary purpose of this assessment process is to reach out to 
class members in the Augusta Mental Heal th Institute consent 
decree. It is an opportunity to engage individuals and to explore 
with them their life goals and ways in which the service system can 
assist them in meeting those goals. 

This assessment tool is intended as a guide and a way to record 
information that can be helpful in the process of identifying and 
meeting a person's real life goals. As you approach these 
assessments, it is· essential not to lose sight of the fact that 
this is about what each person wants for his or her life, now and 
in the future. It is about achievable outcomes that reflect what 
she/he wants from services and supports. It is about strengths and 
working together to overcome obstacles. 

We need this information for planning purposes and to help us 
comply with the settlement agreement, but most importantly we need 
to encourage the individuals who make up the class to take 
advantage of the ~upports that are available if they want and need 
them. 

The assessment will be conducted in a highly individualized manner. 
As in any assessment interview, you must follow the client while 
working to cover all areas in the assessment instrument. It may 
take more than one meeting to complete this. If a consumer does 
not wish to answer a particular area, note this on the assessment. 

The assessments may be handwritten in a legible manner. 
Information from the assessment instruments will form a database 
which will be utilized by the Department of Mental Health & Mental 
Retardation to plan system development and resource allocation. 
All instruments will be coded to maximize confidentiality. Where 
a consumer wants to utilize this document in his/her current work, 
they may receive a copy or have one sent to a service provider. If 
the consumer wishes to receive specific services, it is the 
responsibility of the interviewer to provide information or make a 
referral. 
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BERA VI ORAL HEAL TH NETWORK OF MAINE 

Class Member Comprehensive Assessment 

Date of Assessment: Clinical Record Number: ------------- --------
Client Name: _____________________ _ D.O.B.: ---------
Source(s) of Information: ____________________________ _ 

Agency & Clinician Completing Assessment: ______________________ _ 

Diagnosis for Billing Purposes (use DSM IV code, Axis I & II): Axis I: ------
Axis II: ------

I. Client's Goals: Identify the life goals and interests of the individual. This should be reflected in the language of the 
individual. Areas which should be discussed with the individual in formulating goals include: life direction; mental, 
medical, and dental health; substance use and abuse; housing (including furniture); financial, educational, vocational 
training, employment, and legal; recovery from trauma and/or abuse; family, social, spiritual, recreational: 



Client Name: Clinical Record#: ------------------ ------------
Date of Birth: Date of Assessment: ------------ -----------

II. Client's Strengths (include capacities, personal qualities, community participation & accomplishments that may be 
helpful in achieving his/her goals): 

A. Interpersonal Strengths: 
11 health history & current situation 
» functional capacity & limitations (physical) 
» substance abuse history & current situation 
» experience with psychotropic medication and perception of its meaning in ,their life 

B. Interpersonal Strengths: 
11 family situation - history & current situation 
» friendships/social network (history & current situation) 
11 more intimate relationships (history & current situation) 

2 



Client Name: Clinical Record #: ------------------ -------------
Date of Birth: Date of Assessment: ------------

C. Situational Strengths: 
» finances 
» housing 
» geographic location 
» meaningful activity not limited to work 

D. Community Participation - Histozy & Current Situation: 
, religious participation (interest-involvement) 
, cultural involvement: ethnic, gender, sexual orientation, interests 
» work or volunteer activity 
, educational involvement 
» legal involvement 

3 
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Client Name: ---------------- Clinical Record#: ·-----------

Date of Birth: Date of Assessment: ----------- ----------

E. Service Participation - History & Current Situation: 
,. Service Provider Involvement 

III. Current Mental Health Concerns: 

A. Statement of concerns in client's words: 

1. Do you have concerns about the quality of your current mental health? __ 1. Yes 
2. No 

If yes, please specify: ______________________ _ 

2. Do the mental health providers you work with understand your concerns? 1. Yes 
2.No 

Ifno, please specify: ________________________ _ 

4 



Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- -----------

3. Have you ever felt you needed crisis services? 1. Yes 
2. Sometimes 
3. No 

If yes, please specify: _______________________ _ 

4. Were the crisis services appropriate to your needs? 1. Yes 
2. No 

If no, please specify: _______________________ _ 

B. History of the development of the concerns (including precipitating events/stressors, previous attempts at 
resolution, and what might have helped with this concern in the past.): 

C. Are you having any unusual experiences or behavioral difficulties that impede or interfere 
with your goals (symptoms and problems in functioning): __ 1. Yes 

2. No ---
If yes, please specify: _________________________ _ 
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Client Name: Clinical Record#: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

D. Are you receiving any assistance to achieve your goals? 1. Yes --
2. No --

If yes, please specify: _________________________ _ 

E. Do you feel that the services respond to your needs? 1. Yes --
__ 2. No 

Ifno, please specify:_· _________________________ _ 

IV. Psychiatric/Mental Health History (past treatment, including providers, medications, [including adverse 

reactions, preferred medications], hospitalizations, psychological testing; patient's understanding of past difficulties): 

A. What psychotropic medication are you talcing currently (names and dosages)? 

__ Antianxiety medication 
__ Antidepressant medication 
__ Mood stabilizing medication (lithium, tegretol, depakote) 
__ Antipsychotic medication 
__ Anticholinergic medication (cogentin, artane, amantadine) 

6 



Client Name: Clinical Record#: ---------------- -----------
Date of Birth: Date of Assessment: -----------

B. Do you have any concerns about your current medication? 

C. Are you having any adverse reactions to your current medicatio~? 

----------

1. Yes 
2. No 
3. Not currently talcing 

medications 

I. Yes 
2. No 

If yes, what are they: __________________________ _ 

I. If yes, can you talk to your doctor about them? I. Yes __ 2. No 

2. Do you feel that your doctor understands your concerns? 1. Yes 2. No 

D. What types of psychotropic medication have you taken in the past? 

__ Antianxiety medication 
__ Antidepressant medication 
__ Mood stabilizing medication (lithium, tegretol, depakote) 
__ Antipsychotic medication 
__ Anticholinergic medication ( cogentin, artane, amantadine) 

E. Have you had any adverse reactions to drugs taken in the past? 

I. If yes, were you able to talk to your doctor about them? 

2. Do you feel that your doctor understood your concerns? 

I. Yes 

I. Yes 

I. Yes 
2. No 
3. Don't remember 

2. No 

2. No 

F. Do you have a preferred medication? 1. Yes Specify: -------------
2. No 

If yes, does your doctor understand and discuss this with you? I. Yes 2. No 

7 



Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

V. Substance Abuse History (past and present use, physical/social consequences, past treatment): 

Yes No 

A. Do you currently use alcohol? 

B. Do you currently abuse alcohol? 

C. Have you abused alcohol in the past? 

D. Do you use more of your medications than your doctor prescribes? 

E. Do you currently abuse prescription drugs? 

F. Have you abused prescription drugs in the past? 

G. Do you currently abuse non-prescription drugs? 

H. Have you abused non-prescription drugs in the past? 

I. Are you currently attending AA or NA? 

J. Have you been to AA or NA in the past? 

K. Do you currently use caffeine? 

L. Do you currently use tobacco? 

8 



Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

M. Have you received any of the following substance abuse services in the past? (indicate type & times): 

__ Individual Counseling 
__ Group Counseling 
__ Intensive Outpatient 
__ Partial Hospitalization 

Residential Treatment 
__ 1/4 or 1/2 Way House 

Detoxification 

. 
# of Times: 
# of Times: 
# of Times: 
# of Times: 
# of Times: 
# of Times: 
# of Times: 

VI. Family Psychiatric/Substance Abuse History (problems, treatment, medications, hospitalizations, suicides): 

A. Is there a history of alcohol and/or substance abuse among your biological relatives? 
1. Yes 
2. No 

__ 3. If yes, please tell us who they are (mother, father, etc.): ------------

VII. Medical History: 

A. Have you ever had any major illness or surgeries? 

__ 1. Yes, please specify: ______________________ _ 

2. No 

__ 3. If yes, do you feel the treatment was appropriate? 1. Yes 2. No 

9 



Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

B. Do you have any medical problems now? 

__ 1. Yes, please specify: _______________________ _ 

2. No 

. 
ff you answered yes, are you receiving treatment for this problem now? 

__ 1. Yes, please specify: _______________________ _ 

2.No 

C. Do you have any dental problems now? 

__ 1. Yes, please specify: _______________________ _ 

2.No 

D. If you answered yes, are you receiving treatment for this problem now? 

__ 1. Yes, please specify: _______________________ _ 

2.No 

E. Have you ever had an incident of head trauma, loss of consciousness, or seizures? 

__ 1. Yes Specify:---------...------------
2. No 

F. Do you have any drug allergies? 1. Yes 
2. No 

G. Do you have a primary health care provider? 

__ 1. Yes Specify: ___________________ _ 

2. No 

10 



Client Name: ----------------
Date of Birth: -----------

H. When was your most recent medical exam? 

1. Within the last six months 
2. Between 6 months & one year 
3. Between 1 & 2 years 
4. Over 2 years ago 

I. When was your most recent dental exam? 

1. Within the last six months 
2. Between 6 months & one· year 

__ 3. Between 1 & 2 years 
4. Over 2 years ago 

H. When was your most recent eye exam? 

1. Within the last six months 
2. Between 6 months & one year 

__ 3. Between 1 & 2 years 
__ 4. Over 2 years ago 

Clinical Record#: ------------

Date of Assessment: -----------

I. When was your most recent gynecological/reproductive exam? 

1. Within the last six months 
2. Between 6 months & one year 

__ 3. Between 1 & 2 years 
__ 4. Over 2 years ago 

J. Are there particular obstacles preventing you from receiving good health care? 

__ 1. Yes Specify: ___________________ _ 

2. No 

VIII. Social History: 

A. Family History (major life events; quality of past and present family relationships; positive family events; 
significant relationships): 

11 



Client Name: Clinical Record #: ---------------- -----------
Date of Birth: __________ _ Date of Assessment: ----------

• Were the relationships in your family while you were growing up: 
1. Generally Positive 
2. Mixed --

-- 3. Not so positive 

B. Abuse & Survivorship History: 

• Were you ever physically abused? 

1. Yes 
2. No 

__ 3. If yes: a. How old were you? ___ _ 
b. Did this happen more than once? 1. Yes If yes, how often? __ 

2. No 

• Were you ever sexually abused? 

1. Yes 
2. No 
3. If yes: a. How old were you? ___ _ 

b. Did this happen more than once? 1. Yes If yes, how often? __ 
2. No 

• If yes to any of the above,, have you ever been offered assistance by mental health providers? 

1. Yes 
2. No 

• If you answered yes to any of the above, would you like a referral for assistance with this? 
1. Yes 
2.No 
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Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

C. Educational History: 

• What is your highest level of education? 

1. Less than Grade School 
2. Completed Grade School• 
3. Attained a GED 
4. Post High School Vocational Training 
5. Bachelor Degree 
6. Masters Degree 
7. Doctorate Degree 
8. Post Doctorate Education 

• Do you have any interest in pursuing or completing any further education? 

__ 1. Yes Specify: ___________________ _ 

2. No 

• What could we do to help you with this? 

D. Cultural & Gender Considerations: 

• Do you feel you were ever discriminated against because of your family background or race? 
I. Yes 
2. No 

+ Do you feel you were ever discriminated against because of your sex? 
I. Yes 
2. No 
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Client Name: ---------------- Clinical Record#: --------'-----
Date of Birth: Date of Assessment: ----------- -----------

• Do you feel you were ever discriminated against because of your sexual orientation? 
1. Yes 
2. No 

E. Housing History: 

• What is your current living arrangement? 

1. Live alone 
2. Live in a group situation 
3. Live with other in an intimate relationship 
4. Live with parents 
5. Live with roommate 

• What is your current housing situation? 

1. Homeless 
2. Living in an apartment/home 
3. Living in a nursing/boarding home 
4. Living in a rooming house 
5. Living in an institution 

__ 6. Other Specify: _________________ _ 

• Is your housing safe and decent? 1. Yes 
2. No 

• Is your housing adequately furnished? __ 1. Yes 
2. No 

• What is your current monthly income? 

• How much do you pay monthly for rent? 
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Client Name: Clinical Record#: --------------- -----------
Date of Birth: Date of Assessment: ---------- ----------

• Are there any services which you feel you need to maintain your independent living? (such as 
cooking, housekeeping, somebody to keep you company or to make you feel safe) 

__ 1. Yes Specify: __________________ _ 

2. No 

• Is your housing currently subsidized?- 1. Yes Specify: 

2. No 

F. Financial History: 

• What are your current means of support? (Check as they may apply) 
__ 1. Self-supporting 

2. Family/Friends 
__ 3. Social Security/SSI 

4. Unemployment 

Section 8 
BRAP 
Shelter+Care 

__ 5. Other Specify: __________________ _ 

• Do you have a payee? 1. Yes 
2. No 

• If no, would you like a payee? 1. Yes 
2. No 

G. Work Experience: 

• What kinds of employment opportunities are there in your community? 

• Tell me something about your skills related to volunteer work, artistic efforts, job skills: 

• What kinds of employment have you had in the past? 
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Client Name: ---------------- Clinical Record#: ·-----------

Date of Birth: Date of Assessment: ----------- ----------
• Are you currently employed? 1. Yes 

2. No 
3. Not in the work force 

• If no, how long has it been since you were employed? 
1. Never employed 
2. In the last 6 months 
3. 6 months to 1 year 
4. 1-2 years ago 
5. 2-5 years ago 
6. Over 5 years 

• Would you like to work and if so, what type of work would you like to do? 
1. Yes Specify: _____________________ _ 

2. No 

H. Legal History: 

• Have you ever been arrested? 

• Have you ever been convicted of a felony? 

• Have you ever been imprisoned? 

• Are you currently involved in a lawsuit? 

• Are you currently involved in a divorce or custody action? 

• Is there any current legal action pending against you? 

• Do you have a legal guardian? 

• Is there currently an advance directive/power of attorney 
for your mental health care? 
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Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

I. Spiritual History: 

• Do you belong to an organized relig.ipn? I. Yes 
2. No 

• Have you ever belonged to an organized religion? l. Yes 
2. No 

• Are you able to meet any spiritual needs that you may have? 

• Is there any assistance you need to do so? 

1. Yes 
2. No 

1. Yes Specify: ----------------------
2. No 

J. Recreational History: 

• Do you participate in community activities? __ I. Yes, frequently 
__ 2. Yes, infrequen_tly 

3. No 

• Do you have any hobbies? 

• Do you participate in any sports? 

I. Yes 
2. No 

i. Yes 
2. No 

• Would you like to participate in community activities? 
__ I. Yes Specify: _____________________ _ 

2. No 

• Are there any hobbies or recreational skills you would like to acquire? 
I. Yes Specify: _____________________ _ 

2. No 
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Client Name: Clinical Record #: ---------------- -----------
Date of Birth: Date of Assessment: ----------- ----------

• Is there anything you need to help you participate in such activities? 

1. Yes Specify: ____________________ _ 

2. No 

K. Transportation Needs: 

• Do you own a car or have access to a car when you need one? 
1. Yes 
2. No 

• Are you able to use mass transit, such as bus or train, to get where you need to go? 
1. Yes 
2. No 

• Are there places you would like to go or things you would like to do that you cannot do now 
because of lack of transportation? 

I. Yes 
2. No 

If you answered yes, please tell us what they are? 

L. Family & Social Supports: 

• Are you currently married or have a significant other? I. Yes 
2. No 

• Do you have a close relationship with at least one other family member? 
I. Yes 
2. No 
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Client Name: Clinical Record #: ---------------- ------------

Date of Birth: Date of Assessment: ----------- -----------

• Do you have at least one person you consider a good friend? 1. Yes 
2. No 

• Is there any assistance you need that would help you develop social relationships? 

1. Yes Specify:------------~----------
2. No 

IX. Support & Follow-Up Plan including Treatment Recommendations: Based on the goals the individual 
has articulated, identify supports, services, and follow-up which are required to help the individual achieve these goals 
and which are not currently available to the individual. 

What would you like to see happen from here on? 
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Client Name: Clinical Record #: ---------------- -----------

Date of Birth: Date of Assessment: -----------

A. Specific Needs & Areas Requiring Support & Follow Up 

1. Assistance with daily living skills (In-Horne Support) 
2. Assistance with transportation 
3. Assistance with finding appropriate housing 
4. Assistance in finding ajob 
5. Assistance with obtaining vocational training 
6. Assistance in obtaining therapy 
7. Assistance in obtaining a medical examination & care 
8. Assistance in obtaining a psychiatric evaluation & care 
9. Assistance in obtaining a pelvic exam 

__ 10. Assistance in obtaining an.eye exam 
__ 11. Assistance in obtaining glasses 
__ 12. Assistance in obtaining a dental exam 
__ 13. Assistance in obtaining dentures 
__ 14. Assistance in applying for state assistance 
__ 15. Occupational Therapy 
__ 16. Physical Therapy 
__ 1 7. Expand social supports 
__ 18. Expand recreational interests 
__ 19. Specialized services for trauma survivor 
__ 20. Culturally specific/competent services 
__ 21. Spiritually-oriented services 
__ 22. Alternative·sornatic therapies (e.g. acupuncture, massage, etc.) 

----------

__ 23. Other assistance (specify: ___________________ _ 

X. Goal Areas Identified: 

A. Health, Mental Health, Substance Abuse Services 

Mental Health Treatment --
Substance Abuse --
Medical Treatment --

B. Living in the Community: safe, affordable housing. 

C. Employment, Training, Education 

D. Community Participation; Social Networks; Recreation 

E. Legal Issues 

F. Other: ------------------------------
20 



Client Name: ---------------- Clinical Record#: ----------'-----
Date of Birth: Date of Assessment: ----------- ----------

Client Signature: ___________________ _ Date: ----------

Guardian Signature: __________________ _ Date: ----------

Clinician Signature: __________________ _ Date: ----------

Authorized Supervisor Signature: _____________ _ Date: ----------
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• Managed Care 
•tor Maine 

• Single Point of Entry 
for Children and Adults 

• Crisis Intervention and 
Stabilization 

• Assessment and Evaluation 

• Case Management 

• Outpatient Services 

• Intensive Outpatient Services 

• Supported Housing and 
Employment 

• Day and Evening Programs 

(•Partial Hospitalization 

• Residential Services 

• Inpatient Services 

Behavioral Health Network of Maine 
99 Western Avenue 
Augusta, Maine 04330 
207-621-6214 
207-626-3453 fax 

■ ■ ■ 

The Behavioral Health Network of 

Maine was incorporated in 1994 as a 

non-profit, managed behavioral 

healthcare company . 

uehavioral Health Network of Maine 



Local 
Providers 

• Experienced in providing 
care in Maine communities 

• Experienced with the 
sources of stress and illness 
that affect Maine people 

• Experienced in providing 
state-of the-art mental 
health and substance abuse 

. 
services 

BHNM is a non-profit, 
managed behavioral 
healthcare company 
developed by experienced 
MainF ''(Oviders. 

Service 
Orientation 

• Consumer 
Sensitive 

• Easily 
Accessible 

• Outcome 
Focused 

• Cost 
Effective 

• Individually 
Oriented 

Network 
Pledge 

• To design services to meet 
the individualized needs 
of our customers 

• To encourage a partnership 
between BHNM and the 
individuals, families, 
employers, and payors who 
are the Network's clients 

• To maintain a commitment 
to effectiveness and efficiency 
on behalf of those we serve 

BHNM is committed to helping 
Maine citizens acquire access 
to behavioral health services in 
their home communities. 



The Behavioral Health Network of Maine was incorporated in 1994 
as a non-profit behavioral health care organization in order to offer 
the best possible behavioral health care to the citizens of Maine. In 
1994, more than 1500 member agency staff in over 70 locations 
throughout the state provided mental health and substance abuse 
care to nearly 30,000 Maine people, and over 20,000 crisis hot-line 
callers. 

Licensed psychiatrists, psychologists, 
nurses, social workers, substance abuse 
counselors, and community support 
workers are the Network's front-line 
providers of high quality mental health 
and substance abuse services. Gordon H. 
Clark, Jr., M.D., M.Div., F.A.P.A., the 
Medical Director for BHNM, has written 
clinical practice standards which have 
been adopted network-wide. 

When the Behavioral Health Network of 
Maine was formed, 15 non-profit 
agencies between Kittery and Fort Kent 
- all with IRS 501(C)(3) status -
formalized their affiliation. As founding 
members, they are guided by the 
following mission: 

To offer the people of Maine access to a 
comprehensive network of mental health 
and substance abuse services that meet 
the behavioral health needs of the 
community, yield positive outcomes, and 
are cost effective. 

This mission statement is fundamental to 
developing a fully integrated and seamless 
delivery system. Using the mission 
statement as the underlying foundation, 
the following commitments are set forth 
in the Network's guiding principles: 

• Providing an easily accessible, fully 
integrated, community-based system 
of care for clients. 

• Working with clients - who may be 
individuals, families, employers, payors 
- as partners in a system that 
guarantees satisfaction. 

• Using effective and resource sensitive 
methods that are both empirically 
based and consistent. 

• Utilizing guidelines that are consumer­
sensitive and outcome oriented. 

99 Western Avenue, Augusta, Maine 04330 207-621-6214 207-626-3453 FAX 



The Behavioral Health Network of Maine is a non-profit 
organization charged with carrying out the common 
vision of its members: 

• To join in a collaborative, Maine-based, behavioral 
health service delivery system 

• To create a readily accessible, comprehensive, service 
delivery system tailored to meet the needs of both the 
public and private markets 

• To meet the treatment needs of Maine citizens who 
experience mental health and chemical dependency 

problems 

Incorporated in this vision is a consumer-centered, 
dynamic, and respectful system of services, which is 
essential to good outcomes in behavioral health care 
and is also a vehicle to compete effectively in today's 
managed care environment. 

The Behavioral Health Network of Maine will work 
directly with insurers, including managed care compa­
nies. These strategies will promote the enhancement 
and development of a full continuum of cost­
and outcome-effective prevention, intervention 

and treatment services. 

99 Western Avenue, Augusta, Maine 04330 207-621-6214 207-626-3453 FAX 
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GORDON H. CLARK, JR., M.D., M.DIV., F.A.P.A. 

Medical Director 

Portland 

AROOSTOOK MENTAL HEALTH CENTER 

Wesley R. Davidson, Executive Director 

Caribou 

COMMUNITY COUNSELING CENTER 

Henry Nielsen, Executive Director 

Portland 

COMMUNITY HEALTH AND COUNSELING SERVICES 

Joseph H. Pickering, Jr., Executive Director 

Bangor 

COUNSELING SERVICES, INC. 

Sherry Sabo, Executive Director 

Saco 

CRISIS AND COUNSELING CENTER, INC. 

Lynn Duby, Executive Director 

Augusta 

DAY ONE FOR YOUTH AND FAMILIES 

David Faulkner, Executive Director 

Cape Elizabeth 

HEALTHREACH NETWORK 

Emilie van Eeghen, Vice President 

Waterville 

INGRAHAi'vl 

Jane Morrison, Executive Director 

Portland 

KENNEBEC VALLEY MENTAL HEALTH CENTER 

John Shaw, Executive Director 

Waterville 

MID COAST MENTAL HEALTH CENTER 

Julianne Edmondson, Executive Director 

Rockland 

SHALOM HOUSE, INC. 

Joseph C. Brannigan, Executive Director 

Portland 

SHORELINE COMMUNITY MENTAL HEALTH SERVICES 

Grete Chandler, CEO 

Brunswick 

SWEETSER CHILDREN'S SERVICES 

Cynthia P. B. Fagan, CPO 

Saco 

TRI-COUNTY MENTAL HEALTH SERVICES 

J. Gregory Shea, Executive Director 

Lewiston 

YOUTH AND FAMILY SERVICES, INC. 

Ron Hebert, Executive Director 

Skowhegan 

99 Western Avenue, Augusta, Maine 04330 207-621-6214 207-626-3453 FAX 



Case management services 

Community support services 

Consultation and education 

Crisis stabilization services 

EAP services 

Emergency services 

In-home services 

Inpatient care (access) 

Intensive outpatient treatment 

Medication assessment and management 

Outpatient treatment 

Partial hospitalization/day treatment 

Psycho-social rehabilitation services 

Psychological testing and assessment 

Residential treatment 

Respite care 

Self-help groups 

Sexual abuse treatment services 

Single point of entry 

Special educational services 

Substance abuse services 

Supported housing 

Transitional housing 

Vocational services 

Wraparound services 

Service Regions 
I Aroostook 

II Piscataquis, Penobscot, Hancock, 
Washington 

Ill Somerset, Kennebec, Waldo, Knox, 
Sagadahoc, Lincoln 

IV Androscoggon, Oxford, Franklin 
V York, Cumberland 

c..., c:;:, c:;:, c:;:, 
:::c: c..., u. c..., 
::E :::c: oa oa 
ct c..., >- c..., 

Equity Member Agencies by Service Regions 
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Adults 
Only 
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::E 
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::E er: ::E 
c..., :::c: c..., 
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Adolescents 
and Children 

Only 

er: 
w 
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~ 
w 
3:: 
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w ::E 
ct ::E :z: :::c: 0 c..., ci:i 0 ct .... c..., 
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~ er: ct c..., 

c.:, :::c: 
C :!5 
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1111 

1 Adults and Children Only 
2 Adults and Adolescents Only 
3 Children Only 
4 Adolescents Only 

99 Western A\t:nue, Augusta, Maine 04330 207-62 I-6214 207-626-3453 FAX 
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Quality 

Pledge 

Services 

• Clinical services backed by proven track records of 15 
behavioral health organizations, offering over 70 site 
locations from Kittery to Fort Kent. 

• Long-standing relationships with and knowledge of the 
Maine behavioral health community, assuring the 
capacity to establish a seamless service system in Maine. 

• To design behavioral health services to meet the specific 
needs of our customers. 

• To encourage partnerships between the Network and 
the individuals, families, employers, and payors whom 
we serve. 

• To provide Maine citizens with access to behavioral 
health services in their own communities. 

• To maintain a commitment to effectiveness and effi­
ciency on behalf of those we serve. 

• Mental health and substance abuse counseling 

• Medication clinics 

• Supported housing services 

• Child and family services 

• Inpatient psychiatric and substance abuse services 

• Case management 

99 Western Avenue, Augusta, Maine 04330 207-621-6214 207-626-3453 FAX 
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OFFICE OF NO. 7 FY 94/95 

THE GOVERNOR DATE January 5, 1995 

AN ORDER CONCERNING THE STATE PURCHASES REVIEW COMMITTEE 

WHEREAS, the economic condition of the region has 
significantly reduced State revenues; and 

WHEREAS, it is the intention of the Administration to 
bring the State's budget into structural balance as rapidly 
as possible; 

WHEREAS, it is necessary and prudent~to reduce the 
authorized expenditures of State agencies in the purchase of 
goods and services, without unreasonably disrupting public 
services; and _ -------~- _ · 

WHEREAS, it is essential that all State agency 
purchases of goods and services be implemented in as 
efficient and cost-effective manner as possible, consistent 
with applicable State and Federal laws and guidelines; and 

WHEREAS, administrative review by the expert State 
procurement agencies and the Governor's Office of all major 
purcha_ses of goods and services by State agencies is 
necessary in order to ensure prudent financial and 
operations management; 

NOW, THEREFORE, I, Angus S. King, Jr., Governor of the 
State of Maine, do hereby order that the State Purchases 
Review Committee is established for the administrative 
review and authorization of all major State agency purchases 
of goods and services, as follows: 

The Contract Review Committee shall be composed of the 
Governor's Chief Operating Officer, or his designee, and the 
following members of the Department of Administrative and 
Financial Services: The Director of the Division of 
Purchases, or his designee, who shall serve as Committee 
Chairman; the State Budget Officer, or his designee; the 
State Controller, or his designee. The Director of the 
Bureau of Information Services, or his designee, shall 
advise the Committee with respect to contracts related to 
data processing subject to his authority under 5 M.R.S.A. 
Chapter 158, Subchapter II. 



IT IS FURTHER ORDERED that the Committee shall act upon 
all State agency requests for proposals, contracts and 
contract renewals for special serv:ices valued at $100,000 or 
more, as well as any request for grant proposals or grant 
awards greater than $100,000. Grant awards and special 
services contracts of less than $100,000 in value may be 
approved solely by the Director of the Division of 
Purchases, whc is authorized to require additional review by 
one or more additional Committee members, at the Director's 
discretion. 

IT IS FURTHER ORDERED that the Committee and the 
Director of the Division of Purchases shall not approve the 
award of any grant or contract unless the Committee is 
satisfied that: (1) the se=vice to be performed under the 
grant or contract cannot be economically provided by State 
Government; (2) that the award of the grant or contract is 
the most economical, effective and appropriate.means of 
fulfilling a demonstrated need; and (3) that the award of 
the grant or contract will not impair the ability of the 
department or agency to meet its statutory duties and 
responsibilities under other State laws. 

IT IS FURTHER ORDERED that single source special 
services contracts be awarded only when tne Committee is 
satisfied that the service rieeded by the department or 
agency: (1) is available only from a sole source; (2) is of 
such narrow scope or eonstraint that the need can be met 
satisfactorily only by a single source; (3) is of such 
compelling urgency that government operations would be 
seriously impaired by delay inherent in following 
competitive procedures; or (4) otherwise is the most 
economical, effective and appropriate means of fulfilling a 
demonstrated need. 

IT IS FURTHER ORDERED that prior to any State agency 
award ·of any special services contract or grant to an 
independent party, the awarding agency must receive the 
approval of the-Purchases Review Committee or the Director 
of the Division of Purchases, as required by this Order. 
The awarding agency shall submit all requests for proposal, 
proposed contracts, contract amendments, related contract 
bid documents for special services, as well as any requests 
for grant proposals· or grant awards to the Purchases.Review 
Committee for certification of need as well as for 
documentation of compliance with applicable State and 
Federal law and financial guidelines. The Committee may, in 
its sole discretion; require additional information from the 
agency, reject the contract or grant, or require 
modification of the contract or grant in order to meet the 
requirements and objectives this Executive Order. 
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This Order is not intended to modify the ability of the 
heads of State agencies to make open market purchases for 
goods and services valued at less ~han $1,000 without prior 
approval, as recommended by the Total Quality Management 
Pilot Project. 

The effective date of this 
This Order supersedes Executiv 
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DEPARTMENT OF ADMINISTRATIVE, FINANCIAL SERVICES 

BUREAU OF GENERAL SERVICES 

CHAPTER 120 RULES FOR APPEAL OF CONTRACT AND GRANT AWARDS 

Summary: This chapter defines the procedures and criteria to be 
used in the appeal of contract or grant awards, outlines the 
appointment of an Appeal Committee, describes procedures to be used 
in hearing an appeal and how appellants will be notified of final 
agency action pursuant to 5 M.R.S.A. 1825-(C) (D) (E) (F). 

section 1. "DEFINITIONS 

1. REQUEST FOR PROPOSAL: Means a document listing the scope 
of work, requirements of the st~te and all evaluation criteria 
for a service needed by the state. This--document is also 
known by the initials "RFP". 

2. STATE PURCHASES REVIEW COMMITTEE: Means the committee 
established by Executive Order which reviews agency documents 
and actions related to contracts for special services. --

3. CONTRACT: Means the agreement between a 
and the State of Maine, describing the 
performed, the terms and conditions agreed to 
the cost of the service and how payment will 

vendor/provider 
service to be 
by the parties, 
be made. 

4. GRANT: Means an agreement between a group, organization 
or other recipient and the state which describes terms and 
conditions and scope of performance or action which is 
expected of the recipient. 

5. STAY OF AWARD: Means an order issued by the Director of 
the Bureau of General Services which halts action on a 
contract or grant pending an appeal 
hearing. 

6. APPEAL COMMITTEE: Means a committee of three (3) 
people, two members are appointed by the Commissioner of 
Administrative & Financial Services and must not have 
direct or indirect personal, professional r~ financial 
conflict of interest in the appeal and cannot be 
employees of the department affected by the contract. 
The third member is the Director of the Bureau of General 
Services or his designee. 
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7. AGGRIEVED PERSON: 
contract and who 
professionally or 
decision. 

Means any person who bids on a 
is adversely affected financially, 
personally ·by that contract award 

Section 2 • APPEALS PROCEDURE 

1. STAY: The Director of the Bureau of General Services 
must insure that aggrieved persons have an opportunity to 
appeal a contract award decision. An aggrieved person may 
request a stay of contract award within ten (10) calendar days 
of notification of contract award by the contracting agency. 

A. Requests for stay of contract award must be written 
and addressed to the Director of the Bureau of General 
Services and must state clearly the specific nature of 
the grievance, demonstrate irreparable injury to the 
petitioner, a reasonable likelihood of success on the 
merits of the appeal, and no substantial harm to adverse 
parties or to the general public. 

B. The Director of the Bureau of General Services shall 
notify the petitioner in writing -.of the decision 
regarding the issuance of a stay within seven (7) days of 
receipt of request. 

c. Failure of the petitioner, to obtain a stay does not 
affect the petitioner's right to a hearing of appeal as' 
provided by statute and within these rules. 

2. APPEAL: An aggrieved person may request a hearing of 
award decision from the Director of the Bureau of General 
Services in writing within fifteen (15) days of notification 
of contract award. A written request for appeal hearing must 
contain at a minimum the specific nature of the grievance, 
including the Appeal criteria as defined in Section 3 
Paragraph B of this rule and must demonstrate the conditions 
that make the petitioner an aggrieved person. The Director of 
the Bureau of General Services shall grant an appeal hearing 
unless it is determined that: 

A. The petitioner is not an aggrieved person 
B. A prior request by the same petitioner relating to 

the same contract award has been granted 
c. The request was made more than fifteen (15) days 

after notification of award; or 
D. The request is capricious, frivolous or without merit 

A hearing will not be granted if the contract a war i is 
not approved by the State Purchases Review Committee. 

1. NOTIFICATION: The Director of the Bureau of General 
Services shall notify the petitioner in writing of the 
decision regarding a request for a hearing of appeal 
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within fifteen (15) calendar days of receipt of the 
request. If a request for a hearing is granted, 
notification must be made at least ten (10) calendar days 
before the hearing date. The notification must include 
the date and location of the hearing and the names of the 
Appeal Committee members. 

2. In the event the request for hearing is denied, the 
notification shall constitute final agency action. The 
notification shall include an explanation of the 
petitioners right to judicial review of final agency 
action under 5 M.R.S.A. 11001 et seq. 

Section 3. APPEAL HEARINGS 

1. APPEAL COMMITTEE: The Appeal Committee shall consist of 
three ( 3) people, two appointed by the Commissioner of 
Administrative & Financial Services. The third person is the 
Director of the Division of Purchases or other designee of the 
Director of the Bureau of General Services. This Committee 
shall appoint a person to serve as presiding officer over the 
hearing. This person may be one of the Committee members or 
any other person who has no direct or indirect personal, 
professional or financial conflict of interest in the appeal. 
This person cannot be an employee of any department affected 
by the contract. The presiding officer, if not from the ranks 
of the Appeal Committee shall have no vote in the decision but 
may provide advice, information or research at the request of"· 
the Committee. 

The presiding officer shall control all aspects of the 
hearing, rule on points of order, rule on all objections and 
may question witnesses. 

A recording secretary shall be furnished by the Division of 
Purchases to record by audio tape or other media the hearing 
of appeal. This person shall be responsible for scheduling 
additional hearing days and locations at the request of the 
Appeal Committee. 

2. APPEAL CRITERIA: The burden of proof within the hearing 
of appeal lies with the petitioner. The evidence presented 
must specifically address and be limited to one or more of the 
following: 

A. Violation of law; 
B. Irregularities creating fundamental unfairness; or 
c. Arbitrary or capricious award 

Evidence of any type that cannot be related to this criteria 
may be ruled inadmissible by the presiding officer. 

In the event multiple appeal hearing requests are granted on 
a single contract award, the Director of the Bureau of General 
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Services may assign the Appeal Committee to hear all 
petitioners within the same hearing as a combined appeal. 

3. PARTICIPANTS: The petitioners may participate alone or 
be presented by Counsel or other agent. The State shall be 
represented by the contracting agency and/or its Counsel. 

Other parties of interest may petition to intervene. Such 
petition shall be presented in writing to the Director of the 
Division of Purchases who shall determine and allow or 
disallow participation in writing within seven (7) calendar 
days of receipt of the request to intervene. Copies of this 
notification shall be sent to all Appeal Committee members, 
the presiding officer, the Appellant and the contracting State 
agency. 

4. PRESENTATION OF EVIDENCE: The petitioner must present 
evidence to substaptiate the specific grievances stated in the 
appeal. Brief opening statements directed to the Appeal 
Committee may be made by the petitioner, the contracting State 
agency and any intervenors, in that order. 

A. The petitioner shall present evidence first, using 
witnesses and exhibits who may be croS$_examined by the 
State and the intervenors. Re-direct questioning related 
to issues raised during cross examination only may be 
done by the petitioner, followed by re~cross examination 
by the State and intervenors. 

B. Witnesses may be called who can present factual 
information related directly to the appeal. All 
witnesses shall be sworn. To expedite the proceeding, 
testimony of any witness may be pre-filed in written 
form. If used, pre-filed testimony must be made 
available to the State, the Appeal Committee, presiding 
officer and all intervenors on the preceding work day, a 
minimum of twenty-four (24) hours prior to the hearing. 
Every such witness shall be subject to cross examination. 

c. EXHIBITS: Exhibits relating to any issue of fact in 
the proceeding may be presented. Documentary evidence 
may be incorporated into the record by reference when the 
materials so incorporated are made available for 
examination by the parties before being received in 
evidence. 

(1) COPIES: petitioner must furnish copies of all 
documentary evidence to the presiding officer, 
Appeal Committee, contracting state agency and all 
intervenors. Any costs associated with this 
subparagraph are the responsibility of the 
petitioner and shall not be recovered by any 
judgement of the Committee. 
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5. STATE/INTERVENOR EVIDENCE: The contracting State agency 
and all intervenors shall have the opportunity to submit 
evidence relevant to the appeal ~through witnesses and 
exhibits. The procedures for presenting this evidence are the 
same as those for the petitioner, subs ti tu ting the words 
"contracting State agency" or "intervenor" for petitioner. 

A. The order of examination and cross examination when 
the State presents evidence is state, all intervenors, 
and the petitioner. 

B. The order of the examination and cross examination 
when an intervenor presents evidence shall be remaining 
intervenors (if any), the state and the petitioner. 

6. SUBPOENA OF WITNESSES: In the event a witness is not 
willing to voluntarily testify, the Appeal Committee, subject 
to the approval of the Attorney General, shall issue a 
subpoena to require attendance, testimony and the production 
of any evidence relating to any issue of fact in the 
proceeding. 

A. EXPENSES: Any expenses incurred by witnesses called 
by any party or intervenor shall be sole responsibility 
of the petitioner and shall not be recovered by any 
judgement of the Committee. · 

7. APPEAL COMMI'I"l'EE: The Appeal Committee may ask questions 
for clarification at any point throughout the direct and cross"· 
examinations. In addition, the Appeal Committee may ask 
questions after the direct and cross examination, may request 
additional witnesses, and may recall any witness for 
additional questioning. 

8. RECORD: All evidence received or considered shall be 
part of the record. Evidence shall be admitted if it is the 
kind of evidence upon which reasonable persons are accustomed 
to rely in the conduct of serious affairs. The presiding 
officer may exclude irrelevant or unduly repetitious evidence. 
No sworn written evidence shall be admitted unless the author 
is available for cross examination or subject to subpoena, 
except for good cause shown. 

Section 4. APPEAL DECISIONS AND ACTIONS 

1. APPEAL COMMITTEE DECISION: The Appeal Committee shall 
consider all evidence entered into the record and shall look 
for clear and convincing evidence that one or more of the 
standards set forth in Section 3, subsection B, of these rules 
has been proven by the petitioner. The actions of the 
Committee are limited to one of the following: 

A. Validate the contract award decision under appeal 
B. Invalidate the contract award decision under appeal 
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A written decision and the reasons that support the decision 
must be submitted to the Director of the Bureau of General 
Services within fifteen (15) calendar·-days following the final 
day of the hearing of appeal. 

2 • NOTIFICATION OF FINAL AGENCY ACTION: The Director of the 
Bureau of General Services shall notify the petitioner, the 
contracting State agency, and all intervenors of this decision 
within ten (10) calendar days of receipt from the Appeal 
committee. such notification shall include the decision, an 
explanation of the ~easons for the decision and an explanation 
of the petitioners right to judicial review of final agency 
action. 

A. This notification is considered final agency action. 
B. In the event the decision of the Appeal Committee 

is to invalidate the contract urider these rules, 
the contract immediately becomes void and of no 
legal effect. 

·Effective Date: February 11, 1991 

Amended: May 9, 1995 
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18-123 DEPARTMENT OF ADMINISTRATION 
BUREAU OF PURCHASES 

~i\tnq -
FEB O 6l991 

CHAPTER 110 RULES FOR THE PURCHASE OF SERVICES AND AWARDS 

Summary: This chapter outlines the procedures to be used in 
the purchase of services and the awarding of grants and 
contracts pursuant to 5 M.R.S.A. 1825-C. 

Section 1. DEFINITIONS 

A. REQUEST FOR PROPOSAL: Means a document listing the 
scope of work, requirements of the state and all 
evaLuation criteria for a service needed by the state. 
This docurrrent is also known by the initials "RFF'". 

B. CONTRACT REVIEW COMMITTEE: Means the committee 
established by Executive Order which reviews agency 
documents and actions related to contracts for special 
services. 

C. CONTR~CT: Means the agreem2nt between a vendor and 
the StatE of Maine, describing the service to be 
performed, the terms and c~nditions agreeo-to by -the 
parties, the cost of the service and how payment will 
be mc:-.de. 

D. GRANT: Means an ~greement between a group 
organization or other recipient and the state which 
describes terms and conditions and scope of performance 
or action which is expected of the recipient. 

Section 2. REQUEST FOR PROPOSAL PROCEDURE 

A. All contracts issued under the review of the 
Contract Review Committee which do not qualify as 
sole source or emergency procurements must be 
competitively bid using the Request for Proposal. 

i. The request for proposal must contain at a 
minimum a clear definition (scope) of the project, 
th~ evaluation criteria and relative scoring 
weights to be applied, the proposal opening date 
and time, and agency contact person. 

aa. Cost of the contract must be included in 
the evaluation criteria and must receive a 
minimum of 25¾ of the total weight of all 
criteria. 

bb. All proposals shall be opened publicly 
at the Bureau of Purchases, main office. 
Proposals received at the Bureau of Purchases 
main office after the advertised opening time 



shall be rejected, unless the advertis2d 
opening date and time have been extended by 
the State Purchasing Agent due ·to 
circumstances requiring-such an extension of 
time. 

ii. Request for proposals must be submitted to 
the Contract Review Committee for review prior to 
release. Review includes, but is not limited to 
appropriateness of scope and clearly defined 
evaluation criteria with cost at a minimum of 25¼. 
Agencies will be notified of approval. 

iii. Request for proposals must be advertised for 
a minimum of three consecutive days in the 
Kennebec Journal of Augusta, allowing a minimum of 
fifteen (15) calendar days from the final day of 
advertising to the proposal opening date. This 
section does not limit advertising in any ether 
publication, trade publication or other media, 

aa. Advertisements must include at a minimum 
a brief description of the service 
requirements of the state, the name of the 
department and division issuini-fhe RFP, the 
name of the contact person and address where 
copies of the RFP can be obtained, the 
opening date, the opening time and the 
opening location: Bureau of Purchases, Room 
119 State Office Building, Stat2 House 
Station #9, Augusta, Maine 04333. 

iv. Pre-Bidders conferences are allowed, but are 
not required. These conferences ar2 used to be 
certain that all bidders have an equal under­
standing of ~he state requirements. 

aa. Pre-Bidders conferences must be 
advertised within the RFP advertisement, 
including location, day and time. Conference 
must be sched~led a minimum of seven calendar 
days from the final day of advertising and a 
minimum of two weeks prior to proposal 
opening date. The State Purchasing Agent may 
authorize a pre-bidders conference on shorter 
notice that has not been advertised in the 
RFP. The contracting agency shall notify all 
prospective bidders who requested the RFP of 
the date and time of the conference under 
these circumstances. 

bb. Conferences must be open to the public, 
questions raised must be documented in 
writing and responses must be written and 
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forwarded to each prospective bidder who 
received an RFP, whether in attendan~e or 
not. 

cc. No alterations or changes to any 
requirement or specification within the 
~riginal RFP can be made without notifying 
all bidders in writing a minimum of 
seven. (7) calendar days before opening date. 

v. Proposals shall be opened publicly at the 
Bureau of Purchases or a nearby appropriate 
facility at the discretion of the Bureau of 
Purchases. The opening of proposals shall be open 
to public attendance. The name of the respondent 
will be read aloud. No other information will be 
made av•ilable prior to evaluation and award 
notification. All proposals shall be sequestered 
from this time until notification of award by the 
contra:ting agency after which time they become 
pLtb 1 i c record. 

P~oposals received at the Bureau of Purchases 
later than the date and time specified will not be 
accepted and will be returned unopened or held at 
the Bureau to be pi eked up by the re-spond:r.t. 
Late propos&ls not picked up within seven (7) 
calendar days will be destroyed. 

vi. All opened proposals shall be turned over to 
the contracting agency's representative after the 
opening. A written record of the vendor names, 
date and time received, cost/price and agency 
representative shall be kept at the Bureau of 
F'1.trchases. 

Section 3. AWARD 

a. The contracting agen~y is responsible for reviewing 
all RFF''s based on the criteria established within the 
original Request for Proposal document. The agency 
shall document the scoring, substantive information 
that supports the scoring, and make the award decision 
which shall be subject to the Contract Review_Committee 
approval. 

i. Interviews/Presentations: Interviews and/or 
presentations may be considered within the review 
for information and scoring, if that provision was 
included within the original RFP documentation. 

11. Pricing/Negotiations: Pricing changes, 
alterations or negotiations are not allowed prior 
to the award decision and must not be used in 
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scoring. Minor negotiations after notice of award 
are allowed and if agreement cannot.be reached, 
the proposal may be rejected~and the award made t~ 
the next highest rated bidder who was in 
compliance with all terms, conditions and 
requirements. 

iii. Documentation: Written records must be kept 
by each person reviewing or ranking proposals. 
These records must be made available upon request. 

iv. Award: Award must be made to the highest 
rated proposal which conforms to the requirements 
of the state as contained in the RFP. 

v. Proposed Award Decision Notification: 
Contracting agency must notify all bidders 
r~sponding to an RFP of the award decision in 
writing, postmarked or delivered a minimum of 
fcurteen (14) calendar days prior to contract 
effective date. This notice must include a state­
ment that the award is conditional pending 
Contract Review Committee approval. 

The award decision, a copy of the aw&rd 
notification to bidders, supporting justification 
of award, individual and summarized scoring and a 
minimum of four contracts with the state agency 
head and vendor authorized original signatures 
must be sent to the Contract Review Committee for 
final review and approval a minimum of fourteen 
(14) calendar days prior to contract effective 
d~te. 

B: Upon final approval by the Contract Review 
Committee, the Chairman shall affix an original 
signature to the contracts, keep one copy, and forward 
to Accounts and Control for final approval of 
encumbrance, terms, and account coding. The Controller 
will keep one copy and the remaining copies shall be 
returned to the contracting agency for distribution to 
vendor. 

i. Contracts are not considered fully executed 
and valid before completing final approval 
of encumbrance. No contract will be approved 
based on an RFP which has an effective date less 
than fourteen (14) calendar days after award 
notification to bidders. 

11. Attorney General approval is not required 
unless changes have been made to existing 
boilerplate or at the request of the Contract 
Review Committee. Nothing within this paragraph 



'· 

prevents agency requests for Attorney General 
review of any contract. 
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STATE OF ~l.--\1:'-:E 

DEPART:-..lE:'.':T OF 

?vfENTAL HEALTH, 'tvfn.:T.--\L RETARD.--\TlO:---:, 

& SUBST.--\NCE ABCSE SERVICES 

ANGUS S. KING. JR. 

GOvE;:;NcR 

Grete Chandler, President 
Behavioral Health Network 

40 STATE HOUSE STATIO:'.'I 

AUGUSTA, :-..l.--\I:s;E 

04333-0040 

August 19, 1996 

Shoreline Community Mental Health Services 
19 Middle Street 
Brunswick, 1vfE 04011 

Dear Grete: 

MELODIE J. PEET 

COMMISSIONEH 

WAYNE R. DOUGLAS 

ASSOCIATE CCMMISSIONEA 

SYSTEMS OPERATIONS 

The Department of Mental Health, Mental Retardation and Substance Abuse Services 
hereby requests Behavioral Health Network recoup from Dr. Gordon Clark an amount of money 
representing the pro rata share of his monthly stipend attributable to his work in connection with 
the contract between the Department and Behavioral Health Network involving assessments of 
class members. 

As you know, it is our position that the contract does riot violate any conflict of interest 
laws. Although the Attorney General appears to concur with this view, he has recommended that, 
to avoid any appearance of a conflict, it may be advisable for Behavioral Health Network to seek 
recoupment from Dr. Cl~rk. 

Accordingly the Department is hereby making that request. 

WRD/dg 
cc: Melodie J. Peet, Commissioner 

PHO:---:E: (207) 287-4290 (\'oice) 

Sincerely, 

D~as 
mnuss10 

Systems Operations 

l'fl~,Tt:l>t~'\ REl,H.U-111'\I If 

TTY: (207) 287-2000 FAX: (207) 287-4268 



F~ing Fee S20.00 

NONPROffi CORPORATION 

File No. 19950183ND Pages 14 
Fee Paid $ 20.00 JJ. 

DCN 1943321500013 ~I 
----------- FILED ________ .::- ·· . ~~ 

,, .... 20 .... 1994 ~" 
~ 

File N11. • • • •••••..•• STA TE OF MAINE 

ARTICLES OF JNCORPORA TION 

(CHECK ONLY IF APPLICABLE) 

________, 
A e = 

Fee P:iid . . • . . . .••.•. 
~ -~~~-g 

Deputy Seaetary or Stare ...., 

A Tru1 Copy When Altested J...I, 
By Siparure ...., 

C". "· ••..••..•••.•• 

Date .•.••••••••••• , 

~ 
~ 
'IQ 
• D This ~ a Domestic Coodominium Corporation. ---------= Depu1)' Secretary ol Stale ~ 

Pursuant to 13-B MR.SA §403, the undersigned, acting as incorporator(s} of a corporation, adopt(s} lhe following Articles of 
Inco«poration: 

FIRST: 1bc name of the corporation is Behavioral Heal th Network of Maine, Inc. 

SECOND: The corporation is organized for all purposes permitted under Title 13-B, MRSA. or, if not for all such purposes, 
then for the following purpose or purposes: 

nmm: 

(See attached Exhibit A) 

The name of its Registered Agent and address of registered office (the registered agent must be a Maine 
resident. whose business office is identical with the :registered office: or a corpor.won, domestic or for­
eign, profi_l or nonprofit. having an office identical with :such registered office.} 

Claudia D. Raessler 
(name) 

One Portland Square, P.O. Box 586, Portland, Maine 04112-0586 
(street addrcu (DOl P .0. Box). cily, swe and zip code) 

(mailin& addreu i( different from above) 

FOURTH: The number ol dircctcn (not less than 3) constituting lhe initial board of directors of lhe corporation, if 

FIFTH: 

SIXTH: 

L'ley have ~ des.ignaied or c1ccrcd, is_......_ _________________ _ 

The minimum nwnber of directQIJ (not less than 3} shall be three ( 3) 
of.directors shall be nine { 9) • 

and lhe maximum number 

Members: D There shall be no members. 
C-X" one box only} 

!XI There sh:ill be one or more classes of members, and the information ~uircd 
by f402 is as follows: 

(See attached Exhibit B) 

Kl (Chccl: if lhis article is to apply} 

No subslantial part of lhe activities of the Cocporation shall be the canying on of propaganda, or otherwise 
aucmpting 10 influence legislation, and the Corporation shall oot participate in or intervene in {including lhe 
publication or distn"bution of staLcmcnts) any political campaign on behalf of any candi::laLc for public office. 
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SEVEN111: 0 (C'heck if this urticle is tn apply. 111cn fill in reference number 11f .\'1•1·1iu11 511/(cX ? Jin nm rm~r:iph 
helow.l 

Upun the dissulutiun of the ('orpuration or the termination of its activilic~. the ass.cts uf 1he ('11rp11ratiun 
, ,:;,re1~~~g after the payment ~f all its liabilities shall be distnouted ex71usively lo one or mur_e o~ganilations 

.,~·'.· ,.._ ·-hr~~ and operated exclusively for such purposes as sh2ll then qualify as an exempt organ11.atmn m ur~-
niz:itlons under Section SOl(c)( ___ ) of the Internal Revenue Code uf 1986. :K amended. :ind :LS :i c.:har-
it:able. religiow. eleemosynary. benevolent or educational corporation within the meanin~ of Till~ I JB. nf 
the M:aine Revised Statules as :amended. 

No part of the net earnings or the Corporation shall inure lo the benefit of any member. director. or officer 
of the Corporation, or any private individual (except that reasonable compensation may be pajd for sel'\ices 
rendered to or for the Corporation in canying out one or more of its purposes). and no member. director. or 
officer of the Corporation. or any private individual, sh2Jl be entitled to share in the distnbution of any of 
the corporate assets on dissolution of the Corporation. 

EIGHTH: Other provisions of these articles. if any. including prorisions fur the regulation of the internal affairs of the 
corporation, and distribution of assets on dissolution or final liquidation: 

(See attached Exhibit C) 

D:ited :. ___ ll_-_2_3 __ ...,, ___ l;..;;;9...;;9 __ 4._ 

INCORPORA TORS . ADDRESSES 
ITIONAL_ INO:>RPO RS IDENT IN EXHIBIT D Shoreline Ccmnunity Mental Health Services 

Street ___ l=-8---=P:..:l:.ae:.::a:.::sa=n..,t,_S ... t._re ... e._,t.,__ _____ _ 
(~ign:u un1) 

Grete Chandler Brunswick, Maine 04011 -------------( t )" pc or priDI lllllllC:) (cily, 5bll' and 7jp codi:) 
Street __________________ _ 

(si11uturc) 

(IYP\= or prinl n:rnn.•I (city. 111a1.: :inli 1i11 ..:oc.lc) 
Street. _________________ _ 

(type or print no1m.:I (cily, ~ble :ind zip code) 
Street __________________ _ 

{lype or print n:anu.•) (city, ":ite :ind zip code) 
Slreet __________________ _ 

(~lure) 

(type or print n.an1el I (city, 11;11, :ind zip code) 



EXHIBIT A 

SECOND: The Corporation is organized and shall at all times 

be operated as a not for profit organization exclusively for the 

benefit of; to perform the functions of; or to carry out the 

purposes of those organizations providing behavioral health 

services in the State of Maine. The primary activities of the 

Corporation will be: 

(a) to facilitate the provision of and access to a full 

complement of behavioral health services by qualified 

health care providers to persons in the community 

regardless of their ability to pay; 

(b) to establish a network of behavioral health providers 

to provide and enhance the types of health care 

services available to communities; 

(c) to establish uniform and consistent utilization review 

and quality assurance programs among behavioral health 

providers so as to eliminate unneeded duplication of 

services; improve the delivery of consistent and 

advanced behavioral health services; and facilitate the 

long range planning of participating providers; 

(d) to operate for the support of members offering 

behavioral health services; 

(e) to promote and encourage an informed understanding and 

utilization of behavioral health services among the 

general population and particularly among providers of 

health benefit programs; and 



(f) to facilitate the efforts of Network providers so as to 

improve the educational resources available to members 

of the community. 

In addition, the Corporation shall have such other purposes as 

are permitted to a corporation organized under Title 13-B of the 

Maine Revised Statutes Annotated, as amended. 



EXHIBIT B 

FIFTH: 1. MEMBERSHIP RIGHTS - The Corporation shall not 

have authority to issue capital stock, and the conditions of 

membership shall be fixed by the Bylaws and by action of the 

Board of Trustees. 

The rights, powers and responsibilities of the members are 

as follows: 

Each member shall be entitled to cast one vote at annual or 

special meetings of the members of the Corporation, for the election 

of the Trustees of the Corporation, and for such other purposes or 

such other matters as may be prescribed for consideration of the 

members by these Articles of Incorporation, the Bylaws of the 

Corporation, amendments thereto, and the laws and statutes of the 

State of Maine, as from time to time constituted. Members shall not 

have the right to cumulate their votes. Specifically, the Members 

shall have the following rights: 

A. The establishment of the size of the Board of 

Trustees within the li.lD.its set forth in the Bylaws 

of this Corporation as they may be amended from 

time to time; 

B. The election of Trustees, with the exception of 

filling of a vacant Board seat as provided in the 

Bylaws of this Corporation; 

c. The removals of Trustees from the Board of 

Trustees; 



o. The amendment, restatement, or modification of the 

Articles of Incorporation or the Bylaws of this 

Corporation; 

E. The approval of the sale, lease, or other 

disposition {excluding by mortgage or pledge for 

purposes of security) of all, or substantially all, 

of.the assets and property of this corporation; 

F. The dissolution of this Corporation or its merger 

with or consolidation with another corporation; and 

G. Any other matter which a majority of the Board of 

Trustees voting on the matter votes to submit to 

the Members. 

2. MEMBERSHIP QUALIFICATIONS - Members of this Corporation 

shall be limited to healthcare providers, which have as one of their 

functions, the provision of behavioral health services to 

individuals. 

3 . .AMENDMENTS - These articles and the Corporation's Bylaws may 

be amended only by a majority vote of all of the members of the 

Corporation at a meeting called for such purpose or by unanimous 

written consent vote. 



EXHIBIT C 

EIGHTH: 1. CORPORATE POWERS - The Corporation shall have, 

among others, the following powers in furtherance of its 

corporate purposes: 

(a) The Corporation may conduct the businesses and 

activities authorized to it in such place or places as 

it may by its Board of Trustees choose and determine, 

and in that regard to apply for, procure and execute 

such authorizations, forms, docwnents and writings, and 

to pay such fees or charges, as may be necessary under 

the applicable law of any jurisdiction to the conduct 

of the Corporation's business therein. 

(b) The Corporation may purchase, receive or take by grant, 

gift, devise, bequest or otherwise, lease, or otherwise 

acquire, own, hold, improve, employ, use and otherwise 

deal in and with, real or personal property, or any 

interest therein, wherever situated, in an unlimited 

a.mount, but consistent with its charitable purposes. 

(c) The Corporation may solicit and receive contributions 

from any and all sources and may receive and hold, in 

trust or otherwise, funds received by gift·or bequest. 

(d) The Corporation may sell, convey, lease, exchange, 

transfer or otherwise dispose of, or mortgage, pledge, 

encumber or create a security interest in, all or any 

of its real or personal property, or any interest 

therein, wherever situated. 



EXHIBIT C 

EIGHTH: 1. CORPORATE POWERS - The Corporation shall have, 

among others, the following powers in furtherance of its 

corporate purposes: 

(a) The Corporation may conduct the businesses and 

activities authorized to it in such place or places as 

it may by its Board of Trustees choose and determine, 

and in that regard to apply for, procure and execute 

such authorizations, forms, documents and writings, and 

to pay such fees or charges, as may be necessary under 

the applicable law of any jurisdiction to the conduct 

of the Corporation's business therein, 

(b) The Corporation may purchase, receive or take by grant, 

gift, devise, bequest or otherwise, lease, or otherwise 

acquire, own, hold, improve, employ, use and otherwise 

deal in and with, real or personal property, or any 

interest therein, wherever situated, in an unlimited 

amount, but consistent with its charitable purposes. 

{c) The Corporation may solicit and receive contributions 

from any and all sources and may receive and hold, in 

trust or otherwise, funds received by gift·or bequest. 

(d) The Corporation may sell, convey, lease, exchange, 

transfer or otherwise dispose of, or mortgage, pledge, 

encumber or create a security interest in, all or any 

of its real or personal property, or any interest 

therein, wherever situated. 



(e) The Corporation may purchase, take, receive, subscribe 

for, or otherwise acquire, own, hold, vote, employ, 

sell, lend, lease, exchange, transfer, or otherwise 

deal in and with, bonds and other obligations, shares, 

or other securities or interests issued by others, 

whether engaged in similar or different business, 

governmental, or other activities. 

(f) The Corporation may make contracts, give guarantees and 

incur liabilities, borrow money at such rates of 

interest as the Corporation may determine, issue.its 

notes, bonds and other obligations, and secure any cf 

its obligations by mortgage, pledge or encumbrance of, 

or security interest in, all or any of its property or 

any interest therein, wherever situated. 

(g) The Corporation may lend money, invest and reinvest its 

funds, and take and hold real and personal property as 

security for the payment of funds so loaned or 

invested. 

(h) The Corporation may make donations in such amounts as 

the members or Trustees shall determine, irrespective 

of corporate benefit, for the public welfare or for 

community fund, hospital, charitable, religious, 

educational, scientific, civic, or similar purposes, 

and in time of war or other national emergency in aid 

thereof; provided that it shall make no contribution 

for other than religious, charitable, scientific, 

testing for public safety, literary or educational 

: I 
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purposes or for the prevention of cruelty to children 

and animals. 

(i) The Corporation may pay pensions and establish and 

carry out pension, retirement and benefit plans, trusts 

and provisions for any or all of its employees, and may 

provide insurance for its benefit on the life of any of 

its employees. 

(j) The Corporation nay indemnify and reimburse officers, 

Trustees, employees and agents of the Corporation for 

such costs, expenses and liabilities, including 

reasonable attorneys' fees, as may be sustained by such 

indemnified parties as a consequence of their 

relationship with the Corporation; provided, however, 

that the person to be indemnified shall not have been 

finally adjudged by a court or agency of competent 

jurisdiction not to have acted in good faith and with 

the reasonable belief that his action or failure to act 

was in, or not opposed to, the best interests of the 

Corporation. 

(k) No part of the assets of the Corporation and no part of 

any net earnings of the Corporation shall be divided 

among or inure to the benefit of any member, officer or 

Trustee of the Corporation or any private individual or 

be appropriated for any purposes other than the 

purposes of the Corporation as herein set forth; 

provided that such assets or earnings may be divided 

among or inure to the benefit of those nonprofit, 



charitable organizations which are members of this 

Corporation, or their successor non-profit 

corporations, while such corporations remain exempt 

from federal income tax under Section 5O1(c) (3) of the 

Internal Revenue Code; and no substantial part of the 

activities of the Corporation shall be the carrying on 

of propaganda, or otherwise attempting to influence 

legislation except to the extent that the Corporation 

makes expenditures for purposes of influencing 

legislation in conformity with the requirements of 

Section 5O1(h) of the Internal Revenue Code; and the 

Corporation shall not participate in, or intervene in 

(including the publishing or distributing of 

statements) any political campaign on behalf of any 

candidate for public office. 

(1) The Corporation shall have and may exercise all powers 

necessary or convenient to effect any or all of the 

purposes for which the Corporation is formed; provided 

that no such power shall be exercised in a manner 

inconsistent with the laws of the State of Maine; and 

provided, further, that the Corporation shall not 

engage in any activity or exercise any power which 

would deprive it of any exemption from federal income 

tax which the corporation has or may receive under the 

Internal Revenue Code. 

2. DISTRIBUTION OF ASSETS - Upon the liquidation or 

dissolution of this Corporation, after payment of all of the 



liabilities of the Corporation or due provision therefor, ·all of 

the assets of the Corporation shall be disposed of in such 

proportion as the Board of Trustees may designate to each member 

of the corporation then exempt from federal income tax under 

Section 50l(c) (3) of the Internal Revenue Code or if no member of 

the corporation is then so exempt, to one or more organizations 

in the State of Maine exempt from federal income tax under 

Section 50l(c) (3) of the Internal Revenue Code as the Board of 

Trustees may designate. 

3. AMENDMENTS - These articles and the Corporation's Bylaws 

may be amended only by a majority vote of all of the members of 

the Corporation at a meeting called for such purpose or by 

unanimous written consent vote. 

tATY.DLG,O99990]BHH.EXB 



EXHIBIT D 

ARTICLE IX - INCORPORATORS 
.. 

Signatures and post office address of each of the persons 

associating together to form the corporation. 

Signatures and Names 

Signature 

GRET~ CHANDLER 
Name<{( 

Signature 

N/i-~G";</ 
HENRY NEII.SQN 

CARL PENDLETON 

~ 21 C, 22/we ,,q_ I S'v.lY 
Name 
CDR.D89990JBIDI.H?-.ARTICL!5-IIICORP 

-8-

P.O. Address 

Name 

Street 

~.MMk'P;7y ~,,~~2 &4',( 
Name ' 

Jft13 ~/?€T ~.e.. ,ffe7W,,44 Oy'/C7/ 
Street ' 

~~ 
sf:ef{twtry Ji ~- J:J/ ,_, ;ym~ 

Name 

I 



.,. 

bu12n F. Dub~ 
Namle 

s"7~ '/. ~ 
Nm / ► 

.\Ac;JCSoAl ~,c. /,A) 3TJjtl re-
Name 

I is-/f &1AJN1:.i t. //11..i. Rr:I 

signature 
;;,. &f{A,Ja /YI€' 0'(10, 

Street • 

Name 

fu 6~S-~ , ;er~o/
1 

S~,J,,tt-,/Yle-
Street "l5v1.71. 

( 



. . 

~D~·~ 
l)Avt~~ ~ ~\l;~ 
Name 

·· ··-Name 

Signature 

Name 

signature 

-· ···· ·· Name 

Signature 

Name 

Signature 

t 
Name 

fo ~ :Z..3 / ,--:?:~'~ ,~'?-- a<j,Wl 
Street 

Name 

Street . 

Name 

Street 

Name 

Street 

Name 

Street 

Name 

-10- /\ 
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Network 
Total Number of 
~ 

Number of 
contacts 

BEHAVIORAL HEALTH NETWORK OF MAINE 
As of 9/6/96 

Completed 
Assessments 

Scheduled 
Assessments Decnned Deceased out of State 

Unable to 
L2ca,te 

Aroostook 31 31 12 0 6 0 2 11 
North;a~t ' 14~ .................. ·····~·~~·········· ......................... ~;· .. ······· ........................... ~········ .. ··· ......................... ~.~····· ................................. ~ .......... ; ........................... ; ...................................... ;.~··· .............. .. 

Ken-Som 607 585 302 33 118 11 17 104 



Network 
Total Number of 

Cases 
Number of 
Contacts 

BEHAVIORAL HEALTH NETWORK OF MAINE 
As of 9/13/96 

Completed 
Assessments 

Scheduled 
Assessments Decllned Deceased Out of State 

Unable to 
Locate 

Aroostook 31 31 12 0 6 0 2 11 

Northeast 148 147 94 0 17 1 6 29 , 

Ken-Som , 610 , 602 , , , 32; ,, ,, , 1~ ,, 12~ , 12 ,, · 17 , , , , 108 , , · 

::: ::::::::/,::=: ::::::::: ::::::::::: ::::::::::::::::::::::: :::::::::::::::=:::::::::::::::::::::::::::=:=:::::=:::::::=: ::::::::::::: :::::::::::::::::::::::::::::::::=::::::::::::::::::::::=:::::::::::=::::=:::::::::::::::::::=::::::::::::::::::::::::::::::::::::::::::::::::: :::::::::::::=:::::::::::::::::::=:::=::::::::::::::::::::::::::::::::::::::::::::::::::: :::::::::::::::::::::::::::::::::::=:::::::::::::::::::::::::::::::::::::::::::::::::::=:::::=:::::::::::::::::::::::::::::::::::::::::::::::::::::::::::=: ·::::::::=:::::::::::::::::::::::::::::::::::::::::=::::::::::: : : =:: :::: ::: ::: :::::.,:: :::. :: : : : : : • .•. : . : : ::::::==:::: :: j: : ::: : ::: : =:: : .. ':: : '.: : : :.: : : ·.: '. 
Coastal 368 367 196 0 77 3 17 74 
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Cumberland 739 737 314 4 182 9 19 209 

·v~rk··············································3·1·g················ ·· ··· ··········2·sg···································1 so·····································o······································s2······································4····················:·················1°4·····································aii···················· 

TOTALS - 2,731 2,640 




