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1

The Division of Mental Health (DMH)

The Colorado Division of Mental Health provides statewide services for
seriously, critically and chronically mentally ill persons of all ages. These
services are delivered through two hospitals operated by DMH -- the Colorado
State Hospital in Pueblo and the Fort Logan Mental Health Center in Denver --
and through contracts with three specialty clinics and 20 private non-profit
community mental health centers located throughout the state. Seventy-two
hour holding and emergency mental health evaluation services are provided
through 27-10 designated facilities, also located statewide, which are regu-
lated by DMH.

This service delivery network enables DMH to provide a continuum of care which
ranges from intensive inpatient hospital beds to day treatment services in the
clients' own communities, while they may live at home or in specialized resi-
dential facilities. All DMH services are offered to clients on an "ability to
pay" basis, with state funds and federal block grant and medicaid dollars
making up the costs which are greater than the available client fees and third
party payments.

Figures 1-5 on pages 7-11 summarize the DMH management structure and provide
summary information and statistics on each major component of the Colorado
public mental health service delivery system.

The Division of Mental Health is the largest of the three divisions which com-
prise the Colorado Department of Institutions (DOT). The other two are the
Division for Developmental Disabilities and the Division of Youth Services.
The organizational structure of DOT is illustrated in Figure 6 on page 12.

The Planning Process 

Each division is a strategic service delivery unit within DOT. Under this
management structure, the division Directors play a major role in the formu-
lation of strategy for their divisions as well as in the implementation and
control of strategic plans.

The Executive Director of DOT in conjunction with division Directors provide
overall direction and support to the strategic management process by (a)
defining the mission of DOT, (b) analyzing major environmental influences, (c)
interacting with key resources and funding sources, and (d) providing leader-
ship and supervision in the strategy formulation, evaluation and implementa-
tion activities of the divisions.

Following are the Mission Statement and policies or principles of DOT which
were developed by the Executive Director with the division Directors:

MISSION STATEMENT 

The purpose of the Department of Institutions is to provide appropriate
care and treatment to the Department's clients in a setting that assures
safety to the community.
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POLICIES 

I. Through a continuum of services, provide treatment to clients in a
decent environment which is the least intensive, least restrictive
necessary to meeting their needs. When possible and/or when the
client's condition permits, services should be provided in the local
community in or close to the client's home and in the most normal
home-like setting available.

Provide a secure treatment environment such that:
1. Our clients will not be damaged physically

or psychologically.
2. Our staff is as safe as possible from physical

harm.
3. Members of the public are as free from harm as

possible.

Manage departmental resources to take advantage of economies of
scale, maximize opportunties for technology transfer between
divisions and minimize unnecessary duplication of effort.

Planning is a prerequisite for the prudent use of resources and, as such, is
viewed as an indispensable management process for DOI. Thus each of the three
divisions within DOT participates in a structured Planning Process, the ele-
ments of which are:

1. SITUATION ANALYSIS
A concise statement of the system's situation and conditions in the ex-
ternal and internal environment, indicating problems and opportunities,
strengths and weaknesses; an audit of trends that can have a significant
impact on accomplishment of objectives.

2. PROBLEM LIST
A listing of the major problems and opportunities identified as a result
of the situation analysis.

3. GOALS
A target describing where we want effort directed in the future to solve
identified problems

4. OBJECTIVES
Operate as the connecting link between goals and major tasks; are spe-
cific, realistic and measureable over a defined time period; allocate
resources to target important client groups and geographic areas; detail
commitment.

5. MAJOR TASKS
Detail how each objective and strategy will be implemented during the
planning period. Programs are described, priorities established and the
sequence of events involving agencies, functional areas and other levels
of the Department is specified.

5a. Budget Request
Details the specific dollar resources necessary to accomplish objec-
tives. There are two iterations of the request: the request to
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the Governor for inclusion in the overall Governor's Budget Request,
and the final Legislative Budget Request which goes to the Joint
Budget Committee of the Legislature and reflects the decisions made
by the Governor.

6. MANAGEMENT PLAN
Determines when there will be follow-up on progress and triggers the
implementation of contingency plans; contributes to the feedback loop as
quarterly updates are provided. These are utilized for tracking over the
year.

The annual timeframe and progression of this process is illustrated in Figure
7 on page 13. The DMH schedule for this past year's Planning Process is sum-
marized in Figure 8 on page 14.

This document, the Colorado State Mental Health Plan 1985-88, includes all of
these main elements of the Planning Process. The "Situation Analysis" arid the
"Problem List" are based on situation analyses and problem lists generated by
staff of each program component of the mental health system, i.e., the two
state hospitals and the 23 community mental health centers and clinics. These
source documents are too lengthy to append to the State Plan but are available
at the Division of Mental Health Central Office as well as from each program
(see Fact Sheets, Figures 2-5, for program listings). This State Plan is also
based on input and review provided by DMH's Management Team, on an extensive
analysis of division-wide client and workload data, on review by the DOI
Executive Director's Office and on outside input and review provided by the
State Council, as explained below. Since the "Situation Analysis" is lengthy,
it is preceded by an Executive Summary and a copy of the Final Problem List,
which is the one with State Council input, on pages 16-25.

The Colorado State Mental Health Planning Advisory Council 

For the past 8 years Colorado has had a State Mental Health Council which
serves in an advisory capacity to the Division of Mental Health. Originally
this body was federally mandated through the Community Mental Health Centers
Act; after that requirement ended, Colorado continued the body through
appointment by the Executive Director of the Department of Institutions.

DMH currently uses the Colorado State Mental Health Planning Advisory Council
as a primary mechanism for outside input into the division's Planning
Process. DMH has designed the membership of this Council such that agencies
or groups which represent providers, consumers, and advocates, are the stand-
ing members. It is each group's responsibility and prerogative to appoint its
representative who may remain the same or change each year. The persons ap-
pointed are primary policy decision-makers, and they have a knowledge of cur-
rent issues and needs relating to the delivery of public mental health
services. Figure 9 on page 15 is a list of the 23 groups represented on this
State Council.

Currently the duties of Council members consist of attending a 1 1/2-day
annual planning meeting. This meeting has three very structured agenda
items. The first is for the State Planner to provide feedback to the Council
on the content and the results of the previous year's DMH Planning Process.
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The second agenda item is for the members to participate in a group process to
identify and prioritize "outside" problems and issues in the delivery of state
mental health services. The third agenda item consists of the Council mem-
bers' identification of options and strategies that DMH can pursue in order to
address the top five of these problems/issues.

The input from this meeting is then used by DMH to refine and expand the prob-
lem list and priorities originally identified through the Situation Analysis.
This final problem list then forms the basis of DMH's Management Plan for the
coming year, the Budget Request for the year after that, and "future ongoing
issues and policy initiatives." The results of each of these steps are in-
cluded as separate chapters in this State Plan, except for the Budget Request
which is published as a separate document.
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Figure 2

FACT SHEET

COLORADO DIVISION OF MENTAL HEALTH

FY 1984-85

BRANCH OF GOVERNMENT: Executive Branch

DEPARTMENT: Department of Institutions

STATUTORY AUTHORITY:
FEDERAL: 42 United States Code, 246
STATE: Colorado Revised Statutes 1973, Title 27

LOCATION: 3520 West Oxford Avenue
Denver, Colorado, 80236

CENTRAL OFFICE STAFF: 35.0 Full-time Employee Positions

STATE HOSPITALS:
Colorado State Hospital; Pueblo, Colorado
Fort Logan Mental Health Center; Denver, Colorado

PURCHASE OF SERVICE CONTRACTS:
Twenty Comprehensive Community Mental Health Centers
Three Specialty Clinics

NUMBER OF MENTAL HEALTH CLIENTS SERVED SYSTEM-WIDE (FY 1983-84):
CENTERS AND CLINICS:
HOSPITALS
TOTAL:

64,628
3,744

68,372

NUMBER OF MENTAL HEALTH ADMISSIONS SYSTEM-WIDE IN FY 1983-84:
CENTERS AND CLINICS: 41,640
HOSPITALS: 2,663
TOTAL: 44,303

FINANCES:
TOTAL OPERATING BUDGET (FY 1983-84): $99,277,519

SOURCES OF REVENUE:
General Funds, State Hospitals/Agencies $35,133,442
General Funds, CMHC's $18,009,371
Patient Fees (Hospitals) $17,689,139
Cash Funds (State Agencies) $ 3,709,882
Federal Funds (State Agencies) $ 306,992
Federal Funds (CMHC's)* $ 3,750,690
CMHC, Local, Patient Fees, Donated, Etc.* $20,678,003

*These funds go directly to the CMHC's.
-8-



Figure 3

FACT SHEET

COLORADO STATE HOSPITAL

FY 1984-85

LOCATION: 1600 West 24th Street
Pueblo, Colorado 81003

TOTAL STAFF: 1302.9 Full-time Employee Positions

BED CAPACITY: 754 Staffed Beds - All Programs

NUMBER OF CLIENTS SERVED, BY DIVISION (FY 1983-84):
General Adult Psychiatry 1,152
Institute for Forensic Psychiatry 948
Drug Treatment Center 227*
Geriatric Treatment Center 360
Children/Adolescent Treatment Center 369
General Hospital Services 944*

TOTAL: 4,000*

NUMBER OF ADMISSIONS, BY DIVISION, IN FY 1983-84:
General Adult Psychiatry 854
Institute for Forensic Psychiatry 472
Drug Treatment Center 205*
Geriatric Treatment Center 174
Children/Adolescent Treatment Center 256
General Hospital Services 956*

TOTAL: 2,917*

FINANCES:
TOTAL OPERATING BUDGET (FY 1983-84):
SOURCES OF REVENUE:

General Fund
Cash Funds, Patient Fees
Cash Funds, Other State Agencies
Federal Funds

$ 39,854,784

$ 26,120,827
$ 10,449,940
$ 3,284,017
$ -0-

* These figures include non-mental health clients. In order to focus on the
mental health client population, the non-mental health client workload is
not included in the total DMH client figures on page 11.
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Figure 4

FACT SHEET

FORT LOGAN MENTAL HEALTH CENTER

FY 1984-85

LOCATION: 3520 West Oxford Avenue
Denver, Colorado 80236

TOTAL STAFF: 512.9 Full-time Employee Positions

BED CAPACITY: 344 Staffed Beds - All Programs

NUMBER OF CLIENTS SERVED, BY DIVISION (FY 1983-84):

Children/Adolescent Treatment 243
Adult Psychiatry 713
Geriatric/Deaf/Aftercare 244
Vocational Services 23

UNDUPLICATED TOTAL 1,186

NUMBER OF ADMISSIONS, BY DIVISION, IN FY 1983-84:

Children/Adolescent Treatment 173
Adult Psychiatry 572
Geriatric/Deaf/Aftercare 91
Vocational Services 9

TOTAL 845

FINANCES:
TOTAL OPERATING BUDGET (FY 1983-84): $ 16,134,236
SOURCES OF REVENUE:

General Fund $ 8,469,172
Cash Funds, Patient Fees $ 7,239,199
Cash Funds, Other State Agencies $ 425,865
Federal Funds $ -0-
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Figure 5

FACT SHEET

COLORADO COMMUNITY MENTAL HEALTH CENTERS AND CLINICS

FY 1984-85
PROGRAMS:

Community Mental Health Centers 
Adams Community Mental Health Center, Inc.
Arapahoe Mental Health Center, Inc.
Aurora Community Mental Health Center
Bethesda Community Mental Health Center
Mental Health Center of Boulder County, Inc.
Centennial Mental Health Center, Inc.
Colorado West Regional Mental Health Center, Inc.
Denver Health and Hospitals Mental Health Program
Jefferson County Mental Health Center, Inc.
Larimer County Mental Health Center
Midwestern Colorado Mental Health Center, Inc.
Northwest Denver Community Mental Health Centers Services
Park East Comprehensive Community Mental Health Center, Inc.
Pikes Peak Mental Health Center
San Luis Valley Comprehensive Community Mental Health Center
Southeastern Colorado Family Guidance and Mental Health Center, Inc.
Southwest Colorado Mental Health Center, Inc.
Southwest Denver Community Mental Health Services, Inc.
Spanish Peaks Mental Health Center
Weld Mental Health Center, Inc.
West Central Mental Health Center, Inc.

Specialty Clinics 
Asian Pacific Development Center
Children's Hospital Mental Health Clinic
Servicios de la Raza

TOTAL STAFF: 1,587
FULL-TIME STAFF: 1,286
PART-TIME STAFF: 301

NUMBER OF CLIENTS SERVED, ALL CENTERS/CLINICS (FY 1983-84): 64,628

NUMBER OF ADMISSIONS, ALL CENTERS/CLINICS, IN FY 1983-84: 41,640

FINANCES:
TOTAL OPERATING BUDGET (FY 1983-84): $ 42,438,064
SOURCES OF REVENUE:

State Funds $ 18,009,371
Federal Funds $ 3,750,690
Fees, Titles, Insurance $ 13,677,278
County/Municipal $ 2,745,927
Donated and In-Kind $ 2,306,312
School Districts $ 208,186
Other $ 1,740,300
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Figure 6

ORGANIZATIONAL CHART
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Figure 8

COLORADO DIVISION OF MENTAL HEALTH

FY 1984-85 PLANNING PROCESS SCHEDULE

Following are the due dates of the major products of the FY 1984-85 Planning
Process:

July 31, 1984 DMH Management Plan for FY 1984-85 due to
Executive Director's Office (EDO), Department of
Institutions.

October 22, 1984 First Quarterly Report on DMH Management Plan 
due to EDO.

December 15, 1984 Community Centers' Problem List due to DMH.

January 18, 1985 Second Quarterly Report on DMH Management Plan 
due to EDO.

January 31, 1985

March 15, 1985

April 1, 1985

April 19, 1985

May 1, 1985

Colorado State Hospital and Fort Logan Mental
Health Center Situation Analysis due to DMH.

First draft of DMH Situation Analysis sent out
for review.

Feedback on DMH Situation Analysis due to
DMH Planner.

Third Quarterly Report on DMH Management Plan 
due to EDO.

Final DMH Situation Analysis due to EDO

June 4-5, 1985 Colorado State Mental Health Planning Advisory
Council Annual Meeting.

June 30, 1985 DMH Goals and Objectives due to EDO.

July, 1985 Development of Budget Issues for FY 1986-87.

August 13, 1985 DMH FY 1985-87 Management Plan due to EDO.

August 31, 1985 State of Colorado Mental Health Plan 1985-1988 
completed.
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Figure 9

1985 MEMBERSHIP LIST

Colorado State Mental Health Planning Advisory Council

# Representatives Organization 

1 Division of Mental Health (DMH)

2 DMH Management Team

1 Colorado State Hospital

1 Fort Logan Mental Health Center

4 Colorado Association of Centers and Clinics

1 Department of Social Services

1 Department of Education

Division of Youth Services

Division for Developmental Disabilities

Dept. of Health/Alcohol and Drug Abuse Division

Denver Department of Safety

Denver Mental Health Commission

Colorado Assn. of Homes and Service for the Aging

Office of State Planning and Budgeting

Legal Aid Society/Mental Health Law Project

Support Systems Consolidated

Mental Health Association of Colorado

Colorado Alliance for the Mentally Ill

District Attorney's Office/Victim Programs

Higher Education/Psychiatry

District Judges Assn. of Colorado

Emergency Psychiatric Services

Denver Health and Hospitals

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

TOTAL 27
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CHAPTER I

EXECUTIVE SUMMARY

1985 DIVISION OF MENTAL HEALTH

SITUATION ANALYSIS and FINAL PROBLEM LIST
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Following is a summary of the 1985 Division of Mental Health (DMH) Situation
Analysis and the Problem List that resulted from this analysis plus the out-
side input of the State Mental Health Planning Advisory Council. The section
headings conform to those areas addressed in the full Situation Analysis which
follows on pages 27-90. The work of the Council is detailed in Chapter 3 on
pages 91-99. Essentially, the following Executive Summary and Final Problem
List describe the issues that the Colorado Public Mental Health System must
currently face.

Target Population 

The target population data show that the number of persons estimated to be in
need of mental health services has been increasing and will continue to
increase by an additional 5%, or 12,000 persons, by FY 1986-87. Yet in the
face of these increasing demands the mental health system is serving fewer
clients. It is projected that DMH will serve only 60,000 clients in FY 1986-
87, which is 12% less than last year and only 25% of the total population in
need. Survey results indicate that the private sector may serve as much as
24% of the population in need. Thus, the total need for mental health serv-
ices is at best twice as great as the service availability.

Two reasons identified for the public mental health system's inability to
serve more clients are an increase in involuntary admissions, and significant
increases in the severity of adolescent and young adult clients who comprise
over half of the systems' clientele. These changes have resulted in longer
average lengths of stay and greater resource requirements for clients who are
served, thereby reducing the numbers that can be served.

Even though Whites comprise the majority of the DMH client population, ratios
of clients served to general population prevalence rates indicate that minori-ties are actually served at higher rates than Whites. The largest age group
served is adult and prevalence rates show that the elderly (age 60+) is an
underserved age group. The highest percentage of community mental health
centers and clinics' (CMHCsI) clients are diagnosed as "adjustment disorders"
while the highest percentages of hospital clients are "schizophrenics."

Increases in indigent and unemployed clients have stressed mental health
service providers' budgets at a time when emphasis is being put on populations
qutsi.de the current system which need to be served. The numbers of mentally
1.11 in jails, intersystem "grey-area" youths, dual/multi-diagnosed, mentally
11 1 in nursing homes and the homeless mentally ill together represent
thousands of persons statewide who are placed in other systems or who are
unserved, but whose needs are for mental health services. Yet the mental
health system is at, or in many cases over, operating capacity.

Main Services Rendered

Severe overcrowding in the two state hospitals as well as the long-standing
Shortage of community residential alternatives for the chronically mentally1 11 . have resulted in a statewide shortage of inpatient resources needed for
delivery of services to the mentally ill. Although the DMH bed allocation
system adopted for adult hospital clients has relieved the problem somewhat,
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the basic problem still remains a shortage of inpatient beds. At FLMHC this
shortage is most critical in the Children/Adolescent Division; at CSH it is
most critical in the Forensic Division. Aside from the new FLMHC Adolescent
Unit, no additional hospital beds are requested; it is the mental health sys-
tem's desire to meet this bed need with community residential alternatives.
Both hospitals together, however, have been operating at 97% bed capacity
since last year, with some divisions operating at over 100% capacity. Thus,
the need to address this problem is reaching a crisis stage.

In addition to the difficulty which hospital overcrowding creates for CMHC'sin addressing their bed needs, geographic limitations prevent the state hos-
pitals from serving as emergency inpatient back-up to the majority of CMHC's.
The necessity of contracting locally for emergency services has left some
Centers without such services and others with prohibitive costs for emergency
inpatient services.

The use of supervised community residential alternatives could help relieve
the bed shortage as well as provide more appropriate services to patients
currently in nursing homes, unsupervised boarding homes, independent living
situations, or inappropriately incarcerated in jails. However, while State
and local funds currently support 231 such placements, and federal HUD funds
Provide an additional 327 community beds, this availability falls far short of
the remaining estimated statewide need for over 700 additional supervised com-
munity residential beds.

Facilities Resources 

The inadequacy of facilities and program space is a major systemwide problem
for DMH. CMHC budgets have been unable adequately to support current space
needs, and many years of underfunding the hospitals' controlled maintenance
budgets have resulted in facilities which are unsuited to client treatment
needs, in ill repair, and often in violation of JCAH standards and safety
codes. This year FLMHC received only 9% of its controlled maintenance budget
request of $1,299,000; CSH received none of its request for $926,543.

In addition to the need for funds to maintain "useable" facilities, the
hospitals are in immediate need of replacing and renovating some buildings.
Capital construction needs specified by FLMHC in their facilities planning
process should community-based alternatives fail to avert increases in the
hospital's workload, are for a new locked adult unit in 1990, an additional
adolescent locked unit in 1995, and a geriatric unit in 2005. Capital Con-
struction needs specified by CSH in their Situation Analysis are for con-
struction of a new coal fired power plant, renovating two Geriatrics Units,and for a new building to replace the existing Forensic medium security
building.

Capital equipment funds for the hospitals have likewise fallen substantially
short of needs over the past years. The two hospitals together are short
approximately $1 million in capital outlay funds for the current year, a levelof need which will only increase for the coming years. Specific capital
equipment needs listed by FLMHC in their Situation Analysis are for replace-
ment of the 23% capital equipment inventory that is over 20 years old and the44% which is over 10 years old, and for ADP equipment. Needs listed by CSH in
their Situation Analysis are for Pharmacy Services, the Forensic Institute,
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Nutrition Services, Warehouse, Plant Operations, and ADP equipment.
Furthermore, because of the major capital equipment needs of CSH General
Hospital Services, which are estimated to be $852,000 in addition to the above
figures, CSH is questioning whether this division should be continued in the
mental health budget. Therefore, CSH is in need of funds for a feasibility
study, so that "crucial decisions about the future role of the General
Hospital Services including the need for major capital outlay items can be
addressed before planning can be done for solving its problems" (CSH Situation
Analysis, p. 2a).

Staffing Resources 

Since DMH is a highly labor-intensive service delivery system, with 1,851
full-time State employees, and 1,587 CMHC employees, staffing resources
deficiencies which are being experienced in the community as well as hospital
components of the system, are of major import.

The majority of CMHC's listed staffing deficiencies among their top three
problems in their planning process. Their staffing issues are that salaries
are too low (anywhere from 18-43% below private sector and state hospital) to
be competitive, which results in problems with recruitment, particularly of
qualified minorities, and with retention (some centers experience staff turn-
over rates as high as 40% annually).

FLMHC likewise has experienced recruitment and retention problems with physi-
cians and psychiatrists, which has resulted in a 27% annual turnover rate due
to the state salary ha which prevents these salaries from being competitive
With the private sector. The same problem has created a crisis situation with
Registered Nurse (R.N.) positions. Of 31 R.N. vacancies last year, FLMHC was
able to fill only 9 with experienced psychiatric nurses. Funds are needed to
implement the FLMHC Nursing Occupational Study which would adjust the Nursing
Classification System up to competitive levels.

Problems with the recruitment and retention of R.N.'s exist at the same time
that CSH is in need of 66 R.N. positions (56 of them to be converted from
existing positions) in order to provide 24-hour coverage on each ware, as
recommended by Medicare and JCAH reviewers. CSH is in need of 15 new staff
Positions to correct deficiencies in the Child/Adolescent Division staffing
Pattern.

Finally, and ranked as highly important by both hospitals, are personal
services funding deficiencies. These are non-funded personnel costs which the
hospital budgets must absorb. These costs include retirement, which currently
averages $340,000/year for CSH alone, vacancy savings below the assessed rate,
and impacts of workers' compensation claims.

Source of Funds 

Potential losses of patient fees and federal revenue sharing dollars in addi-
tion to a FY 1986-87 federal funding shortfall could result in an estimated
maximum loss in funds of approximately $3.3 million, or 8% of the total CMHC
budget in that year. The loss of patient fees could result in an estimated
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maximum loss in funds of $2 million, or 3% of the hospital budgets over the
next several years. These losses in funds would not only prevent the system
from meeting increased mental health service delivery needs but also seriously
erode the CMHC's ability even to maintain present core service delivery levels.

Post-Institutional Placement 

Data on clients discharged from the hospitals and the CMHC's are consistent
With the picture of a mental health client population that has become more
disabled, in need of more security and control, and which has been impacted by
the inadequate number of supervised community residential alternatives. Spe-
cifically, an increasing percentage of hospital and slightly more CMHC clients
are being discharged to correctional facilities. Furthermore, an increasing
Percentage of hospital clients are being discharged to independent living sit-
uations which appears related to the decreasing availability, and use, of com-
munity residential placements.

Data on employment status at discharge indicate that the percentages of hos-
pital and CMHC clients not in the labor force have increased. This may be
related to the increased chronicity and severity of the clients. However,
additional data and further analyses are needed to confirm this relationship
ana to determine what impact vocational and employment services have had and
could potentially have on these discharge statistics.

Information Systems/ADP Resources 

The majority of automated data processing (ADP) resources available to DMH are
centralized within the DOI-ADP Section, and include two different mainframe
computers (a Univac in Pueblo and an IBM in Denver). The growth in ADP appli-
cations and the proliferation of microcomputers have far exceeded the staff
resources available within the DOI-ADP Section to support the total Depart-
ment's ADP needs. Therefore, DMH has been forced to develop its own staff
capabilities.

Due to the general lack of staff availability within DMH for ADP applications,
the lack of training resources for these staff, the continued reliance on
mainframe databases which are divided between two different computer systems
Which are difficult to link, and the lack of programmer and systems analyst
resources needed to access the mainframes or create microsystem databases, DMH
is having difficulty meeting its system-wide information needs.

The ADP resource needs consist primarily of policy-setting and systems coordi-
nation from the Department level; programmer and systems analyst resources for
maintaining and accessing existing mainframe systems, designing and developing
new micro and mainframe systems; mainframe-mainframe, micro-mainframe, and
micro-micro communication networks; and staff training for DMH users.

_Summary Analysis of External Influences 

The most global external influences on the mental health system are currently
those associated with the economics of providing care. Although the general
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economic forecast for Colorado depicts a stable and positive environment with-
in which to plan for the delivery of mental health services, some major
changes are occurring within the medical arena which may greatly impact psy-
chiatric care in the future.

One of these changes is the adoption of prospective payment systems in medical
hospitals where fees/reimbursements are governed by Diagnosis Related Group-
ings (DRG's). One potential impact of this is that medical hospitals may be
forced to transfer more clients, sooner, to the state hospitals when the in-
surance available to support them in the private settings runs out.

The implementation of a DRG-type system in psychiatric hospitals, which may
occur as early as October 1985, could have two direct impacts on DMH. Due to
the severity of DMH hospital clients, their lengths of stay currently exceed
the 11-day average proposed under the DRG payment system. Therefore, reim-
bursements under DRG's would fall short of actual costs. Furthermore, if the
DRG system is extended to other payors such as Medicaid, reductions in these
revenues may be substantial. In total, DRG's could potentially increase the
workloads and decrease the revenues for the two state hospitals.

Issues around provision of mental health services in Denver have focused
attention on this most populous area in the statewide mental health system.
Insufficient coordination of mental health services in Denver has been
acknowledged. Therefore the Denver mental health service delivery system is
being restructured and is currently in a transition stage. Services in the
Northwest quadrant are being delivered by a consortium of Park East, Southwest
Denver, and Aurora Community Mental Health Centers, and Community Support Sys-
tems, Inc. Psychiatric emergency and inpatient services are being provided by
Denver Health and Hospitals. By July 1985 a Denver Mental Health Commission
will be formed, which will coordinate all DMH contracts for mental health
services in the entire Denver City and County. Resolving this problem has
required a great deal of staff resources from the CMHC's involved, from DMH,
and from many outside persons.

System-wide, it is recognized that to be effective, the public mental health
service delivery system must be responsive to input from outside parties.
These include families and friends of the mentally ill, other client advo-
cates, as well as other agencies and individuals in both the public and
private sectors who may need the system's services or from whom the system may
need services for its clients. Specificially, outside input can supply the
system with essential perspectives around program needs which differ from the
providers' perspectives. These outside perspectives do not just relate to
what services are needed, but how they should be provided, based on what
Ppens in the communities where the clients return after treatment. This

input also enables the mental health system to enhance coordination of
services with outside persons and agencies, and enlist the commitment of those
Persons who are needed to identify and support areas of improvement in the
system. Finally, outside involvement is needed to guard the rights of
Patients inside the system.

Comparison of Actual Results to DMH FY 1984-85 Management Plan 

There is only one major deviation from the goals and objectives of the FY
1984-85 Management Plan. In order to address staffing deficiencies in the

-21-



CMHC's, it was DMH's listed objective to obtain a 7% cost of living increase
in the CMHC FY 85-86 budget. This requested appropriation was included in the
DMH Budget Request but eliminated by the Governor. Thus, the Budget Request
that went to the Legislature included no cost of living increase. However,
through the efforts of the CMHC's, it appears that the Joint Budget Committee
will grant a cost of living increase of 1.6%.

Comparison of Actual Results to DMH FY 1984-85 Budget Request 
There are two deviations in this year's Budget from the Request granted last
Year by the State Legislature. The appropriation for Operating Expenses was
short of actual needs by $73,050 for FLMHC and $208,000 for CSH. DMH sought
and was granted a $281,050 Supplemental Appropriation to cover this shortfall.

DMH also sought a Supplemental Appropriation to cover Medicaid drawdowns to the
CMHC's which are estimated to exceed this year's appropriation by over $3
million. The JBC granted a Supplemental at approximately one-half of this
need. This will require that the additional General Funds needed to satisfy
Medicaid match requirements be transferred to the Department of Social Services
from the DMH Budget at the end of FY 1984-85.
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2.

3.

Final DMH Problem List with MH Council Input 

The public mental health system can no longer treat as many clients.
The gap between population in need and numbers served has widened. The
significantly increased severity of adolescents and young adults who,
together, comprise the majority of clients, and the increased number of

involuntary admissions have resulted in the need for more resources to
treat the DMH Client population. Due to inflation, which has reduced

spending power, there are not enough resources available even to maintain
core services. Furthermore, due to a Federal funding shortfall of approx-

imately $300,000 for FY 1986-87 and potential losses of patient fees and

Federal Revenue Sharing dollars, CMHC's could lose up to $3.3 million, or
8% of their current budget. Potential losses of patient fees could result
in a maximum loss in funds of $2 million, or 3% of the hospitals' budget

over the next several years. Implementation of DRG's could impact first
and third party payments.

Colorado needs to increase mental health services for the chronically

mentally ill, including community treatment and support services and

residential placements.
Estimates show a need for over 700 additional community residential place-

ments for the chronically mentally ill. Hospital overcrowding may be

directly related to this inadequacy of alternatives. The inadequacy of

CMHC emergency service capability is also a major aspect of the system's

inability to meet the needs of the chronically mentally ill population.

There is a need to provide services for the homeless who are chronically

mentally ill. The 1985 Benton Decision has challenged the public mental

health system's response to the service needs of the chronically mentally

ill

The Division of Mental Health should improve methodolo ies for needs

assessment an targe ing o resources, an eve op s ra egies o serve

underserved and unserved clients.
The need to provide "more" treatment for longer lengths of stay has

resulted in the system's serving fewer clients, at a time when the

Population in need is increasing. Furthermore, there are underserved

Populations such as the elderly, and unserved populations such as the

homeless, the mentally ill in jails, the mentally ill in nursing homes,

victims of crimes, etc., which represent thousands of persons, statewid
e,

in need of mental health services, who do not receive them.

4. There is a need to clarify the mental health system's role in protecting

society at arge.
There has been a significant increase in the number of involuntary hos-

pital admissions; the CSH Forensic Unit is severely overcrowded; adoles-

cent clients are increasingly in need of behavior control; and increasing

numbers of both hospital and CMH clients are being released to correc-

tional facilities. Society's view of the role and nature of public mental

health treatment appears to be changing.

5. The public mental health service delivery system should increase its res-

ponsiveness to outside input. 
In order to be effective, the public mental health service delivery system

must increase its responsiveness to outside input from client advocates,

-23-



6.

7.

families, and friends as well as from other agencies in both the public
and private sectors.

Need to improve coordination of planning, budgeting, and service delivery
linkages between systems, especially at the local level, and to clarify
the responsibility of the public mental health service delivery sector.
There is a need to define the scope of responsibility of the public sector
mental health system in relation to the private sector and to other public
and private human services systems. Specialized services are needed for
the multi/dual-diagnosed and for "intersystem" youths, which cross the
boundaries between systems, and better coordination is needed between all
systems to improve services for all clients.

There is no continuum of services for children and adolescents, particu-
larly around residential programs.
The severity of adolescent clients admitted to the hospitals has increased
significantly. Few community residential placements and services exist
for these seriously disturbed young clients either as alternatives to hos-
pitalization or to meet post-hospitalization needs.

8. Mental health treatment facilities and equipment are deteriorated, and 
there is not enough space for privacy of treatment in many community 
mental health centers. 
Long-term underfunding of controlled maintenance for hospitals and CMHC's
has resulted in substantial deterioration of facilities, some beyond
repair. Many CMHC's need to move to more adequate facilities. There are
immediate capital construction needs for the state hospitals. FLMHC pro-
jects the need for additional inpatient building space by 1990. CSH needs
to construct a new power plant, renovate Geriatrics East and West, and
modernize the Pharmacy. Unfunded capital equipment needs for the hos-
pitals approximate $1 million this year, in addition to the need for a
feasibility study of CSH General Hospital Services to determine whether an
additional $852,000 in capital outlay funds that are needed should even be
requested.

9.

10.

Staff salaries are too low, systemwide, and there are substantial personal 
services funding deficiencies in the state hospital budgets.
Inadequate salaries have caused CMHC's to have problems in the recruitment
and retention of all staff. They have caused the hospitals the same prob-
lems with physicians and psychiatrists, and have resulted in a crisis
situation wherein the hospitals are unable to recruit and retain enough
Registered Nurses. Furthermore, non-funded personnel costs in the hos-
pital budgets such as for retirement, vacancy savings below the assessed
rate, and lost time due to workers compensation claims diminish funds
available to maintain the workforce.

Severe overcrowding in the state hospitals indicates a statewide shortage 
of public mental health inpatient resources.
The two state hospitals together have been operating at 97% of bed
capacity since last year, with some divisions operating at over 100%
capacity. The most critical overcrowding is in the FLMHC Children/Adoles-
cent Division and the CSH Forensic Division. Due to the shortage of beds,
CMHC's are unable to access the public inpatient resources that they need.
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The Division of Mental Health's information systems and ADP resources are 
still- in need of further development.
The ADP resource needs consist primarily of policy-setting and systems
coordination from the Department level; programmer and systems analyst
resources for maintaining and accessing existing mainframe systems,
designing and developing new micro and mainframe systems; mainframe-
mainframe, micro-mainframe, and micro-micro communication networks; and
staff training for DMH users.
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CHAPTER 2

SITUATION ANALYSIS
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Introduction

The following Situation Analysis involves evaluations of external influences
and internal capabilities which are likely to have a significant influence on
DM-i's ability to provide statewide public mental health services. The analy-
sis of external influences establishes the nature of the environment in which
DMH will operate and the size and needs of the target population. The analy-
sis of internal capabilities is an evaluation of the ability of DMH to service
the target population needs and to respond effectively to other influences
from the community, the political systems, other areas of human services and
Other parts of the Department of Institutions.

The outcome of the Situation Analysis is a systemwide picture of the needs
that must be satisfied, which leads to the identification of problems and
oPportunities in the service delivery areas which should be addressed by DMH.
This problem/opportunity analysis is the subject of Chapter 3. It is followed
by a list of all figures and tables, and by an index which lists the topics
covered in this document. The Situation Analysis which is the subject of the
Present chapter, is divided into the following main elements:

1 Taret Population: A description and analysis of the size and charac-
teristics of the target client population served by DMH, including
comments on conditions or trends which affect this group and any major
impact such matters could have on DMH's ability to render services.

2. Main Services Rendered: A description of the principal types of care
given to the target client population and an identification of issues
which arise around providing these services.

3. Facilities Resources: A description and analysis of the types and
conditions of facilities currently in use in the mental health system,
including comments on their adequacy to support the services rendered.

4. Staffing Resources: A description and analysis of the numbers and quali-
fications of personnel currently working in the mental health system, in-
cluding comments on their adequacy to provide the services needed.

5. Source of Funds: A description and analysis of the major sources and
levels of funds available to render services, including comments on the
adequacy of existing funds.

6. Post-Institutional Placement: A description and analysis of the alterna-
tives available to clients who have been released from care with particu-
lar attention to the number and percentages of the total who are trans-
ferred to less and more restrictive environments.

7. 
Information S  stems/ADP Resources: A description and analysis of the
issues relative to DMH information systems and ADP needs.

8. Summar Anal sis of External Influences: A description and analysis of
external influences whichpresent threats or opportunities to DMH.

9. 
Comparison of Actual Results to Mana ement Plan: A report on any devia-
tions rom this present year s DMH Management P an objectives or budget.
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Since parts of the following Situation Analysis are based heavily upon Situ-
ation Analyses and Problem Lists generated by the two state hospitals and the
23 community mental health centers and clinics,* those documents will be
referenced where appropriate. All division-wide client data was generated by
the DMH Evaluation Services Section from its automated, integrated client
database. The DMH Management Services section provided funding and staffing
data, and the two state hospitals provided hospital-specific data from their
respective automated management information systems. The section on Informa-
tion Systems/ADP Resources is drawn from the DMH ADP Plan written by the DMH
Evaluation Services Section.

*Hereinafter referred to as CMHC's.
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Target Population 

Population in Need 

The Division of Mental Health targets its services to persons who are chroni-
cally, critically, and seriously mentally ill. In order to estimate the num-
ber of target persons in need of mental health services, DMH uses a statisti-
cal needs assessment model. This model applies age-specific national mental
illness prevalence rates to age-specific Colorado general population figures.
The model then adjusts these first estimates by the prevalence in Colorado of
six social problem factors that have been shown to relate strongly to the need
for mental health services. These factors, referred to as social indicators,
are: 1) suicide rate per 100,000 population, 2) abuse and neglect reports per
100,000 children and adolescents, 3) divorce rate per 1,000 married couples,
4) percent minority population, 5) percent population in poverty, and 6) per-
cent labor force unemployed.

As a framework for the following analysis, it should be noted that, based on
the 1984 Colorado general population figure of 3,182,236 persons (Demographic
Section, Colorado Division Local Government) the DMH needs assessment model
estimates 230,725 persons, or 7% of the general population to be in need of
mental health services. Myers et al. (1984) recently reported mental illness
prevalence rates for adults in New Haven, Baltimore, and St. Louis of 13%,
13%, and 12%, respectively. Since Colorado's use of social indicator data
accounts for urban differences, these outside data show Colorado's needs as-
sessment model as providing lower, more conservative estimates of population
in need.

The application of the DMH needs assessment model to Colorado general popu-
ation figures results in the estimates and projections of the numbers of

chronically, critically, and seriously mentally ill persons in need of mental
health services provided in Table 1, page 69. For the past 3 years there have
been increases in the population in need in all age groups, with an overall
increase of 5%, or 10,982 persons in need of mental health services between FY
1982-83 and this year. Projections for the next two years indicate that the
total population in need will continue to increase, by an additional 5%, or
12,089 persons, by FY 1986-87.

Given the limitations of public resources, it is fortunate that mental health
service delivery is one area where the private sector shares in meeting the
statewide need for services. A private sector survey done by DMH in collabo-
ration with the Mental Health Association of Colorado (Thompson, Grosser, and
Coates, 1980) estimated that the number of moderate to severely impaired
Clients served annually by the private sector was between 36,000 and 54,000.
Keping in mind that these data describe the situation five years ago, the
higher estimate (assuming growth in private resources) could be applied to the
Population in need figure for last year (see Tables 1 and 2, page 69) to esti-
mate that the private sector may be serving approximately 24% of the popula-
tion in need. As table 2 shows, the public mental health sector served 30% of
the population in need.
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Although these overall figures do not control for duplication of service de-
livery by both private and public mental health providers, it is helpful to
know that as much as half of the statewide mental health service needs may be
getting met. Further analysis on more current data is needed in order
Ultimately to define the extent of the public mental health system's responsi-
bility in meeting the statewide needs for mental health services.

Clients Served 

Clients served are the number of open cases at the start of a fiscal year plus
all admissions during that fiscal year. Table 2, page 69, shows the number of
Clients served by DMH last year, this year, and as projected for FY 1986-87
compared to the numbers of persons in need. These data show a decreasing
trend in the total numbers served. It is projected that DMH will serve only
60,000 clients in FY 1986-87, which is 6% less than this year, and 12% less
than last year. Since the population in need has been increasing, it is
obvious that DMH is serving a decreasing percentage of the population in need,
such that by FY 1986-87, DMH will serve only one-quarter of the persons in
need of mental health services. The reasons for this, which will be illus-
trated under the following headings, are that the system is being called upon
to serve an increasingly disabled client population which requires longer
lengths of stay and more resources to treat.

Table 3, page 70, illustrates that the distributions of clients served by
ethnicity, sex, and age are stable over time. The largest percentages of
Clients are Anglo (79%) and adults (70%). It is necessary to look at Table 4,
Page 71, however, to analyze the differential rates at which these clients are
served. These data in Table 4 control for the general population prevalence
rates of these demographics so that their prevalence rates in the DMH client
Population can be compared. They show that services to adolescents have in-
creased such that they are served at a higher rate than any other age group,
and that adolescents and adults are served at over twice the rate of children
and elderly. National data generally show lower prevalence rates for
Children, so their lower rate of service may be based on lower need. However,
the elderly are generally shown to have the highest prevalence of mental ill-
ness, so the elderly constitute an underserved population in Colorado.

The bottom portion of Table 4 shows that services to all minorities havei ncreased (Hispanics stayed essentially the same) since FY 1980-81, with the
greatst increase in services to Asians. This increase is consistent with
yMH's funding in FY 1981-82 of the Asian Pacific Specialty Clinic. Most
?Ii.lportantly, these data show that all minorities are now served by DMH at a
nigher rate than Whites.

Asa final descriptor of general characteristics of the clients served by DMH,
which also has remained stable over time, Table 5, pages 72 and 73 lists the
most.recent data on numbers and percentages of open cases by admission diag-
nostic category. These data show that the highest single percentage of com-
1,11, n1tY center clients (31.3%) are diagnosed as "adjustment disorders." The
yighest single percentages of hospital clients (CSH = 45.8%; FLMCH = 41.7%)dre 

diagnosed as "schizophrenia."
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Chan es in the Target Population

Two major changes have occurred in the DMH client population which have
serious implications for service delivery. The first of these is that the
number of clients admitted on an involuntary status has increased. Table 6,
Page 74 shows that in FY 1979-80, 13% of admissions were involuntary. Four
Years later, in FY 1983-84, 19%, or almost 2,000 more clients were admitted on
involuntary status.

The implications of this are that: 1) The mental health system must accept
these admissions in place of other clients who are often needier and would
accept treatment voluntarily, and 2) These involuntary clients are often
resistive to treatment and require or are mandated to have longer lengths of
stay, resulting in service delivery of low effectiveness and high cost-to-
benefit ratios for the public mental health system.

This is particularly true of the hospitals. FLMHC admitted 72% of its clients
(2.41 involuntary status in FY 1983-84. Figure 10, page 75, shows the increase
in. involuntary admissions to FLMHC since FY 1979-80 by division. "Many

clinicians see the number of involuntary admissions as evidence of the role of
Fort Logan as primarily a social control agency and, secondarily, a treatment
agency. In terms of actual impact on services, the number of involuntary ad-

missions increases diagnostic, assessment and accompanying paperwork require-
ments, especially for the Adult Admission Team which accepts 68% of all admis-
sions to the hospital." (FLMHC Situation Analysis, p. 5)

Colorado State Hospital, where 91% of the patients are involuntary (DMH Orchid
F!ePort, Number 34), manifests this problem in the severe overcrowding of the

institute of Forensic Psychiatry, where all patients are involuntary. This
problem will be discussed in more detail later under client workload issues.

The .second major change in the DMH client population is that the young adults

admitted to the system are significantly more severely disabled than in the
Past. Figure 11, page 76, graphs the admission level of dysfunction scores of
).10ung adults (age 18-40) who were admitted to the mental health system over

the past five years. The increasing trend, which was shown to be statisti-

11Y significant using a one-way analysis of variance, p <.01, shows that
rrese clients are more dysfunctional than previously and therefore in need of
ore treatment resources.

The FLMHC Situtation Analysis addresses this problem as follows: "With the
ieneral population increase, the hospital is expected to see a concomitant
i ncrease in the numbers of the Young Adult Chronic Patients. This patient

9reIT has recently been described in the literature (Pepper, et al., 1982) as
tYPically having the following characteristics:

-- Male, 18-35 years of age
-- have legal problems
-- have substance abuse problems
-- deny illness and medications
-- have significant social and living skills deficits

-- are sometimes violent, hostile and act out

-31-



...Young adult chronic patients use the psychiatric service system in a
revolving door manner and move from one facility to another. These indivi-
duals have been described as being in a state of disequalibrium because they
cannot adapt to the community and will not [voluntarily] remain in the hos-
pital.

...In summary, this population group represents an emerging problem for Fort
Logan as well as the CMHC's in the Denver area. Proven methods of treating
this group are not readily at hand." (pp. 1-2)

Young adults, age 18-40, comprised 57% of all admissions to DMH in FY 1983-84
(special data run, DMH Evaluation Services Section).

In addition to the increase in severity of the young adult client, which is a
division-wide problem, FLMHC has experienced an increase in severity of adol-
escent patients. Again, the FLMHC Situation Analysis (pp. 3-4) states:

"Adolescent patients admitted show generally more disturbed behavior over the
last five years according to the Colorado Client Assessment Record's (CCAR)
level of functioning ratings. Personal behavior problems, socio-legal diffi-
culties, and substance abuse problems show a large to moderate increase in
frequency (1983-85 Colorado State Mental Health Plan). In addition, a recent
analysis by DMH Evaluation staff identified six types of adolescent patients.
These types and their proportions in the public mental health system are:

-- Mildly Dysfunctional (30%)
-- Personal Distress/Interpersonal Dysfunction (21%)
-- Victim of Violence/Abuse but Mildly Dysfunctional (12%)
-- Severe Overall Dysfunction with Child & Substance Abuse (10%)
-- Severe Overall Dysfunction without Substance or Child Abuse (13%)
-- Substance Abuse and Academic Problems Otherwise Mildly

Dysfunctional (14%)

Weights for severity were assigned to each type, higher weights corresponding
to greater severity. Proportions of each type, weighted for severity and
averaged, provide an index of case mix severity which may be useful in deter-
mining the relative dysfunction level across sectors of the Colorado Mental
Health System, as is illustrated in the following table:

Comparison of CMHC's CSH and FL
Adolescent Case Mix

FY '82-83 and '83-84 (through 2/84)

Case Mix
Severity Index

% Maximum
Dysfunction

Case Mix
Severity Index

% Maximum
Dysfunction

CMHcis 2.38 40% 2.36 39%

CSH 3.84 64% 3.58 60%

FLNHC 4.20 70% 3.90 65%
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The analysis clearly shows that the two state hospitals', and particularly
Fort Logan's adolescent patient group is very dysfunctional (65%-70% of
maximum)."

Length of Stay 

One systemwide result of the increases in involuntary admissions and in the
severity of adolescents and young adults is an increase in average lengths of
stay for clients in the hospitals. Table 7, page 77, shows the median
lengths of stay (LOS) for currently enrolled clients by division. Lengths of
stay have increased for adults (CSH: +43%, FLMHC: +8%) and elderly (CSH: +91%,
FLMHC: +38%) at both hospitals, and by 55% for children/adolescents at FLMHC.

cty Center Target Population Issues 

Several CMHC's, in their "Problem Lists" submitted to DMH, noted that in-
creases in indigent and unemployed clients have added burdens to their bud-
gets. One center indicated an increase in the number and severity of partial
hospitalization clients as also requiring more resources for longer lengths-of-stay and for evening programming. One other center specified the problem
of providing services in a resort area which has high seasonal fluctuations inthe population-in-need. The majority of CMHC issues, however, were tied to
areas other than target population changes.

Ill Persons Outside of the Mental Health System

ive target populations exist outside of the mental health system which should1?e considered as potential clients of the system. These are the mentally ill
Jails, the "intersystem" youths, the dual/multi-diagnosed, the mentally illin nursing homes, and the homeless mentally ill.

Mentally Ill in Jails

The National Coalition for Jail Reform (undated pamplet) estimates that of the
.2 million persons jailed annually, nationwide, 10% or 600,000 are mentally
ill persons in need of treatment. A 1981 survey (Denver Anti-Crime Council)

r just the Denver County Jail revealed that 662 inmates per year were charac-
rlzed by the jailers as mentally ill. Of these 459, or 69% were charged

With only minor ordinance violations typically involving nothing more than
.nuisance behavior. The substantial numbers involved require that this issuebe addressed by both the correctional and mental health systems.
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"Intersystem" Youths

"Intersystem" youths are clients of the juvenile correctional (DYS), social
services (DSS), and mental health systems (DMH), who do not always fall neatly
into the differing types of services which each of these State systems pro-
vides, or get referred immediately into the most appropriate of the three sys-
tems. In other words, their problems cross the boundaries of these systems,
and the result is that they are inappropriately placed, passed back and forth
between the systems, repeatedly returned to one of the systems, or fall
through the cracks between each of the three systems. These juveniles are
mainly multi-problem youths who are simultaneously involved in legal, family
and personal problems. They have been referred to as "intersystem" youths, or
the "grey-area youths."

A survey of the juveniles who received involuntary out-of-home placement
services from DSS, DMH, and DYS this past year (Wilderman, 1984) revealed that
517 of them were judged by professional staff to be inappropriate for the sys-
tem in which they were placed. These "grey-area youths" were characterized by
DMH and DYS as having high prevalence of such problems as suicidal tendencies,
runaway, substance abuse, serious behavior disorders, had been abused or were
repeated failures within the same system. They were characterized by DSS pro-
fessional staff as being inappropriate for any existing DSS placement and
therefore frequently passed between DSS, DMH and DYS.

The best that each system can and does do with these youths is to provide them
With existing services within their systems until which time the youths can be
returned home or a more appropriate placement can be found. Neither option
addresses the multiple serious nature of the needs that these youths have.

Dual/Multi-Diagnosed

Although no statewide data exist on the number of dual/multi-aiagnosed per-
sons, much attention has been paid to the difficulties this population poses
for service delivery systems. No one system, including mental health, can
adequately meet the needs of these clients. Thus, while their numbers may not
be great, they pose a significant problem to both hospitals and CMHC's in the
mental health service delivery system.

Mentally Ill in Nursing Homes

It has been estimated that there are between 1,350 and 1,750 mentally ill
persons residing in nursing homes statewide (Grosser, 1981). For many years,
due to inadequate alternatives, the mental health system has been using
nursing homes as intensive treatment facilities for clients who need 24-hour
suPervision, but "less than" mental hospital inpatient treatment. However,
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nursing homes are intended for persons with medical problems and therefore
they provide 24-hour medical staff coverage which is much more expensive and
different from the 24-hour mental health staff coverage that these mentally
ill clients need. Specifically, the Grosser (1981) study found that ..."40%
of the chronically mentally ill residing in nursing homes have no medical or
physical care needs requiring nursing home placement" (p. 1). Grosser's data
showed that between 540 and 700 mentally ill persons are misplaced in nursing
homes statewide and not receiving the mental health services they need, due to
the mental health system's lack of appropriate supervised residential facili-
ties. The potential closing of some nursing homes, if recently discussed reg-
ulation changes are legislated, lends further emphasis to this issue.

The Homeless Mentally Ill

National estimates are that between 25% and 50% of homeless persons are
mentally ill (The Homeless Mentally Ill, 1984). Although no statewide figures
are available, the Colorado Coalition for the Homeless estimates that there
are from 3,000 to 3,500 homeless in the Denver metro area alone, and that of
these, approximately 30%, or around 1,000 are chronically mentally ill. The
762 shelter beds in Denver which serve this entire homeless population are
always full. With the additional needs of other urban areas in the State, it
is clear that the residential and service needs of the homeless mentally ill
are substantial.

Client Workload

Another way of analyzing DMH's target population is to examine the workload it
creates for the mental health system. Many of the target population changes
result in workload changes; conversely, many workload issues are barriers to
the system's addressing target population changes and needs. Therefore, the
following addresses client workload issues in each of the three major compon-
ents of the mental health system.

The 23 CMHC's contract with DMH for the numbers of clients they will serve by
ethnicity, chronicity, and severity. Table 8, page 73, shows that while

l ast year the CMHC's, together, met their contract obligations, this year they
are 6% or 2,304 clients below their projections at mid year. It should be
r,loted that these totals include great variation between the CMHC's, with a few,large centers that exceed their contracts carrying several others which are
'tar below their projections.

11-1.e majority of CMHC's (1L) in their Problem Lists stated that a lack of suf-
ficient funding levels in face of the increased needs of their target popula-
tl°hs has made it difficult, if not impossible, even to maintain previous
service levels.

9t Logan Mental Health Center (FLMHC), the state hospital located in Denver,
ewise is projected to serve fewer clients this year than last year. Table
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9, page 79 estimates that the hospital will serve 12%, or 144, fewer clients
this year while still maintaining the same high bed occupancy rate (90% last
year; 91% this year).

Colorado State Hospital (CSH), in Pueblo, has served an increased number of
Clients since FY 1983-84. As Table 10, page 80 shows, this is due to sharp
rises in the numbers of child/adolescent and forensic clients, respectively.
This has resulted in the Child/Adolescent Division being at or over capacity
and the Institute for Forensic Psychiatry being severely overcrowded (see
Table 11, page 81). The Forensic Institute is currently operating at 102% of
bed capacity.
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Main Services Rendered

Introduction 

The two state hospitals and the 23 community mental health centers and clinics
(CMHC's) together provide an integrated statewide network of services for the
mentally ill. DMH has divided the State into 20 catchment areas and funds a
community mental health center in each of these areas to provide services to
persons who reside in that geographic area. In addition, DMH funds 3 special-
ty clinics (Childrens, Asian Pacific, Servicios) which serve clients from all
areas of the State.

On a very generalized level, the hospitals provide back-up to the CMHC's for
their clients who need intensive, inpatient care, and the CMHC's provide out-
patient and community residential back-up services to the hospitals for all
Clients released back into the communities. In addition, the hospitals serve
a substantial number of persons referred directly by the courts (85% of their
total client population), and a small number of voluntary referrals which are
from social services departments, the educational system, private medical and
mental health professionals, and on personal referral (see Table 12, page
82). In contrast, the CMHC's obtain the majority of their referrals from
these voluntary sources, with personal (49%) and medical/psychological (22%)
referrals comprising the largest two sources (see Table 13, page 83),

Bed All

1-1011asielHC's refer clients to all divisions in the hospitals on an "as needed"
However, due to a geographically uneven and often too great demand on

age 
hospital beds, DMH in 1980 went to a bed allocation system for just this

sr group. Each CMHC is allocated a specific number of adult beds in the
n ate hospitals according to an allocation formula statistically based on
eed. Centers work closely with hospital staff to manage this resource
according to the CMHC's needs.

Though an evaluation study of the bed allocation system completed by DMH
\r, 111s, 1984) showed it to be successful in decreasing CMHC expenditures for
'!)rl-state hospital inpatient care, increasing the numbers of adult clients
,',rved by FLMHC, increasing the appropriateness of adult clients served by

and increasing the CMHC's control over their inpatient resources, several
CMHCi s in their Problem Lists specified a need for more beds than they were
allocated,, Workload data (DMH Management Services Section) also reveals
'ight underutilization of allocated beds for several other CMHC's. Thus,s!
ume fine tuning of the bed allocation formula is still needed.

me
encY Services

Wh Lnile 4, e 2 state hospitals provide inpatient services to every CMHC, their
zuaci:ation is too distant from all but a few CMHC's to meet emergency hospitali-

needs. Thus the majority of centers must contract for this service
exT local hospitals and facilities, and in some areas these facilities do not
gensct - A number of CMHC's, in their Problem Lists, documented a lack of emer-
tk _Yser.qice capability, ekher because no service was available or because"e costs of such services were prohibitive.
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Hospital Bed Capacities 

Table 14, page 84 lists trends in state hospital bed occupancy rates for the
past two years and for this year. The data show that the total number of pub-
lic mental health inpatient hospital beds are at 97% of capacity this year
which is the same as last year and up from 95% of two years ago. Most prob-
lematical at FLMHC is the increased and high occupancy rate, approaching 100%,of the adolescent beds. The FLMHC Situation Analysis, pages 6-7, states:

"The level of demand for adolescent inpatient beds by the Juvenile Courts,
department of Social Services, Division of Youth Services and the thirteen
Community Mental Health Centers in the FLMHC service area exceeds the re-
sources represented by Fort Logan's 61 adolescent beds. The three existing
adolescent treatment teams have averaged a 97% bed occupancy in FY '83-84 with
the locked unit showing a 101% average occupancy. Although there is no single
method for determining ideal occupancy rate, an 85-90% occupancy is considered
the standard range for adolescent psychiatric facilities.

The adolescent teams have consistently had a waiting list for admissions over
the last 2 1/2 years. Fort Logan's admission office routinely receives 8-12
inquiries monthly from Community Mental Health Centers and Social Services
Departments who want to refer specific patients but do not because of the long
expected wait for admission. A poll of CMHC's was conducted in August, 1984
by FLMFIC's Admissions Office to determine the specific CMHC adolescent
Patients who would be referred for inpatient care if beds were available. The
results were as follows:

Patients Needing Admission: 49 (32 need an open treatment unit and 17 would
require a locked unit)

Fort Logan has pursued a formal budget request through the Division of Mental
Health and the Department of Institutions in order to increase adolescent
inpatient bed resources." The Joint Budget Committee and Legislature has
approved DMH's request for a new 22-bed locked adolescent unit at FLMHC for FY
1985-86.

The Child/Adolescent Division at CSH is likewise just under 100% capacity, an
average which masks the fact that its capacity has, for many individual
months, been over 100%. However, even more problematical for CSH is the
evere overcrowding of the Forensic Division, which averaged 102% occupancylast year and is maintaining that same level this year.

However, aside from the FLMHC Adolescent Unit, no new hospital beds are being
requested. It is the public mental health system's desire that the hospital
2ver.crowding be relieved by the development of community beds, as described inthe following section

Community Residential Alternatives 

?fle of the most long-standing, widespread, and highest needs in the mental
system has been for community residential alternatives to hospitali-

aLion. Many of the chronically mentally ill do not get cured;
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rather they spend a large portion of their lives in need of long-term care
which includes episodes of hospitalization, moderated by various intensities
of community supervision and day treatment services.

A significant, critical link in the continuum of care for the chronically
mentally ill is the development of a continuum of residential alternatives.
This continuum includes alternatives to hospitalization as well as alterna-
tives to nursing home care. These alternatives are needea to fill the gaps
which currently exist for the chronically mentally ill who were previously
institutionalized. These alternatives are needed to complement boarding homes
and other independent living situations which are also needed but do not pro-
vide sufficient structure or supervision for many persons whose functioning
levels demand a more constant program of care. Without such structure and
supervision, these individuals during episodes of problem behavior often
become disruptive and are placed in jails, since Law Enforcement staff have
nowhere else to take them.

As of June 30, 1983, DMH had open cases on 6,222 chronically mentally ill
clients age 18+. Clinical data collected on these clients showed that
although 1,374 were placed in inpatient or nursing home settings, 160, or 12%
could have been placed in appropriate residential alternatives in the com-
munity if these were available. On the other hand, the data showed that of
the 4,184 chronic patients placed in boarding homes or independent living
situations, 160 or 4% were in need of more structured residential alterna-
tives. Add to this the number of adult mentally ill who are placed in jails
(459 per year in Denver alone), and it is obvious that there is a need for
over 700 units of housing throughout the residential alternative continuum.

State and local funds currently support 231 units of housing/residential care
in the community, and federal HUD funds provide an additional 327 units, for a
total of 558 systemwide which are available to public mental health clients.
However, based on the CMHC's Problem Lists which have identified the shortage
Of community residential facilities and alternatives for the chronically
mentally ill and other special client groups (particularly children/adoles-
cents) as their third highest problem, the need substantially exceeds the
current availability of such placements.

Medical Screening 

The results of several recent research projects suggest that an important
Proportion of mentally ill individuals may be suffering from a physical
illness that either causes or exacerbates their mental illness. While the
research consistently indicates that some proportion of the mentally ill
suffer from these undiagnosed physical illness, the estimates of this
Proportion vary widely from study to study.

the 
order T.o estimate this proportion in the Colorado mental Healath System,
Division of Mental Health in conjunction with the School of Nursing at the

1-11 versity of Colorado Health Sciences Center and two Community Mental Health
tk:enters is conducting a study. In this study 175 mental health clients areeceiving a physical examination from a nurse practitioner, completing a
'lth history and providing blood and urine specimens for analysis.
'I -lowing the cllectior of these data by the practitioner, a physician from
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the School of Medicine reviews the practitioner's findings, recommending
follow-up evaluation of those clients showing signs of physical illness.

In addition to the screened clients, a contrast group of clients also has been
included to estimate the proportion of physical illnesses that would be dis-
covered through routine mental health treatment. These clients may be
employed to assess the treatment outcomes associated with the medical screen-
ing procedure. The Colorado Medical Screening project, therefore, will yield
important information regarding the health status of mental health clients and
how their physical health relates to their emotional well being.
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Facilities Resources

One of the highest priorities of the Department of Institutions is to address
the poor condition of a large number of its facilities throughout the three
divisions. Although the main areas of concern in DMH are the two state hospi-
tals, it should be noted that many CMHC's, through their planning process, for
the past two years have highlighted the problem of insufficient program and

Office space. This has taken the form of clinicians being forced to provide
therapy in offices that must be shared with other clinical or non-clinical
staff and thus interfering with therapeutic needs for privacy. CMHC's further
state in their Problem Lists that this issue relates to inadequate maintenance
funding and the inability to replace, restore, or expand old or outgrown
facilities.

The main issues regarding FLMHC's facilities as taken from their Situation
Analysis, pp. 12-14, are:

"Space Requirements on Present Locked Units and for Future Locked Treatment 
taarams Exceeds Available Square FootaE.
The main Fort Logan facilities were designed and constructed in the 1960's to
create an open therapeutic community for treatment of relatively high func-
tioning mentally ill persons. It was assumed that most patients would reside
Off campus, but would attend therapy groups and social-recreational, indepen-
dent living, and vocational skills classes and workshops on the Fort Logan
grounds during the day. The treatment units themselves were designed to be
Primarily overnight residences for only a portion of the total client popula-
tion. They were not to be the site of many treatment programs or treatment
staff offices; treatment staff offices were located throughout the central
campus in proximity to their specialized treatment areas.

Patients were expected to cooperate with treatment on a voluntary basis; they
certainly were expected to behave in a non-dangerous fashion. Accordingly,
security and protection features were not included in the facilities design or
taffing pattern. Units were not locked and staff were not hired or trained
in the management of assaultive behavior or the daily care of gravely disabled

Persons.

The actual use of Fort Logan facilities departed, quite dramatically, from the
designated purpose in the mid-1970's when many of the hospital treatment units
were locked. This change appears to have reflected not only a general shift
in soc'ety's attitude toward the mentally ill (decreased tolerance and in-
creased fearfulness), but also a shift in the role that Fort Logan was to
serve in the State's mental health delivery system. In the early 1970's the
metr opolitan Denver area mental health centers were assigned the role of
Pproviding treatment services for the great majority of the mentally ill.
Latients who previously were the core of the Fort Logan population were now to

treated by the community mental health centers; patients who previously

excluded from treatment at Fort Logan or were transferred to the Colorado
i?tate Hospital became the core of the population for Fort Logan. The result
fin the [FLMHC] facilities use was that treatment units that had been designed
h°r limited use as bedroom complexes on a short-term basis became the princi-
't'al space for 24-hour residence for patients that were often here on a long-

basis. Bedroom space generally complies with licensing standards but
'cmim-in areas, therapeutic activities, office space and educational program
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space is inadequate. Specific examples of space inadequacies [at FLMHC]
include:

* The Colorado Department of Education has cited
the inadequacy of the classroom space on [FLMHC]
Adolescent II in their December, 1983 on-site
visit.

The dining area on [FLMHC] Adult I lacks adequate
space according to a specific recommendation
of the JCAH surveyors in August, 1984.

This brief history [of FLMHC] applies not just to the adult programs; it willyet be realized for children/adolescent and geriatric programs. This trendcan be expected to be repeated for them in the near future. The adolescentunits have experienced a chronic shortage of locked beds... The planning
process for the proposed locked adolescent unit has pointed out that space
Which is safe and cost-effective for locked inpatient care at Fort Logan hasbeen exhausted and new locked inpatient programs subsequent to the new adoles-cent unit will require new construction.

The single geriatric unit at Fort Logan is a locked admission unit. It is
unknown whether there will be mandate in the near future for a locked facilityfor organic brain syndrome patients. The primary role for Fort Logan MentalHealth Center now, and increasingly in the future, then, is to provide
moderate-to-highly secure and protective treatment settings for intermediateto-long-term psychiatric patients of all ages...

L9119-Range Facilities Planning Continues 

Because of the increasing demands for inpatient, office and other functional
areas, [FLMHC] is currently developing a long-range space utilization plan for
existing, remodeled and/or new hospital facilities through 1995. [This is due
to be completed by June 30, 1985]."

[To date, this facilities planning process has specified that] the need for
locked treatment settings is expected to go beyond the proposed locked adoles-cent unit slated to open in '85-86. The planning process for the proposed1,1hit has pointed out that the space suitable for locked inpatient care has
ueen exhausted. Current l'patient use patterns would dictate a new lockedclult unit in 1990, an adolescent locked unit in 1995 and a geriatric unit in
f.205. This expected ;rowth would indicate the need for a new building withinLge next five years.

Cdh+,,rolled Maintenance Funds are Inadequate to Keep Buildings in Good ondition.
rt Logan is fortunate in having a fairly new physical plant (20 years old)ou that [Fort Logan has] been able to "get by" when controlled maintenancends are insufficient. Appropriations for controlled maintenance of build-

and mechanical equipment have historically been insufficient to complete
re necessary repairs. The following analysis of controlled maintenancecuests and appropriations illustrates the problem Df increasing needs (asuldicated by requested amount) and decreasing resources.
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FLMHC Controlled Maintenance Requests/Appropriations

Year

1979

Amount Requested

1985

Amount Funded % Funded
FY '79-80 $ 6,300 $ 6,300 100%

'80-81 35,000 3,300 9%
'81-82 464,600 302,000 65%
'82-83 194,100 194,000 100%
'83-84 527,500 47,106 9%
'84-85 1,299,000 114,170 9%

Total $2,526,500 $666,976 767,

Historical underfunding has produced the following problems:

2.

3.

4.

More expensive repairs are incurred when a maintenance problem is
allowed to become an emergency condition. Disruption of services is
often the result of emergency repairs.

Routine repairs if not made in a timely fashion will prove the age-
old adage of "a stitch in time saves nine." For example, a leaking
roof will cause interior ceiling and wall damage if left unattended.

Worsening building conditions will become a burden when JCAH's new
(and more stringent) consolidated standards are used at Fort Logan's
next accreditation survey.

The conditions of the living units provoke negative community reac-
tions and project an inconsistent commitment to the care ana treat-ment of the mentally ill.

4 Critical situation is predictable within the next five years if controlledm?intenance monies are not appropriated at the requested level. This is asituation that is common to state buildings in general and institutions in
Particular and requires long-term solutions before the buildings are beyondrepair.fl

The main issues regarding CSH's facilities as taken from their SituationAnalysis, pages 12-14, and 8-9 are:

trolled Maintenance Funds Inadequate 
tj,..Many years of underfinancing [controlled maintenance] requests have taken
rVr toll on [CSH] facilities and grounds at an ever increasing and alarming
ra e. The litany of woes is endless: ceilings falling in on therapy rooms,

Pouring onto wards and offices, flarge chuck holes in roadways, etc.
fort 

will soon have to evacuate buildings unless large sums or repairs arewill soon

In
wer "scal year 1984-85, $926,543 was requested and documented. No dollars
ft, e authorized. ',1,25,5,659 has been requested for fiscal year 1985-86 and'"e Goverror's recommended funding line allows only $68,000 of that amount...
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Capital Construction Needs 

Power Plant: A capital request for $7,726,750 has been made for construction
of a new, coal fired, power plant. This project is currently under concept
design. Additional funds in an amount of $387,000 have been previously appro-
priated to complete the design. A Capital request of $7.7 million has been
made for fiscal year 1985-86 for construction of the New Power Plant. This
request has been approved for Fiscal Year 1985-86.

Ward Renovation: Ten patient wards in Buildings #120 and #121 are in viola-
tion of the Life Safety Code (NFPA 101), Section 13-3.6, in that there are no
fire rated doors or corridor partitions in any of these wards. The recent
Joint Commission on the Accreditation of Hospitals survey team has commented
that this serious code violation in patient occupied areas should be corrected
to maintain compliance with their established standards. Essential remedial
action, which includes modifying heating and ventilation for the enclosure, is
estimated to cost approximately $10,000 per ward, or $100,000.

Forensic Medium Security Building: The need for a new [CSH] Forensic Medium
ecur'-ityising to replace the existing one has been well documented [by the
evere overcrowding] of the Forensic Institute [and by the poor condition and
inappropriate design of the building currently in use]. $390,298 has been
requested in the fiscal year 1985-86 Capital Construction Budget for architec-
tural design services...

Pther Fac,lity Needs: Very severe facilities problems for the [CSH] clincial
Programs have been identified by the Child and Adolescent Treatment Center and
the Geriatric Treatment Center. Hospital Administration believes strongly
that those problems must be resolved. During the next few months [CSH will]
develop the necessary decisions about the clinical program requirements for
the amount and configuration of space. In next year's Situation Analysis [CSH
will] present funding [needs] for architectural design for rennovation and/or
replacement of these faciiities.

Capital Equipment Needs

The Colorado State Hospital was allocated approximately $250,000 for Capital
Outlay items during fiscal year 1984-1985 which did not meet the total ongoing
2eeds of the hospital. [CSH] estimates that the clinical divisions, including
he necessary significant increase for the Institute for Forensic Psychiatry,

r,leed $250,000 to maintain a therapeutic environment and meet patient needs.
additional $250,000 is needed for new equipment for the Nutrition Services

uePartment, Warehouse, Plant Operations, Automated Data Processing, the Pharm-acy, and the General Hospital.

CSH General Hospital Services 

:The original and inherent mission of [CSH] General Hospital Services is to
l'Dare for the medical needs of Colorado State Hospital patients who once num-

r.'ed over 6,000. When this size was radically reduced through deinstitution-
lzation, the problem of underutilization of the General Hospital Servicesr2Patient and operating room capacities was addressed by adding a statutoryt7sPonsibility to serve residents of other state institutions... At this

i Ir me, the issue of cost-effective utilization is combined with rapidly
'creasing needs for additional resources, principally in capital equipment.
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With usage going down and operating needs and costs going up, there must be a
reexamination of the basic services provided. [CSH has] requested $30,000 for
the fiscal year 1985-86 Budget for outside consultation to help... identify
which services are needed and cost-effective and which could be contracted
with private providers, given present workload and possible changes in future
workload. The interrelatedness of inpatient services, clinic services, and
the many support services of the General Hospital Services makes such a study
extremely complex. At the same time, the urgent capital outlay needs of more
than $850,000 cannot be prioritized or reformulated without some decision on
the future services to be provided." The Legislature has approved the request
for $30,000 for this study to be completed in FY 1985-86.
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Staffing Resources 

The Division of Mental Health, along with the other divisions in the Depart-ment of Institutions, is one of the most labor intensive of all state agen-cies. The public mental health system funds a total of 1,851 full-time stateemployee positions and 1,286 full-time plus 301 part-time CMHC employees.Approximately 80% of the DMH budget is allocated to personal services. Giventhe large numbers and proportion of the budget involved, the following issuesare of major importance within DMH.

Over half of the CMHC's ranked staff salaries within their top three problemsin this year's Planning Process. Their issues are that staff salaries are notcompetitive with those for similar positions in the private sector or in thestate hospitals, and that they are inadequate to recruit and retain qualifiedand experienced professional staff. In addition, several CMHC's noted prob-lems with recruiting minority staff.

The following excerpts from CMHC Problem Lists document these issues:

"According to several recent reports (Colorado Mental Health Conference, 1984)mental health salaries are about 25% lower than comparable positions in otherareas... The long term implications for continuing a low salary structureare: a) low morale, b) decrease in levels of service, and c) high turnoverOf professional staff." (Bethesda Mental Health Center).*

"The Center is currently faced with a distressing "turnover rate" among staff.It appears in excess of 40% for the period January 1, 1984-October 31, 1984.The concentration of these positions has been in the areas of administrativesupport (secretarial, billing), residential counselors (essential for staffingour residential adult and adolescent programs) and nursing positions whichhave become more critical with our increased emphasis on services to theChronically Mentally Ill. Comparisons of salaries provided by the MountainStates Survey (comparing similar non-profit agencies in our community) and theCenters and Clinics Association show us to be 18-36% below market wage forvarious administrative support positions; 30-43% below for Registered Nurses;11c1 30% below for residential counselors. This disparity as well as others1mPact on our ability to maintain quality services and attract skilled staff'c) PPMHC. It is incumbent upon us to be innovative in the restructuring of4-.riter programs to generate what we feel to be in excess of f.500,000 in addi-
,Yonal revenue to address this need within the next three years." (Pikes Peak"iental Health Center).

is becoming increasingly difficult to recruit minorities for open posi-,?ons. Jobs are sometimes advertised two or even three consecutive times in acie variety of places in an effort to find minorities for specific positionsJere specific bilingual skills are needed. Center salaries are well below,"°se for comparable education and skills in the State civil service system11?(I the local public schools. There are few incentives for making career com-o tments in the Center. There is no retirement plan beyond the possibility of11: Percent of an employee's salary being put into an annuity if the employeeco"s a matching contribution. Many staff cannot afford this." (Bouldermmunity Mental Health Center).

Preliminary results of additional workforce data analysis by DMH indicatethat this gap in salaries may be ever greater than 25%.
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"Jefferson County Mental Health Center, Inc., periodically conducts salarysurveys for the purpose of evaluating its compensation program. The last sur-vey was conducted in August, 1984. The salary survey method used was thebenchmark approach, whereby certain common positions' salaries (benchmark
positions, hence benchmark approach) are examined and compared. The salary
comparisons were made by using the results of surveys conducted by six organi-
zations. The results of the survey clearly indicate that the Center, and
Colorado Community Mental Health Centers in general, rank significantly behindother employers in the Denver area as well as other geographic areas repre-sented in the survey.

In addition, the Center conducts an exit interview with staff upon termina-tion. Approximately 90% of all respondents indicate they feel salaries arelow and/or they are dissatisfied with their salaries. The results of the
salary survey and exit interviews indicate that salary scales within the
Center need to be examined. However, increased salary costs could signifi-cantly impact the Center's unit costs for services unless the number of unitsof service (production) can be correspondingly increased. Therefore, as partof any salary increase, it is expected that an incentive system based on pro-ductivity measures will be implemented concurrently." (Jefferson County Mental
Health Center, Inc.)

FLMHC likewise ranks staffing issues within the top three problems documentedin their Situation Analysis. FLMHC's specific issues, as described on pages15-16 of their Situation Analysis are:

"gffect of Vacancy Savings on Staffing 

/8.‘11 hospital work units have routinely maintained a designated vacancy levelln order to compensate for personnel costs which are not funded including:
retirement, ...worker's compensation vacancies, and extended sick leave. Fort
Logan has been in operation for 20 years and many of the employees are
approaching retirement age. With the aging of the Fort Logan workforce,retirement costs have begun to climb... for the first six months of FY '84-85,
$85,000 has been spent for retiring employee's sick and annual leave pay-°ffs. Non-funded personnel costs have been the driving force behind recent
Years' vacancy savings requirements:

Year Vacancy Savings % 
FY '81-82 1.0%

'82-83 4.0%
'83-84 4.3%
'84-85 2.8%

Since most of the vacancies occur in the direct care units, it is the treat-ment teams wl-:ch absorb most of the vacancy savings. This situation makesam coverage and rotation of shifts difficult despite what might appear to be'equate authorized staff...

Rcruitment and Retention Problems Exist at Fort Logan for Registered Nurses 
r,ecruit.lent cf qualified (a minimum of one year of psychiatric experience)R.N.'s was largely unsuccessful in FY 1983-84. From 7/1/83 through 6/30/84
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nursing applicants were tracked through the FLMHC recruitment procedure. Few
experienced R.N.'s want to be interviewed after receiving information about
our patient group, rotational schedules, the salaries and lack of advancement
opportunities. Of the qualified applicants who did persist, 44% took posi-
tions in other facilities after their Fort Logan interview. Therefore, last
year Fort Logan was only able to hire 9 experienced psychiatric nurses into
its 31 vacancies. The other positions had to be down-graded to the inexperi-
enced R.N. 1-A level. Given that Fort Logan Staff Nurse salary was between
$2,100 and $3,600 lower than the salaries quoted for the Mountain Region (AHA,
1982), the salary levels cannot be dismissed as a factor. Of the full-time
nurses who resigned from Fort Logan, 39% left to pursue advancement else-
where. In FY '83-84, twice as many experienced, full-time nurses left Fort
Logan as did inexperienced nurses; two-thirds of all full-time nurses that
were hired as replacements were inexperienced. Overall turnover in the R.N.
category (excluding Internal Pool Staff) was 29% in '83-84.

Fort Logan's Nursing Administration has been developing a nursing retention
Program and the Personnel Department has been evaluating its recruitment
strategies in order to improve the recruitment of R.N.'s. However, most
R.N.'s see the non-implementation of the Nursing Occupational Study as the
main barrier to recruiting and retaining nurses.

The total cost of limited implementation of the proposed Nursing Classifi-
cation System at Fort Logan is estimated at $46,548. The cost of filling one
R.N. vacancy at Fort Logan is $5,626. Using this figure, the cost of turnover
last year was $174,407. If, in FY '83-84, only the nurses who left for ad-
vancement opportunities had been retained, the preceding figure could have
been reduced by $68,019 The savings would have been more than the cost of
limited implementation of the new, expanded series.

[The Fort Logan Situation Analysis excerpted this from a report by Diane
Igle, Nursing Service Administrator at Fort Logan, entitled "Implementa-
tion of the Nursing Series Occupational Study at Fort Logan."]

Based on these and similar difficulties experienced by other affected state
c.lepartments and institutions of higher education, the Governor agreed to
Implement the new nu,sing classification system effective July 1, 1985. Thus,
lt is believed that this issue will be resolved over the coming year.

Bruitment and Retention of Physicians and Psychiatrists is Made More 
Difficult by Mandated Fiscal Restraints:

The turnover rates for the fourteen psychiatrist positions at Fort Logan was
27% in 1982-83 and 43% in 1983-84. Compensation continues to be the primary
c.leterminant of poor retention. For this reason, we are hoping that current
Initiatives to extend the salary scale will succeed during the current legis-
lative session."

.C,SH also includes three specific staffing deficiencies among the problems
identifiPd in their Situation Analysis. These issues are described on pages
1°-11 as follows:
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"Registered Nurse Coverage:

Reviewing agencies such as Medicare have often recommended the addition of
Registered Nurse positions to the hospital staffing pattern. The January,
1985, survey team of the Joint Commission on Accreditation of Hospitals
verbally recommended that [CSH] have one Registered Nurse physically present
on each ward, each shift, of every day to provide direct patient care and to
supervise the paraprofessional nursing employees.. .Two positions are required
to produce one nurse present throughout the year. By this means, then, 66
Registered Nurse positions are needed to be added to the staffing pattern to
reach compliance...

Under an assumption of no new positions to be funded it might be possible to
convert to 56 of the needed R.N. positions, over a period of three years, when
Psychiatric Service Worker and Mental Health Worker vacancies occur through
normal attrition. Even so modest an objective, however, would require an
increase in personal services dollars in the amount of $7,000 to $10,000 per
year, per position converted. Extensive recruiting and orientation would alsobe necessary to assure quality of care during the transition."

Child and Adolescent Treatment Center:

Of all the staffing deficiencies, [CSH] judges the needs of the Child and
Adolescent Treatment Center to be the most critical at this time. The in-
creasing admission work, the frequent overcrowding, the behavior and runaway
Problems, and the fragility and immaturity of the young patient combine to
make staff shortages a critical issue on this division. The CSH Situation
Analysis specifies needs for increased staffing of the child and Adolescent
Treatment Center of 10 Registered Nurses, 2 Psychiatrists, 2 Clinical Thera-
Plsts, and 1 clerical position.

"Retirement Pay:

During recent fiscal years, retirement costs for CSH employee vacation and
sick leave have averaged t340,000 annually. These costs have had to be
assumed as part qf [CSH's] ongoing budget, which means that a replacement
employee may not be hired until the re'iring employee has exhausted vacation
and sick leave benefits. This period of time may be excessive since manyretiring employees have accumulated large amounts of sick leave and vacation
tlme due to the fact that a significant number of employees exceed 25-30 years
Of service. At times this results in being unable to fill critical positionsand adversely affects the proper functioning of the hospital. [CSH
st-.199ests]... that a separate appropriation to finance retirement pay be con-
idered as a means to provide for the replacement of employees on an as-needed

uasls." (CSH Situation Analysis, p.26).

Workers' Compensation:

9ver the last few years, escalating premium costs for workers' compensationInsurance and increases in the numbers and size of claims have been statewide
Problems. In fhe NY:A, payment of Worker's Compensation insurance premiums
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had been centralized under the State's Department of Administration which, in
turn, had authorized payment of premiums, audit adjustments, etc., to the
Colorado State Compensation Fund. Essentially, due to non-involvement, the
various state agencies in Colorado therefore had little to do with Workers'
Compensation insurance.

In order to address the increasing costs for the Department of Institutions
(DOI), the 1983 Session of the Colorado Legislature made a direct appropri-ation to DOI for management of Workers' Compensation. Although DOI's manage-
ment of Workers' Compensation resulted in a f250,000 savings in FY 1983-84 anda $150,000 savings in the current year, DMH along with the other two divisions
Within DOI, is being impacted by high costs for Workers' Compensation and must
continue efforts to reduce them. These costs are in the form of dollars to
Pay insurance premiums, as well as lost staff time which results from injuries
sustained by the workforce.
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Source of Funds

Following are the amounts and sources of funds for
Health for FY 1984-85:

DMH Central Office

the Division of Mental

General Funds $ 603,123
Cash Funds (Block Grant and Medicaid Monitoring) 527,441
Federal Fund 94,420

Total $ 1,224,984

State Hospitals

General Funds $ 38,670,589
Patient Fees 18,714,085*
Payments from Other Agencies 3,217,207

Total $ 60,601,881

Community Mental Health Centers & Clinics

General Funds $ 17,035,371
Block Grant 3,771,818
Medicaid 9,633,253
Local 3,405,534
Patient Fees 6,269,329**
Other 2,268,114

Total $ 42,383,419

*Comprised cf $8,098,466 in 1st & 3rd party revenues plus Medicaid
reimbursements.

**Comprised of $5,076,897 in 1st & 3rd party revenues plus Medicare
reimbursements.

There are f4 ve main issues that relate to sources of funds:

Federal Funds Shortfall
e community mental health program began in the mid 1960's with the

uevelopment of a State/Federal partnership concerning the provision of mental
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health services in community settings. Under this program, the Federal
Government established the community programs with "seed" money that declined
in amount over time. The State Government assumed responsibility for the
program by picking up the funding as the Federal portion declined. This is
the program that was in effect in Colorado until the establishment of the
block grants by the 1981 Federal Omnibus Reconciliation Act. The block grant
awarded to Colorado reduced the funding level by approximately twenty-five
percent. This shortfall was delayed through a Federal accounting adjustment
until State Fiscal Year 1985-86.

Table 15, page 85 portrays the block grant expenditures from State Fiscal
Year 81-82 through the projected State Fiscal Year 85-86. This analysis shows
that in Fiscal Year 85-86 the Division will be short $532,479 in maintaining
the current level of expenditures. This analysis also shows that there will
be an additional shortfall of $285,962 in State Fiscal Year 86-87.

In Fiscal Year 84-85 the Division is spending the entire block grant award
during the nine months, October 1 through June 30. This is being done in
order to maintain current expenditures. This results in no funding from
Federal sources being available on July 1, 1985 through September 30, 1985.
This results in the shortfall of $532,479 after the roll forward balance of
$285,962 is applied. Not having the roll forward of $285,962 available in
Fiscal Year 86-87 results in the additional shortfall.

Therefore, DMH submitted a budget request to the Colorado Legislature for an
increase in the General Fund appropriation to the CMHC's of $532,479 for FY1985-86 to replace the Federal Funds shortfall. This request has been funded
in full, but at the expense of a reduction in the requested cost-of-living
increase for FY 1985-86.

Patient Fees

In both the hospitals and the CMHC's, for the past three years, patient fees
from both first and th 4 rd party payors has declined. These fees currently
suPport 13% of the hospitals' and 12% of the CMHCs' budgets. The facts that
Private insurance is becoving more restrictive in coverage of mental health
benefits, and the public mental health client population has fewer and fewer
resources to pay, indicate that this decreasing trend will continue. Medicaid
Will likely pick up approximately half of this decline, but the eventual im-
Pact could be the loss of approximately half of the non-Medicaid patient fees,
Or an estimated $2 million of the hospitals' and $1 million of the CMHCs' bud-
gets, necessitating cuts in services by those amounts.

Pueblo Regional Center Contract Changes 

APProximately $3 million of the hospitals' budgets consist of payments from
other agencies, and the one agency responsible for almost half of these pay-
n:nts is the Pueblo Reoional Center (PRC). The Center currently contracts_ith.CSH for food services, grounds and roads maintenance, pharmacy, and vari-
uus inpatient and outpatient medical services.
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The Pueblo Regional Center is currently embarking on a 4-year deinstitution-
alization program which will of course decrease the Center's need for CSH
services. This could result in reduced services to CSH clients because some
of the PRC services are provided on the margin and could not be reduced with-
out eliminating the service entirely. Negotiations are currently underway to
facilitate the proper transfer of resources in such a way that CSH services
will not be negatively impacted.

Federal Revenue Sharing 

Approximately $2 million of the local (county and municipal) revenues going to
CMHC's is federal revenue sharing dollars. If the current Reagan budget pro-
vision for the elimination of revenue sharing is passed, CMHC's would be im-
pacted by an estimated shortfall of this amount, in addition to the federal
funding shortfall discussed above.

CMHC Funding Levels 

The CMHC's, in their Problem Lists, documented many concerns with present
funding mechanisms. Their highest priority issue is that there is insuffic-
lent funding to maintain core services. Thus, in the face of an increasing
Population in need, which is more severely dysfunctional and therefore in need
of more services than previously, and in the face of more attention being paid
tO underserved and unserved populations, the community providers are having
dlfficulties even maintaining present service levels. The possible losses in
funds, described above, would not only prevent meeting these increased needsbut also make it even more difficult for CMHC's to meet the mental health sys-
tems most basic community service delivery needs.
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Post-Institutional Placement 

The following analysis addresses placement and treatment issues of clients
discharged from CMHC's as well as from the two state hospitals. Tables 16 and
17 on pages 86 and 87 list the various alternatives available to clients
released from care. These alternatives, in order of security/supervision,
are: correctional facility, inpatient, nursing home, community intensive
treatment facility, community residence, boarding home, HUD 202 housing,
Section 8 housing, and other independent living situations. These alterna-
tives comprise the mental health system's continuum of care. Overall, the
data show that the majority of clients discharged from all components of the
mental health system go to less restrictive environments.

For the hospitals (Table 16), 61% of clients discharged this year went to
independent living situations, which represents an increase from 51% for the
Past 2 years. Although it is not possible to trace it in the data, this shift
may have resulted from the decreasing percentage of clients discharged to com-
munity residences, due to these alternatives being filled with longer term
Patients and therefore not available to new placements. If this is true, then
these clients are not receiving the level of supervision that they need in the
community. Furthermore, data presented earlier on the inadequate number of
existing supervised community residential alternatives impacts the hospitals'
ability to discharge patients, thereby forcing the hospitals to hold clients
longer and serve fewer individuals.

Also notable in Table 16 is an increase in the percentage of hospital clients

Division 
are discharged to correctional facilities (i.e., Dept. of Corrections,

ulyision of Youth Services, and local Jails). This is consistent with admis-
sion data which shows an increase in the percentage of hospital clients
referred from correctional facilities. These findings are both consistent
1th data presented earlier on the increasing needs of the mental health

"°sPital client population for control and secure settings.

For the CMHC's (Table 17) there has only been a slight increase in the per-
ctrt ages of clients discharged to correctional facilities. The decrease in
10,e Percentages of clients discharged to inpatient is due to a policy change.
kilere previously the CMHC's would discharge a client when they admitted him/
ider . to a state hospital, they now retain these clients on their caseloads
4r.lt11 they are returned from the hospitals and complete their post institu-
'ilOnal community treatment. All other trends in CMHC discharge placements are
t!lrlY stable, with the great majority of CMHC clients (89%) being discharged
u i ndependent living situations.

Tabi
es 18 and 19 on pages 88 and 89 provide information on clients' employment

ttis at discharge. Over half of the hospital clients (58% this year) are
oft ,even in the labor force, a statistic which represents an increase from 52%

hospital discharges who were not in the labor force two years ago. The
?;°e.ntages of CMHC clients not in the labor force have also increased, from

to tin
FY 1982-83 to 37% this year (Table 19). forceThese findings may be related

,a1:1-he increased chronicity and severity of the client popu- lation discussed
rem:!er. The percentages of partand full-time employed CMHC discharges have
cli'e'lrled stable at approximately 40%, which is much higher than hospital
Addir,Its, o4. whom only approximately 8% are employed at dis- charge.
',Lion data and further analyses are needed to investigate the



possible relationship between the increased disability of the DMH client
population and the increasing numbers not in the labor force at discharge.
Additional data and further analysis are also needed to determine the impacts
of current vocational and employment services and to project what services are
needed to impact future clients' employment status at discharge.

A final descriptor of clients at discharge is their readmission rates. Table
20 on page 113 provides these data for the hospitals and the CMHC's for the
past 5 years and for this year. The readmission rate for CMHC clients in-
creased from FY 1979-80 to FY 1981-82 but then decreased such that this year
it is 23% which is slightly below the FY 1979-80 rate of 24.5%. The readmis-
sion rate for hospital clients has fluctuated over these years from a high of
49.3% to a low of 43.2%. It is currently at 45.5% which is slightly higher
than it has been for the past 3 years. Although there have been changes in
the readmission rates, the trends have not been consistent and the variations
do not appear to be significant.
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Information Systems/ADP Resources 

The Division of Mental Health has a long history of maintaining an extensive
information system which is responsive to the needs of management for
strategic planning, budget forecasting, program development and monitoring,
public relations and information, and research and evaluation. The current
system includes extensive client demographic and clinical data, service utili-
zation information, financial and budget data, staffing data and limited
agency descriptions.

The majority of the information is stored and maintained on one of two main-
frames--a Univac at the DOI Computer Center (ICC) in Pueblo or on an IBM at
the General Government Computer Center (GGCC) in Denver. While the number of
Systems being developed solely for microcomputers is limited at DMH's central
Office, this type of application is growing. The two state hospitals have a
wide variety of micro systems which are internally developed, operated and
maintained.

DMH's ability to expand, or even adequately maintain, the existing systems to
meet ever growing demands for timely information is becoming increasingly
Problematic. Specifically, the current backlog of approved Requests for Data
Processing Services will require an estimated 1660 hours of analyst and pro-
grammer time. This backlog grows weekly. Furthermore, the development of new
Systems must compete for resources with the maintenance of existing systems
with the results that: I) once undertaken, system development is running 6-8
months behind schedule, and 2) maintenance is done in a crisis mode and at
times causes unintended consequences which require further patching.

Microcomputers, word processing equipment, and mainframe terminals are under-
utilized in part because of insufficient training and technical support forthe operators and users. Inefficiency occurs because existing files have beenChanged to a database format which allows for user access, but the operators
have not been instructed in the use of file transfer nor QLP (direct user
access language).

Vendor generated software packages which are Univac compatible are virtually
non-existent, thus eliminating one possible method for decreasing the demand

internal development. The task force charged with finding a cost account-
14 9 package which would prepare for Diagnostic Related Groups (DRG) prospec-

ve payment billing could find numerous existing software systems but none of
'nem would operate in a Univac environment.

11\_ number of external and internal factors are contributing to these problems.
,Yle DOI Automated Data Processing (ADP) Section does not have sufficient staff

support the current demand for both maintenance of the vast number of
nisting systems and development of new systems at the same time. The amount
r maintenance required may be due in part to the age of many of the systems
"d the amount of crisis maintenance required.

the present time, there are limited resources at the agency level to pro-de technical support to the growing number of end users. The acquisition of
a crocomputers with the concommitant micro-mainframe interface lnd micro
PPlication development has outpaced planning for training, communica':.on
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capacity, and other support functions. There is no clear policy at either the
Department or Division level on where the additional resources should be
located, the amount of support needed (e.g., how many trainers per number of
micros) or where the responsibility rests for insuring proper utilization of
systems.

As frustration grows over the inability to obtain support from the DOI-ADP
Section in developing applications on the mainframe, many users are turning to
micros in an effort to get something in place. Some of these applications are
entirely appropriate and excellent uses of microcomputers; others are marginaland represent interim solutions; still others represent duplication of effort
Within and across agencies and Divisions. Again, policy statements are neededto address issues of application locus, monitoring mechanisms to ensure the
consistency of data, and the avoidance of unnecessary redundancy.

The uncertainty surrounding the continued use of the Univac mainframe has ad-ded to the difficulty in planning for reasonable electronic networks. As the
computer world moves closer and closer to the IBM protocol (rightly or
wrongly) DMH remains tied to the Univac environment, while simultaneously
having to interface with the IBM. Although recent hardware enhancements (theDCP 40) have greatly alleviated many of the communication difficulties, DMHmust still master the difficulties of a split ADP environment.

A more comprehensive ADP Plan (DMH ADP Plan FY '85-86) which provides details
to the above summary is available at the DMH Central Office, and has been sub-
mitted to the DOI-ADP Section.
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Summary Analysis of External Influences 

The preceding sections of this Situation Analysis have noted many influences
external to the mental health system which are none-the-less integrally re-
lated to the client population and to service delivery. This present section,
therefore, will focus on external influences of a more global, and in some
cases, future orientation.

Colorado Economy 

The following forecast summary of the Colorado economy provides the economic
framework in which the mental health system does and will function for the
Years 1984 through 2009, as taken from the July, 1984 CBEF Review (University
of Denver Center for Business and Economic Forecasting). Although it depicts
a stable and positive environment for the state as a whole, it should be noted
that some CMHC's have been impacted by depressed local economies and with ris-
ing unemployment rates, in certain catchment areas of the State.

"Since 1970 the Colorado economy has grown significantly faster than the U.S.
The rapid expansion in the state was fueled by a multifamily building boom in
the early 1970's, a vigorous expansion of the electronics and defense indus-
tries in the late 1970's, and burgeoning energy exploration and production
lasting into the early 1980's. With the recession of 1981-82 and a weakening
i!orld oil market, Colorado's growth over the past 18 months has lagged, slow-
ing to close to, or below, that of the nation.

The long term outlook presented here projects no future booms similar to those
Of the past decade. The demographic and other pressures which gave rise to
,Surges in construction activity will be reduced over the next few years.
Although forecasting energy markets is risky, the outlook calls for ample
suPPly and stable prices through the remainder of the century. The elec-
tronics industry should remain an important source of economic growth for
Colorado, but rising labor costs and the absence of a concentration of re-
search institutions in the state will limit growth in this area.

11)esPite the absence of the periods of surging growth which characterized the
f970 5, the outlook is a favorable one. Colorado will benefit economically
kr°m a quality labor force, an attractive living environment, and proximity to
';'°0ming markets in the southwestern U.S. As the state economy emerges from
LII,e recession and the energy slowdown, growth is expected to resume at rates
(ive the U.S., but the margin between state and national growth will be less

,"an during the 1970's, and will narrow through most of the period as
k-01orado's cost and other advantages diminish. Chart 1 compares employment
tgNrgwth in Colorado and the nation in the 1970's and for the forecast period,
"le Chart 2 shows a similar comparison for population growth."
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DRG's - Diagnosis Related Groups 

The federal government, in response to escalating and uncontrolled health care
costs, in October 1983 implemented a new methodology for reimbursement by
Medicaid for inpatient services. This methodology, known as DRG's (Diagnosis
Related Groups) is now in place for all general hospitals, with potential im-
Plementation in psychiatric hospitals as early as October of 1985. Basically,
DRG's are formed by dividing all possible medical, surgical and psychiatric
diagnoses into 23 major diagnostic categories, which are further sub-divided
into 467 diagnostic related groups. The Government pays the hospital a flat
rate set in advance according to the patient's diagnosis. Previously the pay-
ment was based on the actual cost of the service provided.

Te date, the implementation of DRG's in general hospitals has resulted in sig-
".ficant cost savings to the federal government with attendant revenue reduc-
tions to hospitals. However, the implementation of this type of prospective
Payment system in the mental health system could have some negative impacts:
kl) There may be, due to the severity of DMH clients, a reduction in revenue,

current client lengths-of-stay exceed the 11-day average proposed under the
payment system; (2) Private hospitals may be transferring clients to the

ate hospitals in greater numbers as the insurance available to support these
'..7 1 lents in private settings is reduced; (3) If, due to the cost savings, this

I'TlYstem is extended to other payors, such as Medicaid, reduction in revenues
ay be substantial.

lzhe.Division of Mental Health is working with other local and national organi-
iations to try to assess the actual impacts of this new system and to try to
,r,Ifloence the methodology which is being developed to define the psychiatric
''agnoses utilized in the groupings.
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Health Care for Profit 

The trend toward private corporate ownership of general hospitals (such as the
takeover of Presbyterian - St. Luke's Medical Center in Denver by the
California-based American Medical International) will have direct impact on
the mental health system. The profit motive will drive general hospitals
toward seeking the most lucrative cases and leaving the more costly ones, such
as psychiatric care, to the public providers. These cases will be those of
the indigent and the working poor, and most certainly the chronically mentally
ill, who have exhausted third-party reimbursement entitlements. The costs of
serving these non-lucrative cases will have to be born by the State in
increasing amounts.

The Denver Transition 

Insufficient coordination of mental health services in the City and County of
Denver has been a problem with a long history and many previous attempts at
resolution. In March of 1984, the City and County of Denver and the Depart-
ment of Institutions invited representation of current providers, advocates,
and the City and State to come together and propose a structure to coordinate
services. The committee met for six months to develop a mission statement,
structure, and composition plan for the Denver Mental Health Commission. The
committee presented the completed plan to Denver Mayor Frederico Pena on
September 1, 1984. The Mayor is currently implementing the recommendations of
the committee.

In October 1984, the Division awarded a contract to provide community support
SYStems services and outpatient services for the northwest Denver catchment
,rea to a consortium of community agencies headed by the Aurora Community
1:_lental Health Center. Other participating members in the consortium are Park
Last Community Mental Health Center, Southwest Denver Mental Health Center,
and Community Support Systems, Inc.

he plan is for the consortium to manage the delivery of these services from
u_anuary 1, 1985 through June 30, 1985. During this period, a Policy Board
rePresenting northwest Denver will be established. The goal is for the emer-

rnce of an independent comprehensive community mental health center under a
arsee standing Board of Directors from northwest Denver. The new Board will
D,sYme these governing responsibilities and directly contract with the
8,!vision for the provision of mental health services beginning with the 1985--

fiscal year. As part of the restructuring of the delivery of mental health

Zvices in the City and County of Denver, the Division is also contracting
s 'h. Denver Health and Hospitals for psychiatric emergency and inpatient
c;r,vices which are clinical resources available for each of the four Denver
c ,I.,chment areas. Eventually, the new Denver Mental Health Commission will
c,'.2rOinate all DMH contracts for mental health services in the entire Denver
'L.Y and County.

°lit, 

•deXnut

The
Public mental health service delivery system functions in the context of

"nY i ndividuals and groups outisde of its area of direct influence, i.e., the
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clients it serves. These include families and friends of the mentally ill,
other client advocates, as well as other agencies and individuals in both the
public and private sectors who may need the system's services or from whom the
system may need services for its clients. Thus, to be effective, the public
mental health service delivery system must be responsive to input from these
outside parties.

Specifically, outside input can supply the system with essential perspectives
around program needs which differ from the providers' perspectives. These
outside perspectives do not just relate to what services are needed, but how
they should be provided, based on what happens in the communities where the
Clients return after treatment. This input also enables the mental health
System to enhance coordination of services with outside persons and agencies
and enlist the commitment of those persons who are needed to identify and
support areas of improvement in the system. Finally, outside involvement is
needed to guard the rights of patients inside the system.

DMH currently uses the Colorado State Mental Health Planning Advisory Council
as the primary formal mechanism for obtaining outside input. DMH has designed
the membership of this Council such that agencies or groups are the standing
members. The representatives, who are appointed by the membership groups, are
Primary policy decision-makers, and they have a knowledge of current issues
and needs relating to the delivery of public mental health services.

The Council composition shows that particular attention has been paid to
involve a wide range of interest and advocacy groups (family members of
Patients--the Colorado Alliance for the Mentally Ill; the Mental Health
Association of Colorado; the Denver Mental Health Commission), the other state
agencies with which DMH must coordinate its services (Dept. of Social Services;

of Education; Division of Youth Services; Division for Developmental
Disabilities; Dept. of Health/Alcohol & Drug Abuse Division), the legal/
Judicial community (Legal Aid Society/Mental Health Law Project; District
Attorney's Office/Victim Programs; District Judges Assn. of Colorado), higher
education, and the legislature (staff of the Office of State Planning and
Budgeting) as well as provider groups, with a strong emphasis on the community
Providers (4 members from the CMHC's).

E:10wever, DMH currently has only $3,000 per year to support the Council, which
lbs sufficient to fund only the one meeting per year for a Council of 27 mem-
mers. This small membership omits many areas of essential input to the public
"ental health service delivery system, and limits the amount of input which
e!n be obtained from each membership group. Specifically, the input is limit-

to the review and prioritization of needs. As such, the Council is ex-

j
l
emely valuable, but does not serve the additional needed function of pro-

h _ding input for implementation plans, for which it could be so useful, and of
Pr oviding long range perspectives.

Thus -tk _ , it is recognized that there is a need to increase outside input so that
c'cl)e Public mental health service delivery system can be more responsive to the
immunity needs which exist. Toward that end DMH is currently applying for
anning and program implementation funds from federal and private sources.
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Comparison of Actual Results to Management Plan 

DMH FY 1984-85 Management Plan 

There is only one major deviation from the goals and objectives of DMH's FY
1984-85 Management Plan. In order to address staffing deficiencies in the
CMHC's, it was DMH's listed objective to obtain a 7% cost-of-living increase
in the CMHC FY 85-86 budget. This requested appropriation was included in the
DMH Budget Request but eliminated by the Governor. Thus, the Budget Request
that went to the Legislature included no cost-of-living increase. However,
through the efforts of the CMHC's, it appears that the Joint Budget Committee
Will grant a cost of living increase of 1.6%.

DMH  FY 1984-85 Budget Request

There are two deviations in this year's Budget from the Request granted last
Year by the State Legislature. The appropriation for Operating Expenses was
Short of actual needs by $73,050 for FLMHC and $208,000 for CSH. DMH sought
and was granted a $281,050 Supplemental Appropriation to cover this shortfall.

DMH also sought a Supplemental Appropriation to cover Medicaid drawdowns to
the CMHC's which are estimated to exceed this year's appropriation by over $3
m1 1li0n. The JBC granted a Supplemental at approximately one-half of this
amount. This will require that the additional General Funds needed to satisfy
Medicaid match requirements be transferred to the Department of Social
Services from the DMH Budget at the end of FY 1984-85.
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Problem/Opportunity Analysis 

Introduction 

The Situation Analysis in Chapter 2 leads to the identification and analysis
of problems in the service delivery areas which may present threats to the
Division of Mental Health. These may include unserved needs, new service
needs, or areas of potential vulnerability. The result of this problem analy-
sis is the Problem List which is an identification of areas where additional
resources or a redirection of commitment is needed to achieve mental health
System goals and objectives. The construction of this Problem List from the
Situation Analysis forms the basis of the action plans for both the opera-
tional and strategic planning activities which follow in the DMH planning
Process. Specifically, it is the basis for Management Plans, Budget Requests,
legislative initiatives, and future planning and policy development activities.

Following is a list of the problems that were identified in the DMH 1985 Situ-
ation Analysis. These problem statements have been reviewed and refined and
then prioritized by the DMH Management Team. DMH will obtain outside input
for this problem list from the Colorado State Mental Health Planning Advisory
Council through their review of the Situation Analysis and consolidation/
expansion and prioritization of the Problem List. These inputs will be used
in DM's finalization of its 1985 Problem List, which will be published in
duly 1985 as part of the 1985-1988 State Mental Health Plan.

Included also in this chapter is an analysis and listing of opportunities that
currently exist which may help the mental health system resolve some of its
Problems. A list of these Opportunities follows the Problems.

Prioritized Problems 

1. More treatment resources are needed for current public mental health 
clients.
he significantly increased severity of adolescents and young adults who,

together, comprise the majority of clients, and the increased number of
involuntary admissions have resulted in the need for more resources to
treat the DMH Client population. CMHC's are concerned that present fund-
ing levels are insufficient even to maintain core services.

There are substantial shortages of community residential alternatives 
needed to serve the chronically mentally ill.
Estimates show a need for over 700 additional community residential place-
ments for the chronically mentally ill. Hospital overcrowding may be
directly related to this inadequacy of alternatives. The inadequacy of
pviNC emergency service capability is also a major aspect of the system's
inability to meet the needs of the chronically mentally ill population.
This need for community residential alternatives also exists for seriously
disturbed children and adolescents.

2.

3.
Staff salaries are too low, systemwide, and there are substantial personal
services fundin  deficiencies in the state hospital budgets.
Inadequate salaries have caused CMHC's to have problems in the recruitment
and retention of all staff. They have caused the hospitals the same
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problems with physicians and psychiatrists, and have resulted in a crisis
situation wherein the hospitals are unable to recruit and retain enough
Registered Nurses. Furthermore, non-funded personnel costs in the hospi-
tal budgets such as for retirement, vacancy savings below the assessed
rate, and lost time due to workers' compensation claims diminish funds
available to maintain the workforce.

4. The gap between population in need and numbers served has widened.
The need to provide "more" treatment for longer lengths of stay has re-
sulted in the systems' serving fewer clients, at a time when the popu-
lation in need is increasing. Furthermore, there are underserved popula-
tions such as the elderly, and unserved populations such as the mentally
ill in jails, "intersystem" youths, the dual/multi-diagnosed, and mentally
ill in nursing homes, which represent thousands of persons, statewide, in
need of mental health services, who do not receive them.

5.

6.

a.

Mental health treatment facilities, program space, and equipment are 
inadequate systemwide. 
Long-term underfunding of controlled maintenance for hospitals and CMHC's
has resulted in substantial deterioration of facilities, some beyond
repair. Many CMHC's need to move to more adequate facilities. There are
immediate capital construction needs for the state hospitals. FLMHC pro-
jects the need for additioanl inpatient building space by 1990. CSH needs
to construct a new power plant, renovate Geriatrics East and West, and
modernize the Pharmacy. Unfunded capital equipment needs for the hospi-
tals approximate $1 million this year, in addition to the need for a feas-
ibility study of CSH General Hospital Services to determine whether an
additional $852,000 in capital outlay funds that are needed should even be
requested.

Up to 8% of the CMHC and 3% of the hospital budgets are in future jeopardy. 
ITue to a -Federal -funding shortfall ot approximately $3uu,uuu tor FY 1986--
87 and potential losses of patient fees and Federal Revenue Sharing
dollars, CMHC's could lose up to $3.3 million, or 8% of their current bud-
get. Inadequate cost of living increases and a Medicaid drawdown short-
fall will have direct General Fund impact. Potential losses of patient
fees could result in a maximum loss in funds of $2 million, or 3% of the
hospitals' budget over the next several years. Implementation of DRG's
could impact first and third party payments.

There are increased demands to provide control and security for mental 
health clients.
Adolescent clients are increasingly in need of behavior control; increased
numbers of clients are being admitted and held involuntarily; and, in-
creasing numbers of both hospital and CMHC clients are being released to
correctional facilities. The role and nature of public mental health
treatment appears to be changing.

There is severe overcrowding in the state hospitals and therefore a
statewide shorta  e of public mental health inpatient resources.
7Be two state hospitals together have been operating at 97% of bed capac-
ity since last year, with some divisions operating at over 100% capacity.
1N- e. most critical overcrowding is in the FLMHC Children/Adolescent
ulvision and the CSH Forensic Division. Due to the shortage of beds,
CMIK's are unable to access the public inpatient resouces that they need.
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9. There are substantial information system/ADP resource needs. 
The ADP resource needs consist primarily of policy-setting and systems
coordination from the Department level; programmer and systems analyst
resources for maintaining and accessing existing mainframe systems,
designing and developing new micro and mainframe systems; mainframe-
mainframe, micro-mainframe, and micro-micro communication networks; and
staff training for DMH users.

10. There is a need to increase outside input into the public mental health 
service delivery system. 
In order to be effective, the public mental health service delivery system
must increase its responsiveness to outside input from client advocates,
families, and friends as well as from other agencies in both the public
and private sectors.

Opportunities 

2.

Advancing technology and declining costs of ADP hardware and software will
enable DMH to meet more ADP resource needs at a lower cost.

DOI management of the Workers' Compensation system has and will continue
to result in cost savings in hospital personal services budget.

3. The lead time available before implementation of DRG's provides time to
develop data systems and strategies to minimize cost impacts.

4.

5.

8.

7'

a.

9.

The MOSTRA research project funded to DMH by the National Institute of
Mental Health provides a sophisticated mechanism to assess, quantify, and
analyze the statewide residential and service needs of the chronically
mentally ill.

The establishment of mental health cooperative vocational programs through
the Federal Jobs Bill administered by DMH has enabled approximately 150
mental health clients to obtain employment and has put in place some pro-
grams in the CMHC's which can continue and expand vocational services.

DMH's implementation of the Medicaid Waiver, Home and Community-Based
Services - Mental Health Program (HCB-MH) in 5 CMHC's has and will
continue to increase alternative services to the mentally ill who are in
nursing homes or at risk of nursing home placement.

The implementation of the Denver Transition plan is addressing issues
around the inadequate coordination of services in Denver and the avail-
ability of mental health services to residents of the City and County of
Denver.

The stabilized U.S. and Colorado economies provide a positive economic
environment in which to plan for the delivery of mental health services.

The movement toward public/private partnerships for provision of human
services is opening up the possibility to obtain resources needed to main-
tain and improve the public mental health system.
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10. The renewed availability of federal and private foundation funds for
mental health planning and program implementation could enable DMH to
address problems relating to unserved populations and to the chronically
mentally ill, and to expand its ability to obtain outside input into DMH's
planning process.
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TABLES AND FIGURES

for

CHAPTER 2: SITUATION ANALYSIS

(Narrative continued on page 91)
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TABLE 1

POPULATION-IN-NEED ESTIMATES AND PROJECTIONS

BY AGE

FOR COLORADO MENTAL HEALTH SYSTEM

Year Children
0-11

AGE GROUP
Adults
18-59

Elderly
60+ Pop-in-need

Adolescents
12-17

N % N % N % N % TOTAL

1982-83 31,059 14.1 28,578 13.0 120,783 55.0 39,323 17.9 219,743

1983-84 32,070 14.2 29,520 13.0 124,515 55.0 40,247 17.8 226,353

1984-85 32,709 14.2 30,104 13.0 127,027 55.6 40,885 17.7 230,725

1985-86 34,230 14.4 28,963 12.2 131,929 55.4 43,085 18.1 238,205

1986-87 34,971 14.4 28,703 11.8 134,769 55.5 44,373 18.3 242,814

Source: DMH Evaluation Services Section

Year

1983-84

1984-85

1986-87

TABLE 2

NUMBERS OF CLIENTS SERVED BY DMH

AS PERCENTAGES OF NUMBERS IN NEED

# in need # served

226,353

230,725

242,814

68,372

63,8641

60,0002

c'urce: DMH Evaluation Services Section

14nualized figure based on July-December, 1984 data.2pr

# served -
# in need

30%

28%

25%

°jected figure, using Box-Jenkins method of statistical forecasting.
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TABLE 3
DEPARTMENT OF INSTITUTIONS

SITUATION ANALYSIS 

CHARACTERISTICS OF THE POPULATION IN (Define Area)
Name of Division or Agency: Division of Mental Health

1983-84
Actual

Service Level
for (Immediate Past)

.gments # % of total

1984-85
Estimated

Service Level
for Current Period

% of total

1986-87
Estimaed

Service Level
for Planning Period

% of total

8Y Ethnicity:
Anglo 53,805 79% 50,456 79% 47,450 79%

Spanish Surname 9,394 14% 8,446 13% 7,908 13%

Black 3,541 5% 3,317 5% 3,115 5%

Other 1,597 2% 1,556 2% 1,438 2%

Missing
„..._

35 _ 89 89

TOTAL 68,372 100% 63,864 99% 60,000 99%

1-67(:

Male 30,339 44% 28,464 45% 26,742 45%

Female 37,981 56% 35,360 55% 33,218 55%

Missing 52 40 40

TOTAL
68,372 100% 63,864 100% 60,000 100%

By Age:

0-11
6,620 10% 6,087 10% 5,725 9%

12-17
8,573 13% 7,934 12% 7,395 12%

18'59
47,913 70% 44,504 70% 41,863 70%

604
5,191 8% 4,974 8% 4,652 8%

Missing 75 365 1% 365 1%

ToTi),

68,372 101% 63,864 101% 60,000 100%
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TABLE 4

Ratio of Age Group Admissions to Adult,
Controlling Population Prevalence of Each Age Group

Year 0-11 12-17 18-59 60+

80-81 .4 1.0 1 .5

81-82 .4 1.0 1 .5

82-83 .5 1.1 1 .5

83-84 .5 1.3 1 .4

84-85 .5 1.3 1 .4

Ratio of Ethnic Group Admissions to White,
Controlling for Population Prevalence of Each Age Group

Year
Native
American Asian Black Hispanic White

80-81 2.2 .6 1.3 1.3 1

81-82 2.8 .8 1.8 1.3 1

82-83 2.4 1.0 1.7 1.4 1

83-84 2.4 1.1 1.6 1.3 1

84-85 2.4 1.0 1.5 1.2 1

Notes: 1. Consider these as admissions per 100,000
of that age or ethnic group. This puts
all numbers in the same metric and
therefore directly comparable.

The way to think of it for example is to
say in 1980-81, controlling for
prevalence in the general population and
assuming equal eligibility for mental
health treatment, elderly were admitted
at half the rate of adults.

Similarly, Native Americans were admitted
at 2.2 times the rate of whites, when
population prevalence is controlled.

2. To examine trends, we put the ratios
within year in tables.

DMH Evaluation Services Section: State Demographer,
Division of Local Affairs.
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'

TYPE AGENCY TOTAL

MISSING

N X

COLORADO DIVISION OF MENTAL HEALTH
JUNE 30, 1984 OPEN CASES

DSM III DIAONOSIS CATEGORY

DEVEL ALCOHOL 0sE SUBSTANCE
DISABLED OlsOPL:ER ABUSE

N N I N

ORGANIC
BRAIN SYN

N I

DEPRESSIVE
DISORDERS

N 1

SCHIZO-
PHRENIA

N I

OTHER
PSyCH3SES

N 1

CENTERS ADAMS 1384 0 0.0 11 .8 19 1.4 26 1.9 31 2.2 195 14.3 319 23.4 20 1.5

ARAPAHOE 913 0 0.0 8 .9 10 1.1 0 0.0 2 .2 110 12.1 151 16.6 10 1.1

ASIAN PACIFIC 7- 110 0 0.0 0 0.0 0 0.0 0 0.0 2 1.8 43 38.7 2 1.8 10 9.5

AURORA 1408 10 .7 29 2.1 0 0.0 20 1.4 10 .7 192 13.6 88 6.2 1 .1

6ETH75DA 762 31 4.1 0 0.0 0 0.0 10 1.3 20 2.6 225 29.6 150 20.4 0 0.0

BOHLOIIR
CENIENNIAL

1429
1292

10
21

.7
1.6

0
17

0.0
1.3

10
11

.7

.8
50
0

3.5
0.0

20
68

1.4
5.2

2(..9 20.2
217 16.8

94
107

6.6
8.3 202 I:42

CHILCRENS 408 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 20 4.9 10 2.4 10 2.4

cni_os.t•oo WEST 1217 10 .8 101 8.3 19 1.5 9 .7 193 15.9 147 12.1 70 5.8 0 0.0

DENVER W.H PRIP
JEFFERS oN

1954
1708

21
0

1.1
0.0

15
10

.8

.6
93

1
4.8
.1

9
u

.5
0.0

13
30

.7
1.8

214 10.9
307 18.0

797
247

40.8
41.4

2: I::

LAFII,IER
.TENMiCw R

1310
600

10
1

.8

.2
0
0

0.0
0.0

30
18

2.3
3.0

0
1

0.0
.2

22
17

1.7
2.8

201 15.3
76 12.5

78
40

5 9
8.0 211 I:;

PATF FAST
PIKES FLAK

845
2133

0
1

0.0
.0

31
2

3.6
.1

10
30

1.2
1.4

JO
0

1.2
0.0

0
16

0.0
.7

145 17.1
279 13.1 2471 33 . 3162..11

31
22

3.6
1.0

SAN LUIS 510 1 .2 26 5.1 7 1.4 7 1.4 36 7.1 63 12.3 49 9.7 1 2

SERVICIOS 274 0 0.0 1 .4 11 4.0 1 .4 20 7.3 11 4.0 24 8.8 0 0.0

SE COLORADO 403 U 0.0 1 .2 10 2.5 0 0.0 15 3.7 50 12.4 45 11.2 0 0.0

SW CoL0RADO 523 9 1.8 10 2.0 0 0.0 0 0.0 9 1.8 114 21.7 35 6.8 0 0.0

SW DENvER 623 10 1.5 0 0.0 0 0.0 1 .2 12 1.9 73 11.0 136 21.8 11 1.7

SF-AISH PEAKS 1240 19 1.6 1 .1 1 .1 3 .2 31 2.5 2C:3 24.0 386 23.7 2 .2

WELD 1785 1 .1 54 3.0 0 0.0 0 0.0 1 .1 63 4.6 133 7.4 2 .1

WEJT CENTRAL C66 51 7.4 5 .7 11 1.6 0 0.0 19 2.8 107 15.6 81 11.8 11 1.6

TOTAL 2.3500 206 .9 323 1.4 291 1.2 147 .6 586 2.5 3458 14.7 3642 15.5 197 .8

HOSPITALS CSH ADuLT 164 0 0.0 0 0.0 2 1.2 1 .6 10 6.1 44 26.8 74 45.1 6 3.7

CSH CH-ADOL 98 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 36 36.7 7 7.1 4 4.1

CSH GERI 41 0 0.0 0 0.0 3 6.7 0 0.0 15 33.3 8 17.8 12 26.7 5 11.1

CSH F02ENSIC 374 0 0.0 1 .3 8 2.1 4 1.1 18 4.8 21 5.6 219 53.6 3 .8

681 0 0.0 1 .1 13 1.9 5 .7 43 6.3 100 16.0 312 45.8 18 2.6

FLMHC ADULT 117 0 0.0 2 1.7 2 1.7 2 1.7 5 4.3 22 18.0 70 64.1 2 1.7

FLMN0 CO-ADOL 74 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 12 16.2 r 8.1 3 4.1

FLM:IC ;EMI 98 1 1.0 0 0.0 1 1.0 1 1.0 6 6.1 43 43.9 35 35.7 4 4.1

FLMHC 1.8.1C SRVC3 13 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 2 11.1 12 66.7 3 10.7

307 1 .3 2 .7 3 1.0 3 1.0 11 3.6 797.7 12i 41.7 12 3.9

TOTAL 088 1 .1 3 .3 16 1.6 e .8 54 5.5 183 19.0 440 44.5 30 3.0

TOTAL 24494 207 .6 32G 1.3 307 1.3 155 .6 640 2.6 3646 14.9 4082 16.7 227 .9

;'''

SOURCE OPEN CASES SURVEY



Table 5

(Continbed)

ANXIETY
DISORDER

OSH III

PERSONALITY
D1SORD4R

DIA0N0CIS

PRE-AOULT
DISORDER

CATEGORY

A0J0STHENT
DISORDER

OTHER NON-
PSYCHOTIC

SOCIAL
MALADJUST

NO MENTAL
OISOROER

DIAGNOSIS
DEFERRED

TYPE AGENCY TOTAL N I N % N % N % N I N % N I N S

CENTERS ADAMS 1364 18 1.3 221 16.2 GG 4.8 413 30.3 26 1.9 0 0.0 0 0.0 0 0.0

ARAPAHOE 913 50 5.5 121 13.3 52 5.7 348 38.1 41 4.5 8 .9 0 0.0 0 0.0

ASIAN PACIFIC ,' 110 10 9.5 10 5.5 10 9.5 22 10.8 0 0.0 0 0.0 0 0.0 0 0.0

A1,R00A 1408 78 5.6 279 19.0 75 5.5 510 38.0 GO 4.9 10 .7 10 .7 0 0.0

BkINFSOA 7E2 0 0.0 91 12.3 9 3.8 :6 10.0 111 14.5 10 1.3 0 0.0 0 0.0

BOuLDER 1429 30 2.1 239 16.8 31 2.1 329 23.1 277 19.4 10 .7 23 1.4 0 0.0

CENTErNIAL 1292 56 4.3 106 12.9 32 2.5 511 39.6 74 5.8 11 .8 0 0.0 0 0.0

CHIL0RLNS 408 20 4.9 10 2.4 70 17.1 119 29.3 109 26.8 0 0.0 40 9.8 0 0.0

CCLORADO WEST 1217 14 1.1 163 13.4 46 3.8 333 27.4 101 8.3 10 .8 0 0.0 0 0.0

DEN:TR Ne.N MHP 1954 158 8.1 230 11.8 46 2.4 245 12.5 93 4.8 0 0.0 0 0.0 0 0.0

JEFFC,;SON 1708 51 3.0 2E9 15.8 73 4.3 688 40.3 0 0.0 10 .6 23 1.2 0 0.0

LAV.II-17.R 1310 99 7.6 348 20.6 CO 6.1 410 31.3 10 .8 0 0.0 0 0.0 0 0.0

t11:,04STERN 669 12 2.0 123 20.2 27 4.5 233 42.3 24 4.0 0 0.0 Cl 0.0 0 0.0

EAST 845 10 1.2 83 9.8 82 9.7 163 19.3 10 1.2 0 0.0 0 0.0 0 0.0

PirCf, PEAK 2143 43 2.0 300 14.1 138 6.5 8(,2 40.4 GO 3.2 10 .5 19 .9 0 0.0

SAN LUIS 510 7 1.4 44 8.7 7 1.4 110 23.2 113 22.2 0 0.0 29 5.7 0 0.0

SERVICIOS 274 0 0.0 40 14.6 30 10.9 106 38.7 30 10.9 0 0.0 0 0.0 0 0.0

SE C- FADO 403 10 2.5 47 11.7 50 12.4 144 35.8 30 7.5 0 0.0 0 0.0 0 0.0

SW COLLFADO 523 38 7.2 77 14.7 38 7.2 88 16.9 104 19.9 0 0.0 0 0.0 0 0.0

i
SW DENJER
SPANISH PEAKS

623
1240

20
41

3.3
3.3

05
117

15.2
9.4

10
94

1.5
7.6

2017
248

30.4
20.0

29
29

4.6
2.3

0
0

0.0
0.0

0
0

0.0
0.0

0
0

0.0
0.0

co wELn 1735 76 4.3 01J 17.9 73 4.1 971 51.4 52 2.0 10 .6 10 .G 0 0.0

I WEST 0EH1RAL 680 11 1.6 76 11.0 22 3.2 150 21.9 142 20.8 0 0.0 0 0.0 0 0.0

TOTAL 23535 852 3.6 3473 14.8 1183 5.0 7367 31.3 1544 6.6 84 .4 149 .6 0 0.3

HOSPITALS CSH ADULT 164 0 0.0 11 6.7 0 0.0 14 8.5 1 .6 0 0.0 1 .6 0 0.0

CSN CN-ADOL 98 0 0.0 3 3.1 43 43.9 5 5.1 0 0.0 0 0.0 0 0.0 0 0.0

CSH GEV! 45 0 0.0 0 0.0 0 0.0 2 4.4 0 0.0 0 0.0 0 0.0 0 0.0

CSH FOR0.N5IC 374 2 .5 67 17.9 0 0.0 19 5.1 0 0.0 0 0.0 0 0.0 12 3.2

681 2 .3 81 11.9 43 6.3 40 5.9 1 .1 0 0.0 1 0.1 12 1.8

FLM0C ADULT 117 0 0.0 4 3.4 0 0.0 3 2.6 0 0.0 0 0.0 0 0.0 0 0.0

FLM0C CH-ADOL 74 0 0.0 6 8.1 39 52.7 8 10.8 0 0.0 U 0.0 0 0.0 0 0.0

FLMNC OCRI 98 0 0.0 0 0.0 0 0.0 7 7.1 0 0.0 0 0.0 0 0.0 0 0.0

FLMHC VOC SRVCS 18 0 0.0 0 0.0 0 0.0 1 5.6 0 0.0 0 0.0 0 0.0 0 0.0

307 0 0.0 10 3.3 39 12.7 19 6.2 0 0.0 0 0.0 0 0.0 0 0.0

TOTAL 988 2 .2 1-'1 9.2 02. 6.3 59 6.0 1 .1 0 6.0 1 0.! 12 1.2

TOTAL 244A4 854 3.5 35E4 14.6 1265 5.2 7426 30.3 1545 0.3 80 .4 140 .6 12 0.0

SOURCE: OPEN cAsrs suRvre



Table 6

TRENDS IN NUMBERS & PERCENTAGES OF CLIENTS
BY LEGAL STATUS AT ADMISSION

Fiscal Year

Ltgal Status

1979-80 (est.) 1980-81 1981-82 1982-83 1983-84

%N % N % N % N % N

Involuntary

_

6,318 13% 7,453 14%

_

8,756 18% 7,320 16% 8,204 18%

Voluntary 44,224 87% 46,800 86% 40,643 82% 37,305 84% 36,099 82%

TOTAL 50,542 100% 54,253 100% 49,399 100% 44,625 100% 44,303 100%

Source: DMH Evaluation Services Section
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Figure 10

FORT LOGAN MENTAL HEALTH CENTER
% INVOLUNTARY AT ADMISSION BY DIVISION

80
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Source: Fort Logan Mental Health Center "Situation Analysis."
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Table 7

TRENDS IN MEDIAN LENGTHS OF STAY'

MENTAL HEALTH CLIENTS CURRENTLY ENROLLED IN STATE HOSPITALS

Hospital

CSH

Division June 30, 1984 December 31, 1985 % Change

Child/Adolescent

N_

95

Median N

97

Median

-10%98 Days 88 Days

Adult 153 42 " 151 60 " +43%

Geriatric 44 149 " 42 284 " +91%

Forensic 376 2.9 Years 366 1.7 Years -41%

Fort Logan Child/Adolescent 73 91 Days 74 141 Days +55%

Adult 118 99 " 116 107 " +8%

Geriatric 24 69 " 029 95 " +38%

1
Cumulative inpatient stay only

S°urce: DMH Evaluation Services Section
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Table 8

NUMBERS OF CLIENTS CONTRACTED FOR

BY COMMUNITY MENTAL HEALTH CENTERS & CLINICS

COMPARED TO NUMBERS SERVED*

# Clients # Clients
Contracted For Served 

60,651 64,469

# 
Admissions

contracted for

38,732

FY 1983-84

Difference

+3,818

FY 1984-85
Annualize Based on July-December Data

Number of
Admissions 

36,428

Difference

-2,304

Percentage
Difference 

+6.3%

Percentage
Difference

-5.9%

*between FY 1983-84 and FY 1984-85, contract criteria changed from "clients

served" to "admissions." Therefore, comparisons between the numbers from year

to Year are not appropriate; comparison of the percentage difference between

Years is valid.
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Table 9

WORKLOAD FIGURES

FORT LOGAN MENTAL HEALTH CENTER

FY 1983-84 FY 1984-851 Diff. %Diff.

Carryovers (Currents) 342 331 -11 -3%

Admissions (New & Read.) 844 711 -133 -16%

Total Clients Served 1,186 1,042 144 -12%

13'ed Occupancy 90% 91% +1% +1%

'Figures are annualized based on July 1984 through January 1985 data.

Source: FLMHC monthly Attendance Statistics reports.
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Table 10

COLORADO STATE HOSPITAL

TOTAL CLIENTS SERVED

-- ACTUAL -- PRO-RATED

PROGRAM DIVISION FY 82-83 FY 83-84 FYTD 1/85 TREND L.O.S.

General Adult 1,154 1,152 1,150 Stable Up

Child/Adolescent 333 369 422 Sharp rise Down

Geriatric 353 360 345 Fluctuating Up

Forensic 912 948 1,048 Sharp rise Up

General Hospital 744 944 858 Declining No data

Substance Abuse 201 227 220 Stable Stable

TOTAL 3,697 4,000 4,043

Source: Colorado State Hospital Situation Analysis, p.5.
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Table 11

COLORADO STATE HOSPITAL

PERCENT BED OCCUPANCY

PROGRAM DIVISION BEDS
-- ACTUAL --

FY 82-83 FY 83-84
PRO-RATED
FYTD 1/85 TREND COMMENT

General Adult 150 94.0% 96.0% 98.0% Rising to
capacity

Child/Adolescent 96 94.8 99.0 96.9 Often over
capacity

G
eriatric 60 93.3 90.0 85.0 Slow decline

Forensic 350 98.9 101.7 102.0 Severely
overcrowded

General Hospital 68 63.2 57.4 42.6 Decline
underutilized

Substance Abuse 30 76.7 76.7 76.7 Stable
underutilized

)(Irce: Colorado State Hospital Situation Analysis, p. 4.
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Table 12

COLORADO DIVISION OF MENTAL HEALTH

FY1983-64 ADMISSIONS

LEGAL STATUS CATEGORY

TYPE AGENCY TOTAL

MISSING

N 2

VOLUNTARY

N 2

COURT-01RECTE0
VOLUNTARY

N I

FORENSIC

N I

72 HR

N

HOLD

2

SHORT TERM
CERTIF!ED

N 2

LONG TERM
CERTIFIED

N I

OTHER CIVIL
INVOLUNTARY

N X

HOSPITALS CSH ADULT 692 0 0.0 105 11.8 2 .2 28 3.1 628 70.4 102 11.4 24 2.7 3 .3

CSH CH-ADOL 258 0 0.0 22 8.5 0 0.0 0 0.0 102 39.5 11 4.3 0 0.0 123 47.7

CSH GERI 196 0 0.0 31 15.8 0 0.0 1 .5 147 75.0 13 6.6 3 1.5 1 .5

CSH FORENSIC 472 0 0.0 0 0.0 0 0.0 316 66.9 144 30.5 6 1.3 4 .8 2 .4

1818 0 0.0 158 8.7 2 .1 345 19.0 1021 56.2 132 7.3 31 1.7 129 7.1

FLMHC AOULT 572 11 1.9 125 21.9 0 0.0 1 .2 351 61.4 78 13.6 5 .9 I .2

FLMHC CH-ADOL 173 2 1.2 57 32.9 0 0.0 0 0.0 70 43.9 14 8.1 1 .6 23 13.3

FLMHC GERI 91 3 3.3 47 51.6 0 0.0 0 0.0 24 26.4 16 17.6 0 0.0 1 1.1

FLMHC VOC SRVCS 9 0 0.0 9 100 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0

845 16 1.9 238 28.2 0 0.0 1 .1 451 53.4 108 12.8 6 .7 25 3.0

TOTAL. 2663 16 .6 396 14.9 2 .1 346 13.0 1472 55.3 240 0.0 37 1.4 154 5.6

TOTAL. 44303 35 .1 36099 81.5 2571 5.6 633 1.4 3880 8.8 333 .8 83 .2 668 1.5

SOURCE: PES7A it 78
PAGE 3

Source: DMH Evaluation Services Orchid Report No. 34, p. 3.
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Table 13

COLORADO DIVISION OF MENTAL HEALTH
FY1903-84 ADMISSIONS

TYPE AGENCY TOTAL

MISSING

N 2

REFERRAL SOURCE

MEDICAL OR
PERSONAL PSYCHOLWADAL

N X

CENTERS ADAMS 2388 2 .1 1070 45.1 3q1 16.4
ARA?ANi:E 1479 ': 0 0.0 840 56.8 229 15.5
ASIAN PASIFIC 154 4 2.0 21 13.6 69 44.8

AuRSPA 2702 20 .7 1487 55.0 509 18.8
BETHE6u4 745 0 0.0 410 5'3.0 191 25.6

BCmLO:R 1818 11 .6 1078 58.7 274 14.9

CL741E%NlAL 2104 1 .0 1169 51.2 255 11.8
CHILURE1:5 757 6 .6 116 15.3 400 52.8
COLORADO WEST 2585 1 .0 1449 56.1 400 15.5
DENvER Hart MHP 3536 131 3.7 1118 31.6 1711 48.4
DEN/ER MNC 157 0 0.0 96 61.1 49 31.2
JEFFERS0N 3081 11 .4 1635 53.1 637 20.7
L;k11-,ER 2211 0 0.0 1412 03.9 235 10.6

MID-,ESTERN 1142 3 .3 001 54.6 174 15.2
P!8, ET 1153 2 .2 741 04.3 315 27.3
PleES PEAK 4196 25 .6 1759 40.1 604 15.8
SAN LUIS 993 0 0.0 402 46.5 193 19.4
SERYICIOS 428 7 1.6 165 43.2 84 19.6
SE COLORADO 971 3 .3 5C4 61.2 132 13.6
SW COLORADO 1130 0 0.0 559 49.5 185 16.4
SW 0EN;ER 1025 4 .4 549 53.6 243 24.3
SrANISH PEAKS 1052 0 0.0 733 43.6 475 28.2
WELD 2820 0 0.0 1595 56.5 323 11.5
WET CENTRAL 1133 0 0.0 601 53.0 251 22.2
DEJN/LRNH EMER 978 9 .9 146 14.9 714 73.0

TOTAL 41640 240 .6 20375 40.9 9139 21.9

SOCIAL SRVCS
EDUCATIONAL

437 In.:I
241 10.3
27 17.5

354 13.1
98 13.2
277 15.1
595 27.5
69 9.1
374 14.5
230 6.5
4 2.5

370 12.0
254 11.5
230 Z.0.1
42 3.6

811 18.5
207 20.8
96 22.4
114 11.7
226 20.0
145 14.1
287 17.1

ci' ;;:;
3 .3

8198 14.9

Source; DMH Evaluation Services Orchid Report No. 34, p. 4.

LEGAL ALL OTHER

372 15.6 108 4.5
147 9.9 22 1.5
26 16.9 7 4.5

291 10.8 41 1.5
20 2.7 26 3.5
105 9 0 33 1.8
179 6.3 25 1.2
148 19.6 18 2.4
260 10.1 101 3.9
290 8.2 56 1.6

4 2.5 4 2.5
105
2C.0

6.3
12.1 2,3:4 7::1

112 9.0 22 1.9
31 3.4 14 1.2

630 ¶4.5 451 10.5
PO 9.1 41 4.1
44 10.3 12 2.8
94 9.7 34 3.5
123 10.9 37 3.3
69 6.7 9 .9
145 8.0 42 2.5
318 11.3 45 1.7
106 9.4 4 .4
105 10.7 1 .1

4248 10.2 1440 3.5



Table 14

TRENDS IN STATE HOSPITAL BED OCCUPANCY RATES

Fort Logan Mental Health Center 

# Staffed In-
Division Patient Beds

FY 1982-83
Ave.Occ.Rate

FY 1983-84
Ave.Occ.Rate

FY 1984-85
Ave.Occ.Rate2

Adult Psychiatry 121 88% 89% 89%
Geriatric/Deaf/Aftercare 30 85% 83% 85%
Children' 15 92% 85% 93%
Addlescentl 61 95% 97% 96%

Total 227 90% 90% 91%

1
Children and Adolescents broken out separately although they are together in one
division.

?Based on July 1984 through January 1985 data.

Source: FLMCH Monthly Attendance Statistics Report.

Colorado State Hospital

General Adult
hi ld/Adolescent

150 94% 96% 98%

Geriatric
96 95% 99% 97%

Forensic
60 93% 90% 85%
350 99% 102% 102%

Total 656 97% 99% 99%

Ss?urce: Reprint of Table 11, leaving out General Hospital and Substance Abuse
Ince those divisions treat non-mental health clients.

& FLMHC 883 95%

4)urce: Based on weighted means, above data.

97% 97%
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Table 15

DIVISION or MENTAL HEALTH
BLOCK GRANT ANALYSIS

JUNE 11, 1934

81-82
State FY
9 Months

8z-83
State FY
12 Months

83-84
State FY
12 Months

84-85
State FY
12 Months

85-86
State FY
12 Months

Grant Award 10/81-9/83 $2,905,937
Grant Award 10/82-9/84 $3,444,623
Grant Award 10/83-9/85 $3,400,442
Grant Award 10/84-9/86 $3,400,442
Grant Award 10/85-9/86 $3,400,442
Funding Available (July-Sept 1/4) -0- 726,484 861,156 850,110 -0-Funding Available (Oct-June 3/4) 2,179,453 2,583,467 2,550,332 3,400,442 3,400,442
Carry Forward--Prior Year -0- 1,532,933 1,093,520 254,293 235,962

Total Funding Available 2,179,453 4,842,884 4,505,008 4,504,845 3,636,404

Less Expenditures

Direct
Overhead

501,402
145,118

3,508,188
241,176

3,842,578
408,137

3,771,818
447,065 3,7474):8H

Subtotal 646,520 3,749,364 4,250,715 4,218,883 4,218,833

Balance--Carry Forward 1,532,933 1,093,520 2b1,293 285,962 (532,4/9)



1

Table 16

DISCHARGE PLACE OF RESIDENCE

STATE HOSPITAL CLIENTS

Residence FY 1982-83 FY 1983-84 FY 1984-851

N_ % N % N %_

Correctional Facility 155 13.4% 339 13.2% 342 15.8%

InPatient 72 6.2% 114 4.4% 87 4.0%

Nursing Home 61 5.3% 161 6.2% 122 5.6%

Intensive Treatment Facility 40 3.5% 106 4.1% 60 2.8%

Community Residence 174 15.1% 400 15.5% 147 6.8%

Boarding Home 47 4.1% 127 4.9% 72 3.3%

HOD 202 Housing 9 .8% 9 .3% 6 .3%
Section 8 Housing 5 .4% 5 .2% 3 .1%

Other Independent 592 51.3% 1,313 51.0% 1,328 61.3%

TOTAL2 1,155 100.1% 2,574 99.8% 2,167 100.0%

1 Pi
1,9ures for FY 1984-85 are annualized based on July 1984 through February
1J85 data.

2Pi
gures reflect valid N and not total numbers of discharges.

S4rce: DMH Evaluation Services Section.
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Table 17

DISCHARGE PLACE OF RESIDENCE

CMHC CLIENTS

Residence FY 1982-83 FY 1983-84 FY 1984-851

N_
0/ Isj% N % N to

Correctional Facility 311 .9% 520 1.3% 415 1.3%

InPatient 1,431 4.2% 594 1.4% 510 1.6%

Nursing Home 783 2.3% 1,019 2.5% 933 2.8%

Intensive Treatment Facility 159 .5% 187 .5% 143 .4%

Community Residence 1,299 3.9% 1,741 4.3% 1,075 3.3%

Boarding Home 133 .4% 249 .6% 339 1.0%

HUD 202 Housing 56 .2% 127 .3% 104 .3%

Section 8 Housing 61 .2% 95 .2% 134 .4%

Other Independent 29,255 87.4% 36,358 88.9% 29,224 88.9%

TOTAL2 33,488 100.0% 40,890 100.0% 32,877 100.0%

1
Fi
gores for FY 1984-85 are annualized based on July 1984 through February

1985 data.

'gores reflect valid N and not total numbers of discharges.

ce: DMH Evaluation Services Section.
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Table 18

EMPLOYMENT STATUS AT DISCHARGE

STATE HOSPITAL CLIENTS

Employment status FY 1982-83 FY 1983-84 1FY 1984-85 

N_ % N % N %_
Employed - Full-time 52 4.7% 149 5.7% 132 6.1%

Employed - Part-time 23 2.1% 42 1.6% 36 1.7%
Homemaker 9 .8% 32 1.2% 24 1.1%
Sheltered Employment 21 1.9% 55 2.1% 45 2.1%
Not in Labor Force 579 52.0% 1,499 57.3% 1,253 57.8%
Unemployed 3 months 98 8.8% 210 8.0% 183 8.5%
Unemployed 3 months 332 29.8% 629 24.0% 491 22.7%

TOTAL2 1,114 100.1% 2,616 99.9% 2,164 100.0%

lr.
lgures for FY 1984-85 are annualized based on July 1984 through February

1985 data.

2r.
19ures reflect valid N and not total numbers of discharges.

c'urce.• DMH Evaluation Services Section.
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Table 19

EMPLOYMENT STATUS AT DISCHARGE

CMHC CLIENTS

Employment status FY 1982-83 FY 1983-84 FY 1984-851

Employed - Full-time 9,759 29.1% 11,847 29.0% 9,790 29.8%

Employed - Part-time 4,724 14.1% 4,467 10.9% 3,465 10.6%

homemaker 2,479 7.4% 2,822 6.9% 2,324 7.1%

Sheltered Employment 254 .8% 305 .8% 279 .9%

Not in Labor Force 11,072 33.0% 15,204 37.2% 12,205 37.2%

4emPloyed 3 months 1,654 4.9% 1,889 4.6% 1,551 4.7%

Unemployed 3 months 3,602 10.7% 4,310 10.6% 3,194 9.7%

TOTAL2 33,544 100.0% 40,844 100.0% 32,808 100.0%

lgures for FY 1984-85 are annualized based on July 1984 through February

1985 data.

'Figures reflect valid N and not total numbers of discharges.

Sour,
Le: DMH Evaluation Services Section.
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Table 20

TRENDS IN CLIENT READMISSION RATES

FY 1979 FY 1980 FY 1981 FY 1982 FY 1983 FY 1984
- 1980 - 1981 - 1982 - 1983 - 1984 - 19851

C-21M4Yeg714

Number of Admissions 47,220 51,537 46,827 42,206 41,640 38,408

Number of Readmissions 11,548 14,220 13,890 10,687 9,790 8,892

% Readmissions 24.5 27.6 29.7 25.3 23.5 23.1

State Hospitals

Number of Admissions 3,293 2,716 2,572 2,419 2,663 2,601

Number of Readmissions 1,555 1,340 1,156 1,044 1,156 1,184

% Readmissions 47.2 49.3 44.9 43.2 43.4 45.5

1
Fi
gures for FY 1984-85 are annualized based on July 1984 through February

1985 data.

clurce: DMH Evaluation Services Section.

-90-



CHAPTER 3

PLANNING COUNCIL INPUT
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Introduction

The Colorado State Mental Health Planning Advisory Council met on June 4-5,
1985, to review and provide input into DMH's 1984-85 planning process. The
following section includes the 24 problems which the Council identified, in
order of the priorities they were assigned by Council vote, as issues that the
public mental health system must face. Finally, a second section includes
tasks/strategies which the Council suggested DMH follow in order to address
the top five priority problems.

The top five problems which the Council identified have been incorporated into
the problem list generated from the Situation Analysis (see pages 63-65), to
result in the Final Problem List included on pages 97-99 and also in the first
chapter, on pages 23-25. Finally, the tasks and strategies which the Council
identified have been included in the DMH Management Plan in Chapter 4.
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COLORADO STATE MENTAL HEALTH PLANNING ADVISORY COUNCIL

1985 PROBLEM LIST

Problem Statements 

1. Problem: Need to increase community mental health programs for
chronically mentally ill including community support and
residential programs.

- these inadequacies "back-up" the system.
- look at distribution of dollars to state hospitals and
community programs.
still need to recognize patient's need for
secure/protective environment at times during their lives.

2. Problem: No continuum of services for children and adolescents,
particularly around residential programs.

3. Problem: Need to improve coordination of planning, budgeting
and service delivery between others systems.

4. Problem: Need for more comprehensive needs assessment to
determine overall requirements for mentally ill of entire state.

5. Problem: Need to develop strategies to serve underserved and
systems at the local level.

6. Problem: Need to make mental health system access easier for
criminal justice practitioners.

7. Problem: There is a lack of clarity of the responsibility of
the public sector to provide services to different target mental
health populations.

8. Problem: Need to improve programming for non-compliant mental
health clients.

9. Problem: Services should be driven by patient needs as patient
is evaluated at admission. Currently, patients are forced into
existing programs. This includes improved evaluation services.

10. Problem: Need to emphasize treatment outcome studies of
existing programs.

11. Problem: There is a lack of early prevention and intervention
programs within the mental health system, particularly with
infants and children.

12. Problem: Often the least well-trained staff are treating the
most disabled people which may result in lower quality care.
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COLORADO STATE MENTAL HEALTH PLANNING ADVISORY COUNCIL
1985 PROBLEM LIST

Problems Statements - continued ...

13. Problem: Need to examine current policies relating to secure
custody for adults and juveniles.

14. Problem: Need to accurately quantify and describe patients who
are and are not being served.

15. Problem: High risk clients with substantial need for control
consume a high percentage of resources.

16. Problem: Need to clarify mental health system's role to provide
social control for society at large.

17. Problem: No continuum of services exists for the elderly
mentally ill.

18. Problem: Need to increase cooperation between families, private
sector, non-profit sector and public sector.

19. Problem: Mental health and education systems need to develop
(design) long term placements for behaviorally disordered
Children and adolescents.

20. Problem: Need to "market" the fact that mental health problems
are at the root of many other systems' problems.

21. Problem: There is a history of "over-marketing" mental health
services.. .we shouldn't duplicate this history.

22. Proolem: Need to challenge cities and counties to increase
their funding contribution to mental health services.

23. Problem: Need to collect input from other agencies, private
sector, others, earlier in the mental health planning process.
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STRATEGIES TO ADDRESS THE TOP FIVE PROBLEMS

COLORADO STATE PLANNING ADVISORY COUNCIL

June 5, 1985

1. Need to increase community mental health programs for chronically mentally
ill, including community support and residential programs. 
DMH to develop a comprehensive statewide plan for provision of comprehen-
sive community support services to all chronically mentally ill. The plan
should include demographic data, client need data, and dollar figures, and
will include planning for appropriate continuum of care. The plan should
include strategies for implementation within 3 years.

2. No continuum of services for children adolescents, particularly around 
residential programs. 
As a first step, DMH to define an appropriate residential continuum for
children and adolescents, based on client needs. This study would take
into account children/adolescents currently placed in mental health
programs. Social Services (RCCFs), education and youth services -- and
the service needs of these individuals. Residential programs would be
designed to meet specific clusters of needs -- i.e. specialized programs
as needed.

3. Need to improve coordination of planning, budgeting, and service delivery
linkages between systems, especially at the local level, and to clarify
the responsibility of the public mental health service delivery sector. 
Step 1. Clarification - From a DMH perspective, it must be determined/

clarified what they are, who they serve and how they interact
with other systems in such a way that leaves no gaps in service
delivery.

2. Concrete inter-agency leadership forum
3. Needs assessment
4. Plan
5. Continuum developed for each target population (which system

gets them and why)
6. This filters down to the local service delivery agencies

(linkage)

Statement of problem(s)

#3. Need to ,mprove coordination of planning, budgeting and service
delivery between systems.

#4. Need to improve service delivery linkages between systems at the
local level (re: fragmentation due to funding sources).

#24. Need to clarify, etc.

*Both involve leadership.
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4. Need for more comprehensive needs assessment to determine overall 
requirements for mentally ill of entire state.
The need assessment should be designed to capture information about the
chronically and acutely mentally ill as well as their level of severity or
dysfunction.

5.

Both theoretical estimates and estimates based on sample surveys should be
considered. Included in the former is the use of SSI national data and
data on the SSI status of clients under care to estimate statewide numbers
of CMI. Other approaches would involve applying Epidemilogical Catchment
Area (ECA) figures from other state areas to Colorado and using estimates
from the President's Commission on Mental Illness.

A survey approach might involve a one day count of people under treatment
in the private practice sector, hospitals (public, private and VA),
RCCF's, alcohol and drug programs, law enforcement facilities, CMHC's,
nursing homes, etc.

Need to develop strategies to serve underserved and unserved clients.
Task I 

Not population parameters but what do these group members need in
terms of mental health services?

Potential Groups = Victims of Violent Crime
Dual-Diagnosis Clients
Mentally Ill in Jails
Refugees
Elderly
Alcohol/Drug Abuse
Homeless

Task 2 
To create and fund a position within DMH to aggressively seek out and
obtain new sources of funding for these services.
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DMH Problem List with MH Council Input 

1. The public mental health system can no longer treat as many clients.
The gap between population in need and numbers served has widened. The
significantly increased severity of adolescents and young adults who,
together, comprise the majority of clients, and the increased number of
involuntary admissions have resulted in the need for more resources to
treat the DMH Client population. Due to inflation, which has reduced
spending power, there are not enough resources available even to maintain
core services. Furthermore, due to a Federal funding shortfall of approx-
imately $300,000 for FY 1986-87 and potential losses of patient fees and
Federal Revenue Sharing dollars, CMHC's could lose up to $3.3 million, or
8% of their current budget. Potential losses of patient fees could result
in a maximum loss in funds of $2 million, or 3% of the hospitals' budget
over the next several years. Implementation of DRG's could impact first
and third party payments.

2. Colorado needs to increase mental health services for the chronically 
mentally ill, including community treatment and support services and 
residential placements.
Estimates show a need for over 700 additional community residential place-
ments for the chronically mentally ill. Hospital overcrowding may be
directly related to this inadequacy of alternatives. The inadequacy of
CMHC emergency service capability is also a major aspect of the system's
inability to meet the needs of the chronically mentally ill population.
There is a need to provide services for the homeless who are chronically
mentally ill. The 1985 Benton Decision has challenged the public mental
health system's response to the service needs of the chronically mentally

3.

4.

5.

The Division of Mental Health should improve methodologies for needs 
assessment and targeting of resources,  and develop strategies to serve 
underserved and unserved clients. 
The need to provide "more" treatment for longer lengths of stay has
resulted in the system's serving fewer clients, at a time when the
population in need is increasing. Furthermore, there are underserved
populations such as the elderly, and unserved populations such as the
homeless, the mentally ill in jails, the mentally ill in nursing homes,
victims of crimes, etc., which represent thousands of persons, statewide,
in need of mental health services, who do not receive them.

There is a need to clarify the mental healtn system's role in protecting 
society at -large.
There has been a significant increase in the number of involuntary hospi-
tal admissions; the CSH Forensic Unit is severely overcrowded; adolescent
clients are increasingly in need of behavior control; and increasing num-
bers of both hospital and CMH clients are being released to correctional
facilities. Society's view of the role and nature of public mental health
treatment appears to be changing.

The public mental health service delivery system should increase its 
responsiveness to outside input.
In order to be effective, the public mental health service delivery system
must increase its responsiveness to outside input from client advocates,
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families, and friends as well as from other agencies in both the public
and private sectors.

6. Need to improve coordination of planning, budgeting, and service delivery
linkages between systems, especially at the local level, and to clarify
the responsibility of the public mental health service delivery sector.
There is a need to define the scope of responsibility of the public sector
mental health system in relation to the private sector and to other public
and private human services systems. Specialized services are needed for
the multi/dual-diagnosed and for "intersystem" youths, which cross the
boundaries between systems, and better coordination is needed between all
systems to improve services for all clients.

7. There is no continuum of services for children and adolescents, 
particularly around residential programs.
The severity of adolescent clients admitted to the hospitals has increased
significantly. Few community residential placements and services exist
for these seriously disturbed young clients either as alternatives to hos-
pitalization or to meet post-hospitalization needs.

8. Mental health treatment facilities and equipment are deteriorated, and 
there is not enough space for privacy of treatment in many community 
mental health centers. 
Long-term underfunding of controlled maintenance for hospitals and CMHC's
has resulted in substantial deterioration of facilities, some beyond
repair. Many CMHC's need to move to more adequate facilities. There are
immediate capital construction needs for the state hospitals. FLMHC pro-
jects the need for additional inpatient building space by 1990. CSH needs
to construct a new power plant, renovate Geriatrics East and West, and
modernize the Pharmacy. Unfunded capital equipment needs for the hospi-
tals approximate $1 million this year, in addition to the need for a
feasibility study of CSH General Hospital Services to determine whether an
additional $852,000 in capital outlay funds that are needed should even be
requested.

9. Staff salaries are too low, systemwide, and there are substantial personal 
services funding deficiencies in the state hospital budgets.
Inadequate salaries -have caused CMHC's to have problems in the recruitment
and retention of all staff. They have caused the hospitals the same pro-
blems with physicians and psychiatrists, and have resulted in a crisis
situation wherein the hospitals are unable to recruit and retain enough
Registered Nurses. Furthermore, non-funded personnel costs in the hos-
pital budgets such as for retirement, vacancy savings below the assessed
rate, and lost time due to workers' compensation claims diminish funds
available to maintain the workforce.

10. Severe overcrowding in the state hospitals indicates a statewide shortage 
-57 public mental -hearth inpatient resources.
The two state hospitals together have been operating at 97% of bed capac-
ity since last year, with some divisions operating at over 100% capacity.
The most critical overcrowding is in the FLMHC Children/Adolescent
Division and the CSH Forensic Division. Due to the shortage of beds,
CMHC's are unable to access the public inpatient resources that they need.
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11. The Division of Mental Health's information systems and ADP resources are 
still in need of further development.
The ADP resource needs consist primarily of policy-setting and systems
coordination from the Department level; programmer and systems analyst
resources for maintaining and accessing existing mainframe systems,
designing and developing new micro and mainframe systems; mainframe-
mainframe, micro-mainframe, and micro-micro communication networks; and
staff training for DMH users.
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CHAPTER 4

DMH MANAGEMENT PLAN
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Introduction

The following Mangement Plan for FY 1985-86 was developed by the DMH Manage-
ment Team Staff. The Final Problem List which resulted from the Situation
Analysis and the State Council's input was used by the Management Team as the
basis to develop goals and objectives that DMH can pursue to address these
problems. The goals and objectives were then sorted out in terms of those
which would be addressed by the FY 1986-87 Budget Request and those which
could be addressed this coming year through management initiatives. The Man-
agement Team then specified the major tasks which will be associated with
these objectives.

The following Management Plan contains the problem statements, goals, objec-
tives, and major tasks as described above. It is the workplan DMH will be
following this coming year as a result of the planning process. The Budget
Request, which addresses funding for the following year, FY 1986-87, is pub-
lished as a separate document.
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F1 CPt.E" SI'ALS

COLOR/DC DEPARMENT OF INSTITUTIONS

MANAGEMENT PLAN FY 85 to 86

OPECTIvES MAJOR TARS
STAFF

PESPONSIBLE

DIVISION OF MENTAL HEALTH

MONITUIPS
DATE

ACCOMPLISHED
YES NO COMMENTS

I. The oLblic .ental health
syster can no Icrlsr
treat as mars clients.

2. Colored,: needs to in-
trees'? comounity rzntal
health programs for the
rentally ill, including
community suzeort and
residential progrens.

I. Fro-ride in adequate a. Dtain FY 19P6-07 funding (1) Submit DMA budget Bruce Berger
level of resources to allow from the legislature which request that includes
services to be delivered includes replacerent of replacement of the
at the rate they were at least 701 o1 the decline decline in Federal funds
beino provided to clients in federal funding and at and service capacity by
in need during least 501 of the decline 8/1/B5.
FY 1980-81, before the in service capacity which
erosion in resources began, has occurred iron FY 1980- (21 Track budget request Bruce Berger

81 to FY 1985-86. through EDO, OUB, JCB Mary Niberg
and the legislature and
advocate approval by 5/1.

2. Ac:ess the ne:essary
revenues to meet the
residential, treatnent
and support service
needs of the 6,800
Chl currently in the
public mental health
system as well as those
outside of the system
who are not receivirg
any assistance.

b. Obtain funding from the (1) Submit DMA budget
legislature which includes request that includes an
an appropriate cost-of- appropriate COL increase
living increase for the for the CMHC's by 8/1/35.
CM/IC's and the hospitals
for FY 1986-87, to prevent (2) Track budget request
further decline in service request through EDO,
capacity. OSBP, JPC and the

legislature and advocate
approval by 5/1/86.

a. Complete a 3-year
Master Plan to address
the Needs of the
Chronically Mentally
111 in Colorado.

Bruce Berger

Bruce Perger
Mary ifiberg

111 Complete ta0s as Liz Milderman
specified in detailed Bob Plover
'wnrk plan  which began Jact Bartleson
June 14 and submit final
plan to Governor's
Office by 8/31/85.

b. Obtain FY 19N-137 finding (11 Submit DMA budget Bruce Berger
from the legislature for at revest that includes Liz Milderman
!east 50Z o' the first first year of the Chi
ptise of the rescur:es plan by 8t1/85.
necessary to errand
servites to the EM1.



COALS

C7t1PATl DEIATMENT Of INS,I7u,1042
NAMIEEME97 PLAN FY E5 ID 96 DIYISIIND MEN'AC RAN

OBJECTIVES raJoR ,ASS
STAFF

RESPD1SIKE
MITOFINU ACCOMANED

DATE YES NO COMMIS

3. *I'e cap bet...sem occuleticn 2A.
In -teed PC nr'7P,S served
nes mlivred. crmetins tne
reet C imp.mse neele
assessrert talerin;
of resources, end the
fl20 tc Develop strategies
to serve unCeiseryee and
uneerved cliemte.

COI TI2a budget request
through EDO, DSP9, OBE
ad legislature as
aivocate approval by 5/1.

Praf Bele,

n?I'V *berg

c. investigate are erely Ill pa'ticicate in Robert Pot Glove,
for private fcumiation Woods Johnson Foundation Liz Rildermin
fomls to emcano services Advisory Board to help
t2 the C"I. define funding porameters

by 12/31/05.

'improve methoeclogy for a.
estimating number and
oistribution of indi-
viduals in need of mental
tealth services.

121Facilitate response
to RFP by the City and
County of Denver by
3r1/86.

Determire number and Ill toylike zip code and
distribution by catchment census data tapes by
area cf Cl irdividcals. 8/15/85.

n. Assess the validity of
te Colored: Need
Assessrert model.

12/ Develop alternative
oplels by using varying
assumptions by 9i15/85.

(S) Utilize above motels to
inrrove estirates mf CMI
population in need by
12/1/16.

(I) entain results of
University cf Denver
Needs Survey and compare
to Colorado model by
6/0/86.

Bob Plover
Liz Wildernan

Nancy Nilson

Nancy Wilson

Nancy Nilson

Nuncy Wilsin

I21 Utilize results to in- Nancy Nilson
crease the calieity oi the
Ceteralo Neel Assessment
Modfl by 6/30/2t.



CP0
4te

f. There is a czet to
clarity the Penn' health
systen's r:It ir pr-

tttirciety at large.

ESP IS

Inccrperate private •
facility data in raeo
asse:s-ert estimates.

DEf-RThTAT OF IHETITUT:CE
H41AE51E4T POP rf 85 Ty Bh LAVIS158 Or MENTAL HEALTH

CtIECT:VES

a Aralyze VI'H ltvr.tery
data fcr private rerts!
health facilities ard
general hoszitals in
Colorado.

4A. To develop a policy a.
state...art concerning the
balancing of treateent are
petlic safety which will
provide guidelines for
aental health profess-
ionals and others
throughout the state.

To have cznpleted revie,
and discussion by the
Task Fuse of sinilar
policies which have been
fornuleted by ether states
and organizations, in-
cltding Sutherland Miller's
report to the Soverrer
on 'Violerce and the
Mentally III ad the
study by Nancy Wilson and
Dave Rose entitled
'Treatrent and Security.'

b. To have irple/ented and
conpleted a process
whereby the Task Force
will secure in-put frcn
a variety of arblic and
professional groups.

c. Tp have discussed and
?creed upon th,f nw'c'
item s to Je included
within the policy
staterent.

e. T1 %aye trzleted ar
initial Iraq cf thy
poLcv st2terelt.

45zep 'ASYS

II! ne...iev data for
accuracy by 11/50/95.

I21 Finalize analysis and
opestions by 12/TI/85.

(31 PEjlish report by
5/31/tb.

141 Utilize results to
irprove Colvadc Need
Assessnent !ode' by
6/3r/86.

STA7r

REEPCNSIPLE

Nar:y Wilson

'fancy Wilson

Wry in

Nancy Wilson

III Have Task Force mczbers Hardee fort
obtain, review and Paul Sherran
nscess noted reports
by 91:0/P5.

(IIServe input threugh
defizee process by
17/30/85.

ill Ccnclete objective c
by 3/50/96.

Hayden Kart
Paul Sheraan

Havdee fort
faul Sherman

Ill Eullete initial dratt Hayeze t3rt

by wons. Pio F., E'n30

roitlms AECIMPLISHSt
tATE YES NO COatIENTS



C

CCI9c1CC DEPOTMEW CF INSTITUTIONS
MINAGEMENT PLAN FY ES TO 86 DIVISION 7 MENTAL FEMOH

tfArF MAITOBIM3 ACCOMPLISHED

PPOPLEM 6CALS OBJECTIVES MAJOR TACKS P.ESPC4S1BLE DATE YES WO cormENTs

e. To have seckred for (11 Co - plete reiiew process Hayes' gent
Task Force dis:nsior, of initial draft by Paul Sherman
review and connents of 5/3096.
:Pe initial draft 04
the policy staterert by
selected groups and
individuals.

1. T3 have conpleted the (1) Final draft of policy Haydee Fort
final drift, with Task completed and approved Paul Sherman
F:rce rniew and by Task Force by
concurrence. 6/30/86.

4B. To optimize placements a. implement criteria re:

for patients admitted to. placenent of Forensic
CSH Forensic Division. patients as tc level of

security needed.

(1) Conplete final Task Force Haydee Mort
report by 12/31/85.

(2) Establish criteria by Haydee Fort
6/30/05.

5. There is a need to in- tA. Create processes to in- a. In conjunction with the (1) Meet with CSH to Mary Wiberg

crease outsioe input into crease the responsiveness Superintendent of CPS consider this objective Naydee Yort '

the puoiic mental health of the public mental consider the feasibility and present a formal

service oelivery systeo. health service delivery and desirability of recolnendation to DrA

systen to input from establishing an advisory ManagePent Team by

advocates, families and hoard for CR. 12/30/85.
friends of clients and
other public and private (2) Implvent Management Eh Slow
agencies. Team decision by 6/30/86.

b. Work with the State
Planner to sgppont ad
ellarge the Flannirg
Codncil.

(1) Identify new rerber-
ship nrmanintions and
send letters of
apecirtrelt by 10/31/85.

Liz Wilt'arran
Mary Wiberg

17.! Erg:Lot enlergad Coun:il Lib Wilderman
:Eetirg iP Ncventer 1905
to {ululate list of
eternal prchlems and
15.5J°S.



PROPLE! DCALS

ULOFAID l'EPAP.PIENT OF IMSTITUTICIS
*AtlitiErNT PAU FY B5 TO Of DIVISIDI OF MENTAL 1,E81T4

OPJECTlVE! PARR l'ASv,S
:JArF

RESPEWELE
MONTOMB

DATE
PCCOPFLISNED
YES NO

C. Work with advocates
(CAII & "MAC) cn tells-
talon of eutual interest.

O. In conjunctiot with VPH
Management Team ovsider
the IMP of the External
Review [winee for
patient urplaints for
the public mental
health system.

III tset with advocates
pri:r to al thro4hout
legislative session and
provide technical ard
lobbying support where
appropriate.

Pary Witerg

III Fore internal work group Mary Wiberg

to review literature, DtH Mgt. Teat

critique other state
systems and make pre-
liminary recortendation

to DMH Managerent Team

by I2/30/95.

(2) Obtain input from Part Wibng
E:ternal groups and then CM4 Mgt. TE3C

sale final recovendation
to DMH Panagetent Team
by 6/30/86 for implenen-
tation in Ft 1956-07.



[DURAN DEF4"Mr:l7
MVACEmPT FL4ri F7 TO Et EVISION OF MENTAL HEALTH

STAFF MEM1TCRN AEC0441.T5PED
Pf.C6iFm KALS EIDJECTNEE MA109 TAS PESFONSTPLE PATE YES NO CCMMENT5

58. To foster linkages
between OMIT and higher
education in order to
enhance prefessional
training of the core
rental health disciplines
and to increase the
amcwit of University-
based research efforts
devoted to M.H. policy
and practice issues.

a. Demonstrate changes in
core, IN,, training
curricula attributable
to 0Mi-i efforts to.
itprove the relevancy
of professioral training.

b. To have developed
arrangements getween
Universities designed
to enable eJlti-university
M.H. research efforts.

(11 Track nursinc curriculum Paul Sherman
charoes at HSC and retort
to D44 by 611/86.

111 Conduct 2 meetings of
faculty interested in
mental health research
by 1/31/8t.

(2) Stimulate generation
of 1 colla'ocrative
research proposal
by 6/1/86.

F-, c. To develop a state- (1) Contract with faculty
CD wide catalog of fellow to perform this

faculty M.P. interests, ob:ective ty 9/:N85.

6. '4eed to improve coordin- 6A. Coordinate service a. Form a tasl force of (I) Fcrm Task Force by

ation of planting, bud- delivery to youths held representatives from 044, 7/50/85.

geting and service in custody order the the Judiciary, DYS, 015,

delivery liroragee PetAeen Children's Code. and DDD to develtp rules (2) Promulgate rules and

systems, especially at and regulations to regulations by 6/70/86.

the local level ard to itplement H.P. 1249,

clarify the reeponsibility concerning the provision

o4 the public rental of mental health evaluation

health service celiverv services nested for

sector. luveniles charged with
delinquency, dependency
ard neglect offenses.

t. Eocrdinate the provision (1) Provide initial train-

of inter-system train:ng ing on Statute by

on the above rules an 2/3C/05.
regulations.

Paul Sherman

Pad Sherman

Pavl Sheroan

Mary Mug

Mary Witerg

Mary Willarg

12l Provide training to Miry Wibero
all affectet by new rulrs
and regulations once
prorulgateg, throughout
:est of fiscal year.



PROBLEM 6PALS

CCLORt.90 DEPARTMENT OF INSTITUTIONS
KINASEMENT PLAN FY 55 TO E6 DIVISION CF MENTAL HEALTH

081ECTWES MAJOR TASKS

SWF

RES9ONS!BLE
MMTORINE ACCOMPLISHED

DATE YES NO COMMENTS

EL Coordinate service de-
livery to youths whose
reads do not fit within
the present esntal
health, social services
and youth services
system

a. Submit a Suple.ental
Pudget Request to the
legislature to fund
t'e Intersystem 'Gray-
Area' You:' Project
ty December I, 1535.

b. Thrcuch the anticipated
N!MH Plannirg Grant,
complete an in-depth
11??eS assessment and
forrulate statewide
delivery strategies to
address the naeris of
'intersystem . youths.

6C. Involve other systems a. Utilize Planning Adv.

ard outside agencies in Council to develop budget

plarning for the delivery and service delivery

of public mental health strategies for the mental

services. health systen which
coc-dinate with the con-
stituencies and service
providsrs ttat they
represent.

6P. Osvel:p policies tc
clarify lend agency
responsibility for each
client population ard
ten to develop mechan-
ises for pooling resources
a:rose staters where
needed to meet hunt -
agency client needs.

a. Agresiively oursce
current MOO witn OSS.
(See Goal 7C1

b. Use Leaderstip FETUS
tO ptrsue 68 .it" the
Deeartn.eot :f Educatien.

111 Track budget request
and advocate a;vovil
by 4'I/St.

Bri.ce Percer
Liz Underpin
rary blerg
DS5 DYS

111 C000lete needs 155255- LI: Wilderman
ment study by 4/30/86.

121 Formulate statewide
service delivery
strategies based on
needs assessment and,
if funded, first 3
months of program
operations by 6/30/66.

Liz Nilderman

fll Hold Planning Council Liz Wilderman
Peetings ir hovenber
1485 and July 1986 to
develop budget and
service delivery
strategies for implemen-
tation in FY 1986-87.

Ill Cc -tact E50 and DSS Eirtleson

and mutually identify
priority MOU tasks
and establish a process/
plan for resolution by
11/1/85.

(21 Izolereht olan
ider:Lfied in II/
by P3086.

(11 Continue to meet

Jack Partleson

Bob Glover

every 2 m:lths and sypoort
Tint lobbying and
progran develop:Tn.



MEILEN COALS 2BJECTI:E7E4CIT

CLIC.RADO D[PARTMENT CF IN3TITUTICSS
PLAN FY 95 To gs

rpm TasKs RESZ 
mcn:rocins 

IPLE 
mcemmED

DATE 

DIVISION OF MENTAL 0EALT4

YES NO COMMENTS

7. There is no continuum 7A. Expand residential

of Services for children programs for mentally

and adolescents, partIcu- ill children and

tarty residential pnpgrazs. adolescents.

c. Contact ADAD, ODD, the
Health Dept. (specifi-
cally cn nursing live
issues) to set up tailcred
mechanists mith each

syste: to purs.e 60.

a. Open expanded FCCF beds
in current F1 budget.

7E. Evaluate the overall a. Analyze 0TH Program

need for services to Evaluation Study of

oertally ill children RCCF initiative.

and adolescents including
primate sector and
unserved groups.

7C. Refine enrollment
criteria and responsi-
bility fcr RCCF programs
between DSS and DMI.

a. Appoint joint task
fuze DMH/DSS to
establish criteria.

ill meet with ADAC and ODD
and selected local
providers from eech
system inhaling State
Hospital to define oual
diagnosis population
and system issues in
disposition, establish
a prioritized work plan
and implement work
plan by 21/86.

Jack Partlescn

Ill Obtain J9C approval for Jack Partleson

use of medicaid fonds
and issue APP to establish
additional capacity and/or
increase the program, at
one or tnth RCEF's by
3/1/86.

(2/ Implement sea beds by Jack Partlesnn
5/1/86.

111 Produce quarterly Nancy Nilson
process evaluation re-
ports beginning 10/30/85.

(2) Produce yearly report
of program ;recess
and outcome by B/1/86.

(11 Appoint task force
by 10/15/85.

(2) Issce formal recommen-
dations by 6/30/C6
for .nplemenOtion in
FY Int-87.

Nancy Wilson

Mary N:berg

Sary Niberg



PRotur COALS

C31ERAS1 OSF4RIPS11 Or 1%311ft/121S
mah4:E9T P144 FY 8510 116 DIVISION 1F NESTAL

OBJECTIVES MOOR TASYS
STAFF

PESPORSIPLE
e0h1TOBIN3 ACC0fT1.13hED

DATE YES NO CIMENTS

8. Pental Health treat.ent
facilities and El:Aliment
are deteriorated and
there is rot eicogh spree

for privacy cf treatlent
in mary cormunity mental
health centers.

9. Staff salaries ore too

loh systemwide ale there

are substantial persoral

services furling defi-
cieneies ii he state
hospital budgets.

8. To maximize the effective
utilizaticn of facilities
and facility reso2rces
throogh better facility
planning, mainterence
and management.

?A. TO enable the recruit-

cert and retention of
adequate numbers and
mixes of well-trained
direct care and support

staff in the CAPC's And

hospitals to provide
high luality care.

a. Start construction of

the new power plant at

CSv by 6/3"/85.

b. Develop an invehtory of
facility needs for
CtIl-C's by 6130/86.

Cl) Sevelcp 3 tireteble Bruce Berger

for construction of
pawn- plant by 101/Bt.

(2) 1r,plenent ad honitor Bruce Berger

timetatle to insure com-
pletion of orc3ect by
6/30/86.

(1) Bevel(); work plar oy
10/1/85.

(2) Complete inventory
by 4/1/86.

131 Complete report by
6fl0/86.

c. Increase the efficiency Ill Issue RIP to lease

of the CSH laundry out laurdry operations

Facility. by 9/30/85.

Bruce Berger

Bruce Berger

Bhuce Berger

Hoydee Kart

(2) Contract with test Haydee Port
vendor by 2/1/96.

d. Update the Pcwer Plant (1) Coaplete design of now Haydee fort

at CSH. boiler systet by 1111/85.

a. Obtain 1007, of POTS
fending ard 10e/ of
Personrel Service
Budget for hcspitals.

(2) (replete construction
of the Pig House by
12/31/35.

Hayden xort

131 Pvchase boiler map- laydee Kort

rent bl 3/7006.

(1) Pevelos tudmet
request thet incicdes
1(0Z of PETS reed
by 11/I/S5.

Bruce Berger

t. Increese the ceiling of IP In ecoliretion with EDO, Broci aillett

salary scale ler ps,elia- repose and al4ocate flaypee xcrt

trists at b",E hcspitale lecislatinn, and oevelom "ari Niterl

by 1730/66 senors for cortra:tua!
arrel;elents.



COLORADO 0EPP1T1E9T 0.7 INSTITUTIONS
4411ASE'ENT PLAN FY 05 10 06 DIVIS101 Cr lEITL REALT4

STAFF NO'ITOPING ACCOPPLISHED

FROLEN GOALS OBJECTIVES °PAHA TASYS RESPONSIBLE TATE YES NO COttIPTS •

c. Review staffing reolire-

gents cn CSh Closed Adoles-
cent Treatnent Center End
Noisekeeping and zosplete
report by 7/31:85.

d. Irplecert staffirg changes
and/or resource allocatiors
by 6/30/96.

e. Reiew plan to reduce
tu,nover in the rural
wental health systen ane
take actions to iaplerent
through contract negotia-

tions in fourth quarter.

9E. Tc red..ice hospital per- a. Reduce the alcunt of

sonnet time due to worker lost tioe due to worker

coapensation dales. coroensationn claims
at the hospitals by 101
by 6/10/86.

(I) Report to hospitals Cr

accoaplishaeat of ob-
jecti,a each ronth and
take corrective action
as necessary.

Haydee Iktrt

filydee tort

Bruce Berger
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FROBLE" SDALS

COL2Fl35 5:Bn1T!ENT OF I95TITOTI2NS

PA'ASEMENT POI'. FY S! TO Bb

OBJECTIVES MAJOR TAS".S
STAFF

RESPONSIBLE
MONITORINS

DATE

DMSIEN OF MENTAL HEALTH
EIECUTIVE DIRECTCR'S OFFICE

ACCOMPLISHED
YES -NO cavENTS

It. There lo severe over-
crowdig in the state
hespitals and therefore,
a state:411e snortace of
cAlic tental health
l.pvtiert resources.

IT. Alleviate the over-
crowding through nanage-
lent initiatives ar.d
resource developsent.

11. There are sdbotaltizI 118. ()wade all e.Asting

jot tor systea/ADP data systots.

resource needs.

a. Enatine use of forensic
services for non-
criminally insane patients.

b. Evaluate early iepacts

of 0.8. 1249 on
adsissions to children!
adolescent units.

C. Deve!op a policy
concerning the need for

and utilization of
inpatient beds.

a. Secure user o-iented
documentation 'or
existing sosters.

(11 D2terrine pirereters to Nancy Nilson
be investigated and data
available and issue recort
and reccnrendations by
I/1/8t.

!2I Depending on results of Bot Sloven
rbove, define policy Managerent Teas

charges ard/or develop
legislative initiative for
isplenentation in
FY 1986-87.

(II Through DH Planning

Grant, collect and
analyze oata and ccnplete
prelisinary report by
6/308b.

Liz Nildennan

11) Conplete initial report Nancy Nilson

Sy 11/1/85.

121 After review by Gni'
lanqenent Teas, con-
plete final report by
1/1/85.

Nancy Nilson

131 'soli:rent policy by Bob Glover
6130/86.

(1) Specify systezs to to
drcuoented and docu-
mentation fornat and
ottain ETC appro.al
by 11/1;25.

Nancy Nilson



o—

C.;

PLOcADO DEF4RTMENT 07 !NSTITUTIONS
110,45.NIC PLAN FY 85 TO 96 DIVISlON OF MENTAL HEtlTH

STIFF PIYITOFING ACEOMPLIElED

FROMM GCALS 08JECTIVES PAJOP TASKS RESPIRE:ILE DATE YES NO COMMEITS

118. Develop new systets,

b. rediFy ad strealline
Seclusion ard Festraint,
client repoling and
MS system.

a. Develop a micro based
agency inferratica system
fcr Program Services.

b. Ensure that 291 of the
ccmmunity agenciet,
electronically transtit
data this fiscal year.

111 Specify changes needed Nancy Wilson
and obtain DOI-ADF
approval by 11/30/Er

121 Mee final changes ay Nancy Wilson

6/30/86.

(11 Ir cecrdination with Nancy Wilson
821-43P, conduct require- Paul Sherman

rents analysis, design
mainfrane interface
for existing data bases
and create Dbase III
application by 6/30/86.

(I) Survey CMHC's to identify Nancy Wilson
first 6 agencies capable
of transmission by

121 Secure DDI-NOF approval Nancy Wilson

and cbtain necessary
comrunication hardware
ard software by 3/30/86.

131 Electronically transmit Nancy Milian

data by 6/30/86.

11C. Icprove data analysis a. Upgrade existing 7 year III Secure DOI-ADP approval Nalcy Wilsor

capacity, old micro interface with and draw uo specs and

WC to ETA catlatible order equipant by

high speed micro. 9/1/85.

121 Conplete upgrade by
11/30!Pt..

Ircy ailsor
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