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SUMMARY 

The Of f i ce  of  the Auditor General has completed a special study of the 

behavioral heal th administrative e n t i t y  system wi th in  the Department of  

Health Services (DHS). This study was conducted i n  response to a 

May 8, 1991, resolut ion o f  the Joint  Legis la t ive Oversight Comnittee. 

I n  d i rec t ing  t h i s  study, the Comnittee ident i f ied  eight areas of 

in terest ,  including the use of State behavioral health funds by the 

e n t i t i e s  and provider agencies, the access ib i l i t y  o f  services to the 

seriously mental l y  i I I (SMI) ,  the cost e f f ic iency of the e n t i t y  system, 

and the adequacy of management systems. Due t o  the complexity of  the 

questions and time l imi ta t ions,  we were unable t o  thoroughly address a l l  

e ight areas o f  in terest .  Therefore, the scope o f  the study was l imi ted 

t o  those issues of greatest concern. 

Financial Review Of Administrative 
Entities (see pages 11 through 19) 

We conducted a l imi ted review of three administrative e n t i t i e s '  

expenditures for adul t  SMI services for f i sca l  year 1990-91. These three 

e n t i t i e s  received approximately $35 m i l l i o n  i n  State funding, or 62 

percent of  a l l  adul t  SMI funds received by the e n t i t i e s  from the 

Department o f  Health Services. 

While the e n t i t i e s  contracted most o f  the funds they received t o  provider 

agencies, a l l  three e n t i t i e s  have accumulated s ign i f i can t  balances of 

unexpended funds that are unrestr icted. Unrestricted fund balances for 

the three e n t i t i e s  we reviewed totaled over $10 m i l l i o n  as o f  June 30, 

1991. While soma unrestr icted funds were expended on behavioral heal th 

programs i n  f i sca l  year 1990-91, these funds were also expended on goods 

or services, such as employee bonuses, and food and entertainment, that 

are not d i r e c t l y  related t o  the provis ion o f  behavioral heal th services. 

I n  addit ion, we attempted t o  estimate e n t i t y  administrat ive costs. These 

costs are d i f f i c u l t  t o  determine because report ing formats d i f f e r  and a 

uniform method o f  c lass i fy ing  administrative costs has not been developed 

by Dl%. Nonetheless, e n t i t y  administrative costa ranged from 10 t o  12 



percent o f  the funds expended i n  f i sca l  year 1990-91. We estimate that,  

a t  most, 72 to  79 percent of  the funds were expended on d i rec t  services 

when both e n t i t y  and provider administrative costs are considered. 

Contract Monitorina and 
Provisiong (see pages 21 through 26) 

We reviewed the Department's e f f o r t s  to  address def ic iencies i n  contract 

moni tor  ing and the contract provisions i den t i f i ed  i n  our previous 

performance audit  o f  the Department of  Health Services, Div is ion of 

Behavioral Health (Report No. 89-10). The Department's recovery of 

monies owed the State by e n t i t i e s  continues t o  be weak, inef fect ive,  and 

untimely. I n  addit ion, the Department i s  performing very l i t t l e  f i sca l  

monitoring o f  the e n t i t i e s  a t  t h i s  time. 

We also found that the Department's e n t i t y  contracts for f i sca l  year 

1991-92 contain many o f  the same problems we iden t i f i ed  i n  our previous 

report. For example, contracts do not specify target populations, and 

they lack enforcement provisions. I n  addit ion, contracts do not address 

other concerns, such as ownership o f  real property and equipment and the 

d isposi t ion o f  in terest  earnings. 

The Behavioral Health Management Information 
System (BHMIS) Has Failed To Meet The Neec& 
Of DHS. The Administ mt ive Entities. And Service 
Providers (see pages 27 through 34) 

Since f i sca l year 1987-88, DHS has expended over $4 m i  I l ion design i ng , 
developing, maintaining, and supporting the Behavioral Health Management 

Informat ion System ( M I S ) .  We found that despite t h i s  substantial 

comnitrnent o f  resources, M I S  has fa i led  t o  meet the needs o f  the 

Department and i t s  users. The Department intends t o  use M I S  i n  the 

future only for  program informational purposes. A separate system w i l l  

be deve l oped t o  hand l e con t rac t payments . 

Accessibility And Availabilitv Of 
Entitv Servicej (see paget 45 through 56) 

We attempted t o  determine the length o f  time required for seriously 

mentally i l l  adul ts  t o  access the e n t i t y  system and begin receiving 

services. Due t o  the lack o f  adequate data, we were able t o  determine 



the length of time for only three of the f i ve  ent i  t i es  subject to our 

study. Although the length of time varies s ign i f i can t l y  among and w i th in  

the three e n t i t i e s ,  on average c l i en ts  waited from 21 to  52 days to 

receive psychiatr ic services. 

Our analysis of the c l i en ts  most i n  need of services indicates that the 

e n t i t i e s  are improving del ivery of  services to  these c l i en ts .  For 

example, our analysis of  SMI adul ts discharged from the Maricopa County 

J a i l  system revealed that most are e i ther  already enrol led or are 

successfully accessing community-based services through the e n t i t y  

system. However, the j a i l  population appears especial ly vulnerable to  

becoming " los t "  i n  the re fe r ra l  process and not obtaining the services 

they need. 

Lack o f  comnunity services impacts i ns t i t u t i ona l  discharges i n  some areas 

o f  the State. We found that many pat ients a t  the Arizona State Hospital 

cannot be released when they are c l i n i c a l l y  ready for discharge because 

there i s  no place for them t o  go. 

Our review also found that there are few services spec i f i ca l l y  targeted 

to meet the needs o f  the homeless SMI population. Outreach services are 

l imi ted.  Some e n t i t i e s  have no outreach programs, and funding for these 

programs has decl ined over the past several years. However, DHS and 

other comnunity organizations have recently begun to  focus planning 

e f f o r t s  on the problems o f  homeless SMI adults. 

Case Manaaement 
(see paget 59 thtough 68) 

The Arizona comnuni ty-based mental health system focuses on case 

management as the mechanism for ensuring c l i e n t s  receive the services 

they need, and that services are coordinated and appropriate t o  the 

c l i e n t ' s  changing needs over time. We found that although caseload s ize 

varies, overa l l ,  caseloads are large, which reduces the case manager's 

a b i l i t y  t o  provide adequate indiv idual a t ten t ion  t o  c l ien ts .  For the 

f i v e  ent i t i e s  we reviewed, caseloads averaged 43 c l  i ents per case 

manager; one case manager had 83 c l  ients. Large caseloads proh ib i t  case 



managers from spending adequate time wi th  c l i en ts .  Additional case 

managers and fund i ng w i l l be needed to  reduce case loads to the l eve Is  

that w i l l  be required by a court-ordered plan, which DHS i s  attempting to 

implement. 

Other needs o f  the SMI population that are not being adequately met 

include a lack of  avai lable resident ial  services, dental care, and other 

services. Under the court-ordered plan, DHS w i l l  have to  increase 

accessibi l i t y  of  a l l  needed services. 

Other States' Proclrams 
(see pages 71 through 75) 

We were asked t o  compare Arizona's administrative e n t i t y  system with 

mental health service del ivery systems i n  other states. We found that 

Arizona's administrat ive e n t i t y  system i s  unique among the states we 

surveyed, and that structures for de l iver ing and paying for services for 

the ser iously mental l y  i l l vary widely from state t o  s tate.  I n  addit ion, 

each s ta te  i s  unique i n  the way i t  provides case management services, 

targets populations wi th  special needs, and controls the expenditure of 

s tate funds. 
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INTRODUCTION AND BACKGROUND 

The Of f ice o f  the Auditor General has conducted a special review o f  the 

Department of  Health Services (DHS), Div is ion of Behavioral Health, and 

the administrative e n t i t y  system. This study was conducted i n  response 

to  a May 8, 1991, resolution of the Joint  Legis la t ive Oversight Committee 

and under the author i ty  vested i n  the Auditor General by Arizona Revised 

Statutes 541-2353. 

Structure And Fundina Of 
Mental Health Service 
Deliverv Svstem 

DHS current ly  provides comnunity-based mental health services through the 

administrat ive e n t i t y  system. The Div is ion o f  Behavioral Health i s  

responsible for providing behavioral health services to  those most i n  

need. To f u l f i l l  t h i s  mandate, DHS contracts wi th  pr ivate,  nonprof i t  

organizations ca l led administrative en t i t i es .  There are presently eight 

administrat ive en t i t i es .  Each e n t i t y  i s  responsible for administering, 

coordinating, and monitoring comnunity-based behavioral heal th services 

i n  a spec i f i c  region o f  the State. (See Figure 1, page 2 for a map o f  

the administrative e n t i t i e s  and the region served by each en t i t y . )  I n  

turn, the administrat ive e n t i t i e s  contract w i th  other agencies to  provide 

d i rec t  services. Further, each e n t i t y  i s  responsible for the ongoing 

development and implementation of a case management system.(') 

( 1 )  A case management system consists of  a c l i n i c a l  team of  psychiatr ists,  social workers, 
case managers, and other professionals. This team i s  responsible f o r  developing an 
individual  treatnent plan f o r  each c l i e n t  i n  the administrat ive e n t i t y  system and 
ensuring continuous c l i e n t  treatment and care. 



FIGURE 1 

DIVISION OF BEHAVIORAL HEALTH 
ADMINISTRATIVE ENTITIES' SERVICE AREAS 

Cornnun i t y  Organ i zat ion for Drug Abuse, Mental Heal th  and 
Alcoholism Services, Inc./Comnunity Care Network/East 
Val ley Behavioral Hea l t h Assoc i a t  ion (Mar i copa County ) 

ADAPT, Inc. ( P i m  County) 

a Behavioral Health Services of Yuma 
(La Paz and Yuma Count i es) 

a Northern Arizona Comprehensive Guidance Center (Apache, 
Cocon i no, Uohave , Navajo , and Yavapa i Count i es ) 

Pinal Gi l a  Behavioral Health Association, Inc. ( G i  l a  and 
Pinal Counties) 

a Southeastern Arizona Behavioral Health Services, Inc. 
(Cochise, Graham, Greenlee, and Santa Cruz Counties) 



Administrative e n t i t i e s  are responsible for f i v e  general program areas: 

serious mental i l l ness ,  substance abuse, chi ldrens' services, domestic 

violence, and general mental health. This report focuses exclusively on 

services for the seriously mentally i l l .  

In  recent years the court has part ic ipated i n  the development and 

oversight of the del ivery system for the seriously mentally i l l (SMI).  

In  1981, the Arizona Center for Law i n  the Public Interest f i l e d  su i t  

(Arnold vs. Sarn) on behalf of  f i v e  chronical ly mentally i l l  people. The 

center sued the Department of  Health Services, the Arizona State Hospital 

(ASH), and the Maricopa County Board of Supervisors a l leg ing that the 

State and County fa i l ed  t o  provide these people wi th  adequate c m u n i t y  

mental health services. The court ruled i n  favor o f  the p l a i n t i f f s  and 

the decision was appealed t o  the Arizona Supreme Court. The Arizona 

Supreme Court upheld the ru l ing,  s ta t ing  that both the State and Maricopa 

County have mandatory dut ies to  provide the f u l l  continuum o f  services t o  

a l l  ser iously mentally i l l  people who could reasonably benef i t  from them. 

In  the spring o f  1991, the par t ies reached an agreement t o  f u l f i l l  the 

requirements of  the court orders. The implementation provisions of t h i s  

agreement are contained i n  The B l u e ~ r i n t :  Implementina Services to  thg 

Seriouslv Mental l v  I II. The purpose o f  the blueprint  i s  t o  ensure that 

by September 30, 1995, a comprehensive c m u n i t y  mental health system for 

the SMI population i s  established. The blueprint  speci f ies the types and 

number o f  services that should be made avai lable t o  comply w i th  the court 

order and, therefore, d i rec ts  the establishment as wel l  as the 

continuation o f  services. The blueprint  also c a l l s  for a court monitor 

to  oversee and act as mediator i n  implementing the terms o f  the court 

order. 

Services for  the ser iously mentally i l l  population are largely State 

funded. Most o f  the funding appropriated for behavioral heal th services 

for the ser iously mentally i ll i s  passed through t o  the administrative 

en t i t i es t o  cont ract for comnun i ty-based serv i ces . I n f i sca I year 

1990-91, the Legislature appropriated approximately $49 m i  l I ion for 

services t o  the SMl population. I n  addit ion, DHS received another $8 

m i l l i o n  from other sources. Table 1, page 4 shows the Department's 



revenues and expenditures for services for the seriously mentally i l l  

during f i sca l  year 1990-91. 

TABLE 1 

DEPARTMENT OF HEALTH SEPVICES 
Schedule Of Revenues And Expenditur3s For The 

Seriously Mentally Ill 
Fiscal Year 1990-91 

(unaudited) 

Revenues for SMI 

Total appropriations for SMI 
Pima County funds 
Other funds for SMI 

Total funds for SMI $57,460,987 

Expenditures for outside organizations 

ADAPT, Inc. 14,071,885 
Comnunity Organization for Drug Abuse, 

Mental Health, and Alcoholism 10,898,956 
Comnuni t y  Care Network 9,829,416 
Northern Arizona Community Guidance Center 6,061,133 
East Valley Behavioral Health Association 3,911,937 
South Eastern Arizona Behavioral Health 

Association 2,376,097 
Pinal G i l a  Behavioral Health Association 1 ,926,528 
Behavioral Health Services o f  Yuma 1 ,880,942 
Other organizations 5.469.261 

Total expenditures 
for outside organizations 

Administrative costs 459.498 

Total expenditures 56,885,653 

Excess o f  revenues over expenditures $ 575.334 

( a )  Excludes appropriatron fo r  operation o f  the Arizona State  Hospital . 

Source: Department o f  Health Services, Financial On-Line System reports 
for  the f i sca l  year ended June 30, 1991. 



General Conclusions And 
Recommendations Of The Study 

The Joint  Legis la t ive Oversight Committee (JLOC) authorized the Auditor 

General to  perform a review of the administrative e n t i t y  structure, 

including related contract mechanisms and information systems. In  i t s  

resolut ion authorizing the study, JLOC out l ined eight questions to be 

addressed and l imi ted the review to f i v e  of  the eight en t i t i es . ( ' )  (See 

Chapter X for a b r i e f  response to the eight questions.) To answer as 

many o f  the questions or port ions of the questions as possible, audit 

work was organized in to  four general topic areas. The information 

compiled i n  these four areas i s  included i n  t h i s  report i n  ten chapters. 

Presented be low are the general conclusions and reconmendat ions, i f 

applicable. 

Cha~ters  I throuah Ill: Financial And DHS Operatlon~ 

Audit work i n  these chapters focused on three areas: a l imi ted 
review o f  three administrative e n t i t i e s '  expenditures for adult SMI 
services for f i sca l  year 1990-91; DHS' e f f o r t s  t o  address 
def ic iencies i n  contract monitoring and contract provisions; and the 
Behavioral Health Management lnformat ion System (BHMIS). 

We found that the Department has insu f f i c ien t  control over the use of 
contracted monies and the del ivery o f  services. Continued weaknesses 
i n  contract provisions al low the e n t i t i e s  t o  accumulate unexpended 
funds and f a i l  t o  r e s t r i c t  how these funds and the in terest  earned on 
them are t o  be used. As o f  June 30, 1991, co l lec t i ve ly ,  ADAPT, 
CODAMA, and CCN had over $10 m i  l l ion i n unexpended funds . A I so, the 
Department does not define administrative costs and how these costs 
should be c lass i f ied .  Consequently, reported administrat ive costs 
may understate actual costs. We estimate less than 80 percent of  
State SM1 monies received by e n t i t i e s  are expended on d i rec t  services. 

The Department's contract monitoring continues t o  be weak and 
inef fect ive.  I n  addit ion, problems wi th M I S  l i m i t  the use o f  t h i s  
information to  assist  i n  monitoring contracts and reconcil ing 
paymen t 8 .  

To address these concerns, the Department must strengthen and c l a r i f y  
contract provisions t o  address the use o f  unexpended funds and define 
administrative costs. I n  addit ion, DHS needs t o  strengthen i t s  
monitoring o f  administrative en t i t i es .  F ina l l y ,  the purpose o f  M I S  
needs t o  be determined and e f f o r t s  made t o  ensure the qua l i t y  and 
timeliness o f  data on the system. 

(1) The f i v e  ent i  t i e s  included i n  the review are ADAPT, CCN, C O W ,  EVBHA, and SEABHS. 



Cha~ters IV throush VI: Accessibility Of Services To SMls And SukxK>ulation~ 

An analysis of  services for the SMI population i n  general and 
spec i f i c  subpopulations indicates that most c l i en ts  are able to 
access services. However, the iength of  time i t  takes for each 
c l i e n t  var ies by e n t i t y  and the severity o f  the c l i e n t ' s  i l l ness .  
Some c l i e n t s  must wait over a month to receive i n i t i a l  services. i n  
addit ion, some SMI persons are lost  i n  the referra l  process and do 
not obtain the services they need. 

For the homeless SMI population, i t  appears services are pa r t i cu la r l y  
lacking. The present number of  resident ial  programs f a l l s  far short 
of  the number needed and the number required by the b luepr in t .  I n  
addit ion, funding for outreach services has decreased i n  recent years. 

E f fo r t s  are current ly  underway to  improve the a v a i l a b i l i t y  and 
access ib i l i t y  o f  services. Coordination among DHS, the en t i t i es ,  
j a i  I s ,  and hospitals i s  improving and i s  helping SMI persons to  make 
a t imely t rans i t i on  i n to  comnuni ty-based services. DHS and comnuni ty  
service groups have also focused on the needs o f  homeless SMI 
people. However, increased services w i l l  l i k e l y  mean addit ional 
funding. 

Cha~ters VII and VIII: Needed Services 

M i l l i ons  o f  do l la rs  w i l l  be needed to meet the blueprint  requirements 
for case management and resident ial  services. Currently, case 
managers carry an average caseload of 43 c l ien ts .  The blueprint  
l i m i t s  caseloads to  25 c l i en ts  or less per caseworker. Funding for 
case management salar ies i n  Maricopa County alone would have to  
increase almost $8 m i  l l i o n  annual l y  to provide the estimated number 
o f  case managers needed by 1995. 

To meet the b luepr in t  requirements for resident ial  services, several 
thousand addit ional  beds w i l l  be needed. I n  addit ion, several other 
types o f  services, such as day treatment programs, vocational and 
supported work programs, and mobi l e  c r i s i s  stabi l izat ion teams, w i  l l 
need t o  be expanded t o  meet blueprint  projections. 

Chanters IX & X: Miscellaneous Issues 

These chapters present a comparison of other states'  programs, and 
the answers t o  the eight questions out l ined by the resolution. 

Audit 
&nd I s t l t l a p  

Based on time l im i ta t ions  and leg is la t i ve  interest,  the study focuses on 

the del ivery o f  services t o  the seriously mentally ill population. The 

f r a g i l e  nature o f  t h i s  population makes i t  pa r t i cu la r l y  sensi t ive t o  



problems wi th the a v a i l a b i l i t y  and access ib i l i t y  o f  services. Persons 

w i th  serious mental i l lnesses are of ten unstable; many are 

low-functioning and have d i f f i c u l t y  locating services. This population 

i s  defined by s tatute as those who, as the resul t  o f  a mental disorder, 

exh ib i t  emotional or behavioral functioning that i s  so impaired as to 

in te r fe re  substantial l y  wi th  the i r  capacity to remain i n  the comnunity 

without supportive treatment or services of a long-term or indef in i te  

duration. Serious mental i l lnesses include schizophrenia, mood 

disorders, and organic and personality disorders. 

As noted previously, the scope o f  our study was established by the May 8, 

1991, resolut ion o f  the Jo int  Legislat ive Oversight Comnittee. This 

resolut ion directed us to address eight speci f ic  questions. However, due 

to  the breadth and complexity o f  the questions, we informed the 

C m i t t e e  a t  the time of the resolution that we would not be able t o  

thoroughly address a l l  eight questions w i th in  the time frame provided. 

Therefore, we agreed t o  perform as much work as possible i n  the time 

a l  lowed. 

I n  addi t ion to  the scope l im i ta t ions  imposed by the short time frame and 

the breadth and complexity o f  the questions, persistent problems wi th 

data also res t r i c ted  our audit  work. 

Concerns regarding BHMIS data precluded us from re ly ing on i t  as a 
primary source for service data. (See Chapter I l l ,  page 27 
regarding BHMIS data.) 

Data from c l i e n t  f i l e s  proved d i f f i c u l t  to use for analysis. Cl ient  
f i l e s  are not kept i n  a standard format, nor i s  a l l  c l i e n t  service 
information stored i n  one central location. Furthermore, some f i l e s  
lacked adequate documentat ion of  serv i ces . 
Data i s  not recorded or  maintained i n  a consistent manner among 
e n t i t i e s .  Of the f i v e  e n t i t i e s  from which we requested basic 
service information, only two were able to  f u l l y  comply wi th  our 
request. A t h i r d  provided p a r t i a l  information, and the remaining 
two were unable t o  provide adequate information. (See Chapter I V ,  
page 37.) 

Given the time frame and data problems, we were able t o  compi I e  

information describing the system; however, we d i d  not have time t o  

obtain su f f i c i en t  informat ion to  assess the re la t i ve  performance o f  the 



system vis-a-vis the eight questions. Therefore, because we d id  not form 

detai led conclusions and provide the recomnendations normally associated 

wi th  a performance audi t ,  we are presenting the resul ts of  our work as a 

special study. 

This study was conducted i n  accordance w i  t h  government aud i t i ng standards . 

The Auditor General and s t a f f  express appreciation to  the Director and 

s t a f f  o f  the Department of  Health Services, the Div is ion of Behavioral 

Health, and the s t a f f  o f  the administrative e n t i t i e s  for the i r  

cooperation and assistance during t h i s  study. 
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CHAPTER I 

FINANCIAL REVIEW OF ADMINISTRATIVE ENTlT Ia  

We estimate less than 80 percent of  !%I monies received from DHS by 

e n t i t i e s  are expended on d i rec t  services. While most funds for f i sca l  

year 1990-91 were contracted to provider agencies, a l l  three e n t i t i e s  have 

accumulated s ign i f i can t  balances of State-appropriated behavioral health 

funds. Some of these funds, which are considered unrestr icted, were 

expended on goods or services not d i r e c t l y  related to  the provis ion of 

behavioral heal th services. I n  addit ion, administrative costs captured 

and reported by the e n t i t i e s '  f inancial  accounting systems may 

underestimate to ta l  administrative costs. 

Met hodo l oqy 

To determine the proport ion of  funds expended providing d i rec t  services 

i n  re la t ion  t o  administrative costs, we selected the three e n t i t i e s  that 

received the most State funding for adult  SMl services for f i sca l  year 

1990-91. The e n t i t i e s  were ADAPT, Inc.; Community Organization for Drug 

Abuse, Mental Health and Alcoholism Services, Inc. (CODAMA Services); and 

C m u n i t y  Care Network, Inc. (CCN) .  Combined funding t o  these three 

e n t i t i e s  represented 62 percent o f  a l l  adul t  SMI funds received from the 

Department o f  Health Services i n  f i sca l  year 1990-91. A t  each o f  the 

three en t i t i es , we rev i ewed f i nanc i a l records document i ng how adu l t SM I 

funds were expended. I n  addit ion, we reviewed f inancial  records a t  the 

two largest provider agencies under contract wi th  each e n t i t y  to  further 

determine how funds were expended a t  the provider level .  



Results Of 
Financial Review 

I n  f i sca l  year 1990-91, DHS expended $56,885,653 for adult SMI services. 

Of t h i s  amount, $56,426,155 was contracted to outside organizations. The 

three e n t i t i e s  we reviewed received $34,800,257 of t h i s  amount; the 

remainder went t o  the f i v e  other e n t i t i e s  and t o  other organizations. 

ADAPT, Inc. 

As shown i n  Table 2, ADAPT. received $14,071,885 from DHS for adult SMI 

services i n  f i sca l  year 1990-91. Almost $13 m i l l i o n  of  t h i s  amount was 

paid to  provider agencies. The Arizona Center for C l in ica l  

TABLE 2 

ADAPT, INC. 
Schedule Of Revenues And Expenditures 

For The Seriously Mentally Ill 
Year Ended June 30,1991 

(unaudited) 

SMI revenue from DtiS 

Expenditures 
To providers: 

Arizona Center for 
C l i n i ca l  Management 

La Frontera Center 
Southern Arizona 

Mental Health Center 
Kino Hospital (overflow 

providers) 
Comnuni t y  Organization 

for Personal Enrichment 
Intermountain Centers 
P r i mvera  Founda t i on 
Other providers 

Total t o  providers 
Di rect  services (Arizona Hotel) 
Medication 
Administ ra t  ive 

Total Expenditures 
Excess o f  revenue over expend i t u r es 



Management (ACCM) received the largest share o f  ADAPT's contracted 

funds. Fifty-one percent of  ADAPT'S funding was contracted to  ACCL( to 

provide case management services for a l l  SMI c l i en ts  i n  ADAPT'S service 

area, and to  contract wi th  provider agencies for other d i rec t  services. 

ACCM's f inancial  records indicate that approximately $3.5 m i l l i o n  was 

expended by the agency on case management, and $2.7 m i  l I ion was 

contracted to other providers. ADAPT i s  the only e n t i t y  current ly 

con t rac t i ng the case management f unc t ion w i th  another agency. 

ADAPT reports spending $523,009 on administrative costs i n  f i sca l  year 

1990-91. This represents 3.8 percent o f  i t s  t o ta l  expenditures, which i s  

low when compared t o  the other administrative e n t i t i e s  that do not 

contract for case management services. However, i f  ACCM's administrative 

costs for case management o f  $869,187 are included, the percentage of 

administrat ive costs r ises t o  10 percent. Approximately $176,000 of the 

SMI funds received remained unexpended a t  the end of the f i sca l  year. 

CODAMA Services 

As indicated i n  Table 3, page 14, CODAMA expended almost $9.5 m i l l i o n  o f  

i t s  adult  SMI funding i n  f i sca l  year 1990-91. Of t h i s  amount, $5.8 

m i  l l ion was contracted to  other providers. Unl ike ADAPT, COOAMA provides 

case management services d i r e c t l y  rather than contracting t h i s  function 

to  another agency. CODAMA'S f inancial  records indicate that 

approximately $2.3 m i  l l i o n  was spent on case management. 

CODAMA reports spending $962,664 on administrative costs i n  f i sca l  year 

1990-91. This represents over 10 percent of  i t s  t o ta l  expenditures. 

Approximately $1.4 m i  I I ion o f  the SMI funds CODAMA received remained 

unexpended at  the end o f  the f i sca l  year. 



TABLE 3 

CODAMA Services 
Schedule Of Revenues And Expenditures 

For The Seriously Mentally Il l  
Year Ended June 30, 1991 

(unaudited) 

SMI revenue from DHS 

Expenditures 
To providers: 

Phoenix South Comuni ty Mental 
Health Center 

Triple R Foundation 
Maricopa County Health Services 
Toby House 
New Ar i zona Fam i l y 
AHCCCS 
Project Arts 
Survivors on Our Own 
Behavioral Health Services 
Total to providers 

Case management 
Administrative 
Medication 
Other operating 

Total expenditures 
Excess of revenue over expenditures 

Communitv Care Network. Inc. 

Comnuni ty Care Network contracted with providers for almost $5.2 m i  1 1 ion 

of the $9.6 million it expended on adult SMI services in fiscal year 

1990-91. A8 indicated in Table 4, page 15, CCN spent $844,115 on case 

management. I n  addition, CCN contracted $959,871 to providers for case 

management services. 



TABLE 4 

COMMUNITY CARE NETWORK, lnc. 
Schedule Of Revenues And Expenditures 

For The Seriously Mentally Ill 
Year Ended June 30,1991 

(unaudited) 

SMI revenue from DHS $9,829,415 

Expend i t u res 
To providers: 

Ter ros 
Wayland Family Centers 
Toby House I I 
Good Samaritan Regional Medical 

Center 
Comnunity Behavioral Health 
Presbyter i an Service Agency 
Phoenix I n t e r f a i t h  Counseling 

Service 
Survivors United 
Jewish Family and Chi Id Services 
Other organizations 

Total t o  providers 
Pi l o t  program 
Case management 
Med i ca l supp l i es 
Payments t o  psychiat r is ts  
Administrative 

Total expenditures 
Excess o f  revenue over expenditures 

Of the three en t i t i es ,  CCN reported the highest administrative costs. 

However, $528,727 of  the administrative costs CCN reported were for the 

p i  l o t  costs that were not incurred a t  ADAPT or CODAMA. CCN 

reports spending $1,162,979 on administrative costs i n  f i sca l  year 

1990-91. This represents almost 12 percent o f  i t s  SMI expenditures. 

Approximately $225,000 o f  the SMI funds received remained unexpended a t  

the end o f  the f i sca l  year. 

Our review raised some concerns about the e n t i t i e s '  use o f  unrestr icted 

funds, a por t ion o f  which are SMI funds received by the en t i t i es .  There 

(1) P i l o t  programs were established i n  1986 to test  a l ternat ive delivery systems such as 
capi tated systems. 



are no res t r i c t ions  i n  the contracts between DHS and the administrative 

e n t i t i e s  regarding the use of unexpended funds or the interest earned on 

these funds. Therefore, these monies can be expended by the e n t i t i e s  at  

the i r  discret ion. A l l  three e n t i t i e s  have accumulated s ign i f i can t  

balances o f  unrestr icted funds. Based on our review of expenditures from 

these unrestr icted funds, we noted some unrestr icted funds were expended 

on behavioral heal th programs. However we also i den t i f i ed  some 

expenditures that were not d i r e c t l y  related to  providing behavioral 

heal th services. 

Fund balances - We found that the three e n t i t i e s '  fund balances, 

consist ing o f  cash and other assets, totaled over $10 m i l l i o n  a t  June 30, 

1991. These fund balances were not only from SMI funds. However, ADAPT, 

CODAMA, and CCN received 95, 96, and 100 percent, respectively, of  the i r  

revenue from State funds. Accordingly, these cumulative fund balances 

consisted mainly of  State funds that remained unexpended a t  the end o f  

each f i s c a l  year, and interest earnings on these monies. The interest 

earned on these funds was approximately $690,000 for f i sca l  year 

1990-91. Per iod ica l ly  the e n t i t i e s  had large receivable balances from 

DHS and AHCCCS which required them to  use part  o f  the fund balances to 

pay providers. Because DHS contract provisions do not speci fy  how these 

monies are t o  be used or disposed o f ,  the e n t i t i e s  may reta in these funds 

or t he i r  interest earnings and expend them a t  the i r  d iscret ion (see 

Chapter I I , page 25). 

Table 5 reports the June 30, 1991, unaudited fund balances for  the 

administrat ive e n t i t i e s  we reviewed. 

TABLE 5 

Fund Balances Of Administrative Entities 
June 30, 1991 

(unaudi ted) 

Adinistrat ive Entity Fund Balance 

ADAPT, Inc. 
CODAMA Services 
CCN 

TOTAL 



There are no res t r i c t ions  i n  the DHS contracts regarding the use of these 

funds. However, both the Legislature and the Department o f  Health 

Services o r i g i n a l l y  intended that these monies be used to  provide 

behavioral health services. They were not intended to  provide the 

e n t i t i e s  wi th  discret ionary funds. Lef t  unrestr icted, these funds may 

not be used for the purpose intended or i n  the best interest of the State. 

Questionable exoenditures - As part  of  our review, we examined check 

registers,  vendor f i l e s ,  and a l imited number o f  spec i f i c  expenditures 

for each e n t i t y  to determine whether e n t i t y  expenditures appeared 

appropriate and reasonable. We ident i f ied  a number of  expenditures from 

the unrestr icted and SMI funds that demonstrate how unexpended behavioral 

heal th monies can be spent i n  subsequent f i sca l  years i f  they remain 

unrestr icted. 

We found that e n t i t i e s  spent these funds on employee bonuses, food and 

entertainment, retreats and conferences, and other items. For example: 

a ADAPT d is t r ibu ted  $102,960 i n  bonuses, p r imar i l y  t o  executive s t a f f  
between f i scat years 1990-91 and 1991-92. One-ha I f o f  the bonus poo l 
was d is t r ibu ted  i n  January 1991, and one-ha1 f i n  July 1991. Twelve 
emp loyees rece i ved bonuses rang i ng f rom $1,560 to  $26,154. 

ADAPT spent over $1 ,800 for food and accomnodat i ons for meet i ngs , and 
$800 for flowers for  various occasions. 

Community Care Network spent $5,300 on a retreat for d i rectors o f  
provider agencies, $5,200 for i t s  annual board meetings, $4,600 for 
an annual board ret reat ,  and $1,200 for a provider p icn ic .  

0 CODAMA spent $2,500 for i t s  annual board ret reat ,  $700 for i t s  
Christmas party,  and almost $500 for flowers. 

To prevent behavioral heal th monies from being expended for unintended 

purposes, UiS should r e s t r i c t  the use of State monies and disal low costs 

and expenditures that are not related to contract provisions. Unlike the 

bidding process for most State contracts, e n t i t i e s  have experienced no 

competition i n  obtaining behavioral health contracts. DHS received only 

one proposal for  each of the administrative e n t i t y  areas. Consequently, 

a1 l applicants for the contract were awarded the designation o f  

administrat ive en t i t y .  Due t o  the c i  rcumstances o f  t h i s  award process, 

the administrative e n t i t i e s  should be treated as i f  they were grantees 



rather than vendors. Accordingly, DHS and the administrative en t i t i es  

should work together to  ensure that fund balances and related interest 

earnings are expended i n  the best interest of the State, as was 

o r i g i n a l l y  intended. DHS should negotiate the disposi t ion and use of the 

unrestr icted fund balances accumulated from prior-year contracts. I n  

future SMI contracts, DHS should r e s t r i c t  the use of unexpended funds and 

in terest  earnings to  ensure they are spent only for the purpose 

o r i g i n a l l y  intended. 

Administrative Costs 
Mav Be Understated 

Whi l e  e n t i t y  administrative costs are d i f f i c u l t  to  determine accurately 

due t o  inadequate and inconsistent DHS report ing requirements, our review 

o f  expenditures suggests administrative costs reported may understate 

actual costs. For example, some administrative costs, such as those 

associated wi th  case management, are categorized as d i rec t  services. 

E n t i t v  costa - Because DHS has not defined administrative costs and 

spec i f i ca l l y  directed how costs should be c lass i f i ed  (see Chapter I I ,  

page 25), we were unable to  determine or compare the administrative costs 

of  the e n t i t i e s .  The e n t i t y  tables shown ea r l i e r  present administrative 

costs as reported t o  DHS. These costs were calculated based on 

methodology provided by DHS; however, t h i s  methodology determines d i rec t  

and ind i rect  costs, not administrative costs. 

Further, the report ing formats required by DHS and used by the 

administrat ive e n t i t i e s  and the providers were inadequate t o  determine 

amounts for  administrat ive or d i rec t  service expenditures. However, our 

review o f  the e n t i t i e s 1  and providerst expenditures indicated that the 

administrat ive expenditures reported i n  Tables 2, 3, and 4 are low. DHS 

allows the e n t i t i e s  t o  t reat  case management as a d i rec t  service for 

purposes o f  determining administrative costs. A t  the administrative 

en t i t i es we rev i ewed , many costs we re comb i ned under the head i ng o f  case 

management. For example, COOAMA recorded a l l  o f  the operational costs of  

the mental health c l i n i c s  as case management costs. Also included i n  the 

case management costs were expend i tures for employee benef i t s ,  t ravel  , 
advert is ing, telephones, and supplies. We consider these expenditures 

administrative. 



Provider costa - Ent i ty  administrative costs d id  not include provider 

administrative costs, which can be s ign i f i can t .  As part  of  our review, 

we examined the expenditures of the two providers that received the most 

funding from each en t i t y .  Providers examined included the Arizona Center 

for C l in ica l  Management and the La Frontera Center funded by ADAPT, 

Phoenix South Cornunity Mental Health Center and the Tr ip le  R Foundation 

funded by CODAMA, and Ter ros and Way I and Fam i I y Centers funded by 

C m u n i  ty  Care Network. 

To determine the percentage of t o ta l  SMI funding spent on d i rec t  

services, we considered both en t i t y  and provider administrative costs. 

We estimated the percentage of t o ta l  SMI funding expended on d i rec t  

services for f i sca l  year 1990-91 by combining e n t i t y  and provider 

adm i n i s t  ra t  i ve costs , and then deduct i ng these amounts and unexpended 

funds from the to ta l  revenues received. For the providers examined i n  

the calculat ion, we used the administrative expenditures they reported. 

These expenditures ranged from 7 to  17 percent of  t o t a l  SMI 

expenditures. For the providers not examined, we assumed administrative 

costs o f  10 percent. 

Our calculat ions estimate that 72 to  79 percent of  revenues received are 

being expended on d i rec t  services. This estimate may be high since no 

adjustments were made for administrative costs that may have been 

c lass i f i ed  by the e n t i t i e s  or providers as d i rec t  services. 

DHS should develop uniform accounting and report ing guidelines that would 

require more deta i led report ing o f  program expenditures. This would also 

ensure consistent report ing o f  expenditures between the e n t i t i e s  and 

providers, and ass is t  DHS i n  m n i  tor ing SMI expenditures. 

1. DHS and the administrat ive en t i  t i e s  should work together t o  ensure the 

expenditure o f  fund balances i s  i n  the best interest o f  the State, as 

was o r i g i n a l l y  intended. I n  future SMI contracts, DHS should r e s t r i c t  

the use o f  expended funds t o  ensure they are spent for the purpose 

o r ig ina l  ly intended. 



2 .  DHS should develop uniform accounting and reporting guidelines that 

would require more deta i led reporting o f  program expenditures. This 

would also ensure consistent reporting o f  expenditures between the 

e n t i t i e s  and prov'ders and a i d  DHS i n  monitoring the !%I expenditures. 



CHAPTER II 

CONTRACT MONITORING AND PROVISIONS 

The Department continues t o  have deficiencies i n  contract monitoring and 

contract provisions that we ident i f ied  i n  our previous audi t .  We found 

that weak and inef fect ive contract monitoring pers is ts .  In  addit ion, 

contract provisions continue to exhib i t  the same weaknesses previously 

ident i f ied,  although the Department plans to  overhaul i t s  e n t i t y  

contracts for f i sca l  year 1992-93. 

Previous Audit Findin- 

I n  our previous audit  report dated November 1989 (Performance Audit 

Report No. 89-10), we noted several deficiencies i n  the Department's 

monitoring o f  administrative e n t i t y  contracts and contract provisions: 

Limited and inconsistent monitoring of e n t i t y  performance, and weak 
and super f i c ia l  fol low up on problems resulted i n  the fa i l u re  t o  
f u l l y  address or correct problems. 

S ta f f  lacked d e f i n i t e  d i rec t ion  from management on monitoring duties 
and respons ib i l i t ies .  

The DHS Pol ic ies and Procedures manual for behavioral heal th was 
outdated. 

I n  addit ion t o  monitoring def ic iencies, we also ident i f ied  the fol lowing 

weaknesses w i th  the Department's contract provisions: 

The Department's contract contained few spec i f i c  de f i n i t i ons  o f  who 
was t o  receive behavioral heal th services, and d id  not contractual ly 
establ ish target populations to be serviced by the administrative 
e n t i t i e s  and providers. Because the Department based contract 
compliance on u n i t s  of  service provided, the administrative e n t i t i e s  
may not have been providing services to  those most i n  need. 

Contracts d id  not contain provisions establishing penalt ies for 
f a i l u r e  t o  perform, or  for f a i l u r e  to  submit timely f inancial  reports. 

Contracts d i d  not have provisions requir ing the administrat ive 
ent i t i es t o  conduct qua l i t y  assurance. 

An examination o f  the steps taken by the Department t o  implement the 

recomnendat ions made i n our November 1989 aud i t f o l lows . 



Monitorina Continues 
To Be Weak 

The Department has made l i t t l e  improvement i n  i t s  monitoring of the 

administrat ive e n t i t i e s '  performance. The Department's recovery of 

unallowable costs i s  weak, and the discontinuation of f i sca l  monitoring 

by program representatives raises concerns. In addit ion, l i t t l e  progress 

has been made i n  addressing other def ic iencies noted previously. 

Inef fect ive recovery o f  funds - The Department's recovery of  unallowable 

costs continues to  be weak, ineffect ive, and untimely. I n  the 1989 

audi t ,  we reported that a Department review of an e n t i t y ' s  c l i e n t  service 

records revealed that the en t i t y  may have overcharged the State more than 

$150,000. A t  the time of the previous audi t ,  the e n t i t y  had not repaid 

these funds and, as of  t h i s  review, the Department s t i l l  has not 

col lected these monies. Instead, the Department appears to  have l e t  the 

issue lapse before f i n a l l y  submitting i t  to  the Audit Disposit ion 

Comnittee (ADC),(') on September 10, 1991, for resolution. The e n t i t y  

has since requested a formal administrative hearing, which was scheduled 

for December 6, 1991 -- more than two years a f te r  we or ig ina l  l y  reported 

the issue. 

The Department appears to  continue to be lax i n  recovering funds. For 

example, we reviewed a May 6, 1991, f inding for another e n t i t y  that 

i den t i f i ed $7,932 i n una l l owab l e costs and requested a response from the 

e n t i t y  by June 6, 1991. When no response was received, Department audit 

s t a f f  submitted the f ind ing t o  the ADC for resolution. According to 

Department audit  s t a f f ,  the committee decided a t  the i r  September 10, 

1991, meeting t o  return the f inding to the e n t i t y  for a response before 

making a decision. 

Discontinuation of f i sca l  noni tor inq - In addit ion t o  the Department's 

weak cost recovery e f fo r t s ,  the discontinuation o f  f i sca l  monitoring by 

program representatives raises concerns. A t  the time o f  our las t  audit ,  

(1) The Audit Disposition Comit tee was established by the Department to serve as the 
f i  r s t  step for  resolving Department audi t finding and recornendation conf l ic ts  between 
the Departnent audit s t a f f  and the adnini strat ive enti  t ies .  



program representatives were responsible for f i sca l  reviews of en t i t i es  

to  ensure that the e n t i t i e s  had actual ly  provided the services for which 

they were paid. However, due to a reorganization of OCW, program 

representatives no longer perform th i s  function. 

As a resul t  of t h i s  change and fragmentation of responsib i l i t ies,  i t  

appears the Department i s  doing very l i t t l e  f i sca l  monitoring. Personnel 

from Provider Services, the o f f i c e  responsible for receiving the 

e n t i t i e s '  invoices and authorizing payment for services, indicate that 

they re l y  on the program representatives to  ensure that the services the 

e n t i t i e s  claim they are providing have actual ly  been provided. However, 

as previously noted, program representatives are not performing t h i s  

function. I n  addit ion, Department audit s t a f f  say that they re l y  on the 

annual independent audits of  the e n t i t i e s  t o  ve r i f y  that the services the 

e n t i t i e s  are report ing and being paid for have actual ly  been provided. 

However, when we interviewed an audit f irm, we found that although t h i s  

f i rm claimed to  v e r i f y  services, they d id  not conduct a sampling or 

review any c l i e n t  f i l e s .  Instead, they sent a l e t t e r  t o  the Department 

asking DHS to  v e r i f y  i f  the service un i t s  the i r  c l i e n t  claimed agreed 

w i th  un i t s  the Department had purchased. 

Lack o f  Progress i n  other areas - We found the Department has made l i t t l e  

progress i n  addressing three other deficiencies: a lack o f  consistency i n  

monitoring, a lack o f  timeliness, and po l i c ies  and procedures that have 

not been updated. A review o f  the s i x  "draf t "  s i t e  v i s i t  reports we 

received revealed that s t a f f  focused on d i f f e ren t  aspects of  e n t i t y  

performance and used d i f f e ren t  methods t o  report the i r  f indings. 

I n  addit ion, while we found s i t e  v i s i t s  for a l l  e ight administrative 

e n t i t i e s  were conducted by the Div is ion for f i sca l  year 1990-91, t imely 

completion of reports and annual v e r i f i c a t i o n  o f  data continue t o  be 

problems. S i t e  v i s i t s  for f i sca l  year 1990-91 were conducted during 

Apr i l ,  May, and June 1991; however, as of  October 7, 1991, a l l  s i x  

reports we had received were s t i l l  i n  "draf t f t  form, which i s  contrary to  

Div is ion pol icy.  Furthermore, the s i t e  v i s i t  report for  CODAMA notes that 

data ve r i f i ca t i on ,  which was last  performed i n  April/May 1990, w i l l  be 

conducted again i n  September 1991. However, as o f  November 1991, t h i s  



v e r i f i c a t i o n  had not been done. In  addit ion, ADAPT'S s i t e  v i s i t  report 

states that a complete data ve r i f i ca t i on  w i  I l be performed i n  the future, 

when su f f i c i en t  data i s  available. 

F ina l l y ,  the Department has not made s ign i f i can t  and necessary changes to 

the OCBH Pol ic ies and Procedures manual. The manual provides guidelines 

to  be used by OCBH s t a f f  i n  administering behavio 7ealth contracts. A 

major i ty  o f  the outdated po l i c ies  we found dur i .  w r  previous audit 

remain i n  e f fec t .  

Contract Provisions Not 
Substantiallv ChanggL! 

Behavioral heal th services contracts have not changed substant ia l ly  since 

our last  audi t ,  and the problems previously i den t i f i ed  continue. Some 

addit ional  concerns have also been iden t i f i ed  since our previous audit ;  

However, the Department ant ic ipates making changes to  the e n t i t y  

contracts i n  the future. 

Previous orobleas remain - We reviewed contract provisions for f i sca l  

year 1991-92 contracts, as we1 l as providing copies of  these contracts to 

the State Purchasing Of f i ce  for the i r  review. We found that f i sca l  year 

1991-92 contracts s t i l l  contain few spec i f i c  de f in i t ions  o f  who i s  to 

receive behavioral heal th services. Contracts also lack penalt ies for 

noncompliance. Furthermore, the Department's standard contract i s  s t i l l  

based on a u n i t  o f  service approach rather than performance contracting. 

As mentioned i n  the previous audi t ,  without contractual ly defined 

populations t o  be served, the e n t i t i e s  determine who w i l l  receive 

ava i lab l e serv i ce , and because the Department bases con t rac t comp l i ance 

on un i t s  o f  aervice provided, the ent i  t i e s  may not be providing services 

to  those most i n  need. This system resul ts i n  providing services based 

on the u n i t s  o f  service rather than based on the needs o f  a targeted 

population. I n  Chapter I X ,  we found some other states'  contracts are 

more spec i f i c  regarding the population t o  be served. 

Additional concer.  denti if id - Several addit ional  concerns w i th  the 

Department's contract provisions have been iden t i f i ed  since our previous 

audi t .  F i r s t ,  the f i sca l  year 1991-92 contract f a i l s  t o  address real 



property and equipment ownership or interest earnings. In  February 1991, 

our Of f i ce  conducted a special f inancial  review of ADAPT'S purchase of a 

bui ld ing.  Our review revealed that the contracts are not speci f ic  as to  

whether administrative en t i t i es  may purchase f ixed assets. The lack of 

contract language that delineates the purchase wi th  State funds and the 

ownership of  real property and equipment i s  a matter that needs to be 

addressed. Although contract provisions r e s t r i c t  the spending of cer ta in  

Federal funds (e.g., they cannot be used for inpatient services, the 

purchase o f  land, bui ld ings, or major medical equipment), there are no 

such res t r i c t ions  on State funds. Interest earnings present another 

concern. We ident i f ied  an e n t i t y  that had accumulated large amounts o f  

in terest  on State funds; however, the Department's contract f a i l s  to 

address t h i s  issue. 

I n  addit ion, e n t i t y  contracts may not provide, e i ther  d i r e c t l y  or by 

reference to  Department po l i cy ,  a su f f i c i en t  and appropriate d e f i n i t i o n  

o f  administrat ive costs. While the f i sca l  year 1991-92 contract 

s t ipu lates an administrative cost l i m i t  up t o  8 pepcent o f  the t o t a l  

contract amount, i t  does not specify which costs .on be included as 

administrat ive costs. Without a d e f i n i t i o n  o f  administrative costs, 

e n t i t i e s  may misinterpret and inconsistently c lass i f y  these costs. I n  

addit ion, contract language i s  unclear whether the 8 percent 

administrat ive cost c e i l i n g  includes administrative costs a t  the provider 

level .  Consequently, t h i s  lack of  c l a r i t y  i n  the contract language does 

not enable accurate ca lcu lat ion o f  the percentage o f  administrative costs 

allowed by the e n t i t i e s  and the i r  providers. This concern i s  addressed 

i n  greater d e t a i l  i n  Chapter I, the f inancial  review o f  administrative 

en t i t i es .  

Contract -8 D- - The newly appointed Director o f  the Department 

o f  Health Services has indicated that changes are planned for DHS 

contracts and the 1992-93 Request for Proposals. These changes w i l l  

include developing performance contracts, requesting a service plan and a 

qua l i t y  assurance plan from the en t i t i es ,  as well as requesting 

reimbursement from e n t i t i e s  i f  services are not provided as planned. The 

Department w i l l  use F lor ida 's  behavioral heal th contracts, which are 

based on performance contracting, as a reference point  for improvements 

i n  the new DHS contracts. 



1.  DHS should recover unallowable costs i n  a more timely manner. 

2. DHS should strengthen f i sca l  monitoring of administrative en t i t y  

contracts. 

3. DHS should improve the consistency and timeliness o f  i t s  program 

monitoring e f f o r t s .  

4. I n  revis ing e n t i t y  contracts, DHS should consider adding provisions 

t o  target service popuiations, c l a r i f y  the d e f i n i t i o n  of 

administrat ive costs, address ownership o f  real property and 

equipment purchased wi th  State funds, and provide for the disposi t ion 

o f  in terest  earnings. 



CHAPTER Ill 

THE BEHAVIORAL HEALTH MANAGEMENT INFORMATION SYSTEM (BHMIS) 

HAS FAILED TO MEET THE NEEDS OF DHS, 

THE ADMINISTRATIVE ENTITIES, AND SERVICE PROVIDERS 

Although DHS has comnitted over $4 m i l l i o n  to the Behavioral Health 

Management Information System (BHMIS) since f i sca l  year 1986-87, BHMIS 

f a i l s  t o  adequately meet the needs of DHS, the administrative e n t i t i e s  

(AEs) , and service providers. BHMlS has been plagued by operat ional and 

data problems since i t  was brought on-line. Although the Department i s  

current ly  i n  the process of upgrading the system i n  an attempt to better 

address users' needs, some problems remain and fundamental decisions need 

to  be made. 

I n  1986, the Legislature required the Div is ion o f  Behavioral Health t o  

"contract for the design and development o f  a computer system to track 

and monitor chronical l y  mental l y  i l l cl ients and t o  provide the d iv is ion  

wi th  information on a l l  behavioral health programs." The Legislature 

u l t imate ly  required that the system be on-line by January 1, 1990.(l) 

Consequently, DHS designed and implemented BHMIS, which went on-line i n  

July 1989. 

The Department designed M I S  to  provide the information and management 

tools necessary t o  plan, operate, monitor, and evaluate behavioral heal th 

services throughout Arizona. Spec i f i ca l l y ,  BHMIS was t o  provide 

information for a c t i v i t i e s  such as case management; c l i e n t  tracking; 

contract compliance; program monitoring; and c l i e n t ,  program, and 

resource assessment. 

p p -  . . I S  ~ r o b l  - I n  our 1989 report on the 

Div is ion o f  Behavioral Health (Performance Audit Report No. 89-10), we 

iden t i f i ed  problems w i th  M I S .  We observed that the select ion o f  the 

hardware and software for  M I S  may have been premature, given that the 

( 1 )  Legislation called for the system to be implemented on a Statewide basis no l a t e r  than 
July 1, 1987. The Legislature extended the deadline t o  July 1, 1988, and then to 
January 1,  1990. 
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f i n a l  systems design was not completed u n t i l  a f t e r  those components were 

purchased. We also reported that DHS was having serious problems with 

system performance , and i dent i f i ed weaknesses i n the eva l ua t i on component 

of  BHMIS. We warned that i f  improvements were not made, DHS would have 

to  consider various options, including reduced data co l lect ion,  

res t r i c ted  access to  on-line reporting, and changes or reductions i n  

information report ing. 

DHS responded to  these suggested opt ions by saying that BHMlS was on-l ine 

and operating according to  expectations. They also said that any 

start-up problems had been iden t i f i ed  and were being resolved. The 

Department claimed that the program evaluation concerns expressed i n  our 

1989 report were unfounded. However, our current review indicates that 

the BHMlS problems iden t i f i ed  i n  our 1989 report have not been resolved 

and have affected the a b i l i t y  o f  the system to  adequately meet the needs 

o f  the Department. 

D e s ~ i t e  Commitment Of Over $4 Million BHMlS D m  
Not Meet The Needs Of The Behavioral Health Svsterq 

Since f i sca l  year 1986-87, DHS has expended over $4 m i l l i o n  i n  designing, 

developing, maintaining, and supporting M I S .  Despite t h i s  huge 

comnitment, BHMlS has fa i l ed  to  adequately meet the needs of the Div is ion 

o f  Behavioral Health, the administrative en t i t i es ,  and d i rec t  service 

providers. 

m e r  survev indicates BHIIS i s  not meetina the needs of thq 

a i n i s t r a t i v e  e n t i t i e s  and service ~ r o v i d e r s  - A survey o f  M I S  users 

conducted by our 0 f f i . a  found that M I S  i s  not meeting the needs for 

which i t  was designea. We surveyed administrative e n t i t y  and service 

provider amnaganent s t a f f  to  t r y  t o  determine the extent to  which BHUlS 

meets thei  r needs . ( I )  

(1) We na i l ed  225 surveys t o  administrat ive e n t i t y  and service provider agencies, which 
were i d e n t i f i e d  i n  -))IS reports, by administrat ive e n t i t y  s t a f f ,  and i n  other l i s t s .  
Thir teen surveys tha t  we were unable t o  f i n d  a forwarding address fo r  were returned as 
undeliverable. Thi r teen survey respondents indicated that  they were no 1 onger funded 
by DHS o r  d i d  not  have a current contract w i th  m ah r i n i s t r a t i ve  en t i t y .  Six 
respondents ind icated t ha t  they were responding f o r  note than one subcontractor. For 
the re ru in ing  193 surveys, wo received 118 responses (61 .I percent). Sone of those 
who d i d  not  respond indicated tha t  they d i d  not fee l  that  the survey was relevant to  
t h e i r  agency m d  declined t o  respond. 



According to  our survey, BHMlS has fa i l ed  to meet the needs of and 

provide information useful to administrative e n t i t y  and service provider 

s t a f f .  For example: 

Less than 17 percent o f  the respondents f e l t  that M I S  was 
successful i n  meeting the needs of the i r  organization. When asked to 
rate the extent to which BHMlS assists them i n  the functions for 
which i t  was designed, users overwhelmingly indicated that BHMlS was 
not very useful .  

Only 36 percent o f  the respondents indicated that they use M I S  
reports on a regular (at least monthly) basis. Only 26 percent o f  
respondents f e l t  that i t  was easy t o  obtain information from M I S .  
Some users claimed they get nothing from M I S .  

F ina l l y ,  a major i ty  o f  M I S  users f e l t  that BHMlS data was not 
t imely or re l iab le .  One-half of those who responded to  a question 
asking them to  rank the timeliness of BHMlS data indicated that i t  
was not t imely. Less than one-half f e l t  that BHMlS data was accurate 
i e . ,  re l iab le ,  correct) ,  and only 36 percent f e l t  that i t  was 
complete i e . ,  a l l  records that should be i n  BHMlS are i n  the 
system). 

M I S  also does not meet the needs o f  DHS - M I S  has also not 

successfully met the needs o f  DHS. Although much e f f o r t  has been 

expended on the system, l i t t l e  use i s  being made of M I S  data for 

operational concerns. For example: 

a DHS SMI program representatives responsible for monitoring compliance 
w i th  behavioral heal th contracts indicated that,  due to l imitat ions 
wi th  W l S  data, i t  i s  o f  l i t t l e  use t o  them. Several program 
representatives a lso indicated that i f  they need information, instead 
o f  going t o  W I S ,  they w i  l l often request i t  from the administrat ive 
en t i t i es .  

M I S  data has not been useful i n  contract reconci l iat ions performed 
by the Department. Provider Services w i th in  the D iv is ion  of 
Behavioral Health i s  responsible for authorizing payments to  
administrat ive e n t i t i e s  for services provided as par t  o f  the i r  
contract w i th  DHS. One auditor i n  Provider Services presented us 
w i th  work sheets he had prepared when reviewing administrat ive e n t i t y  
contracts. He found that informat ion presented by the administrat i 
e n t i t y  and information i n  M I S  varied considerably i n  s m  
instances. As a resul t ,  he determined that M I S  information could 
not be re l i ab l y  used for performing h i s  review and had t o  re l y  on 
informat ion prepared by the administrative en t i t i es .  

Addi t ional ly ,  the M I S  evaluation component also appears t o  be of 
l im i ted  use. A recent series o f  studies performed for  the 
Legislature by Clegg and Associates c i t ed  l im i ta t ions  due t o  BHMlS 
data problems. Among other problems, Clegg found discrepancies 
between service data reports produced by administrat ive e n t i t i e s  and 
those produced by M I S .  
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Sever Factors Have Contributed TQ 
BHM* Failure To Meet Its Users - Needg 

A number o f  factors have contributed to M I S '  f a i l u re  to  adequately meet 

the needs o f  i t s  users. BWlS has been plagued by operational and data 

problems since i t  was brought on-line. The computer hardware and 

software used by BHMlS proved inadequate for managing the volume and type 

o f  work. Changes i n  DHS operations have also affected BHMIS. In  

addit ion, M I S  data qua l i t y  and timeliness have been susceptible to 

problems w i th  systems maintained by other organizations. 

Hardware and software  robl lens - DHS purchased the or ig ina l  computer 

hardware and so f tware based on recomnendat i ons made by a consu l t i ng f i rm 

h i red  by the Department. However, t h i s  equipment was purchased p r i o r  to 

the completion o f  the f u l l  BHMlS design. This v io la tes standard 

pr inc ip les  o f  systems development. Consequently, inadequate hardware and 

software have severely impacted BHMIS' effectiveness.(') For example, a t  

the time o f  our audi t :  

Software l im i ta t ions  res t r i c ted  the number o f  users that could access 
BHMlS data a t  one time. Although 31 work stat ions are t i e d  in to  
M I S ,  the system could accomnodate only four users on-line a t  one 
time. I f  a f i f t h  user attempted to  obtain access, system performance 
and response time were severely affected. DHS had to  "bump" the 
f i f t h  user o f f  the system. 

Due t o  the length of  time i t  tames t o  process some reports, most 
report production had to be done during off-peak hours when users 
were not on the system. This l i m i t s  the avai labi  l i t y  o f  timely 
reports. 

BWlS users could not access information on-line about a l l  services 
received by c l i en ts .  Instead, users had to  request reports to  obtain 
t h i s  informat ion. 

- Operational changes w i th in  the Div is ion of 

Behavioral Health have also affected W I S '  effectiveness. For example, 

DHS has changed the way i t  contracts for behavioral heal th services. In  

(1)  DHS claims that l imi tat ions placed on then by the Department of Administration i n  
regard t o  the kind of  machine and operating systm they could obtain has also been a 
factor.  



the past, administrative e n t i t i e s  were required to adhere to  the service 

un i t s  negotiated i n  the contracts. Currently, administrative ent i  t i es  

are ailowed more f l e x i b i l i t y  i n  the way they meet the i r  contract 

requirements. Changes l i k e  these have an a f fec t  on BHMIS. Changes i n  

contract information must be incorporated in to  BHMlS to keep data current 

and meaningful for contract compliance and program monitoring. A t  the 

present time, there i s  no mechanism i n  place to  ensure that such changes 

are transmitted to  BHMlS s t a f f .  

Administrative e n t i t y  iumact on timeliness and data a u a l i t y  - The method 

by which information i s  transmitted to  BHMlS also a f fec ts  the system's 

abi l i ty  t o  meet the needs of i t s  users. Most data (90 percent or more) 

i s  transmitted to  DHS from the administrative en t i  t i e s '  computer 

systems. This report ing arrangement makes BHMlS susceptible to  problems 

wi th the systems maintained by other organizations. For example, our 

survey revealed that s i x  administrative e n t i t i e s  have backlogs of one 

month or longer. One administrative e n t i t y  wi th  internal  system problems 

d id  not report data to  BHMlS for approximately nine months. As o f  

October 1991, BHMlS s t i  l l d id  not contain a l l  the data for services 

provided i n  f i sca l  year 1990-91. 

There are also problems wi th data accuracy. Our own data test ing showed 

problems w i th  missing and po ten t ia l l y  inaccurate data.(') We tested a 

sample o f  services t o  registered c l i en ts  for the f i v e  administrative 

e n t i t i e s  included i n  the scope o f  t h i s  audit .  We compared hard-copy 

records for  a six-month period t o  data i n  M I S  f i l e s .  We found that 

over one-fourth o f  the records we reviewed were not i n  BHMlS data f i les. 

In addit ion, we found discrepancies'between .re information on the 

hard-copy forms and the informat ion i n  the BHMlS data f i les for almost 11 

percent o f  the records we reviewed. Table 6 (see page 32) presents a 

sumnary o f  our findings. 

(1 )  For the e n t i t i e s  selected, we col lected Services to  Registered C l ien t  forms from 13 
subcontractors f o r  February 1991 through July 1991. We checked records against M I S  
f i l e s  containing service data from January 1991 to mid-September 1991. Although we 
did  not attempt to draw a s t a t i s t i c a l l y  s igni f icant  sample, we d id  review over 1,800 
records. 

We chose the Services to  Registered C l ien t  form f o r  test ing because i t  was reasonably 
consistent among a l l  subcontractors, was feasib le  i n  the audit  time frame, and would 
s t i l l  al low us to  iden t i fy  timeliness and potential  accuracy problems with the data. 
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TABLE 6 

Month 

February 
March 
Apr i l 

June 
July 

Comparison Of Services On Registered Client Forms 
And BHMIS Data Files 

February 1991 - July 1991 

Percent Percent Pe rcen t 
Uatched Did Not k t c h  Unable t o  Locate 

Overal l 62.3% 10.9% 26.8% 

Source: Of f i ce  of  the Auditor General, s t a f f  analysis of  a sample o f  
Services to  Registered Cl ient forms compared against M I S  
data f i l e s .  

We also found addit ional  problems wi th BHMlS data. For example: 

one administrative e n t i t y  consistently entered ndumny" dates for 
c l i e n t  records in to  the BHMlS database, and 

some administrative e n t i t i e s  used inconsistent codes t o  designate 
cer ta in  functions (e.g., intake screenings were coded as 23 by one 
administrat ive e n t i t y  and 03 by another administrative en t i t y . )  

Lack o f  accurate and t imely data af fects  BHMIS' abi l i t y  to  perform any of 

the functions for which i t  was designed. Under the current report ing 

arrangement, these problems are not l i k e l y  to  be t o t a l l y  resolved. 

Qradina BHMIS; 
However. Fundamental Questions Concerning 

Still Need To Be Addressed 

Although DHS i s  endeavoring to  upgrade EJtiMIS, problems w i l l  remain, and 

fundamental questions concerning the system w i l l  s t i l l  need t o  be 

addressed. 

IS wrrentlv w a d  na - - DHS i s  i n  the process of upgrading 

M I S .  The Department recently replaced the o r i g ina l  computer wi th  an 



upgraded model and, a t  the time of our study, was i n  the process of 

converting the operating system and database software on which W l S  i s  

based. This conversion i s  expected to  be f u l l y  completed i n  ear ly 1992. 

The new hardware and software should increase system performance and 

al low more users to  access the system on-line a t  the same time. DHS 

obtained nearly $600,000 i n  t h i  rd-party financing(') for t h i s  new 

computer hardware and software. 

Some fundamental arobleins w i th  W l S  s t i l l  need t o  be addressed 

Although the Department's e f f o r t s  t o  upgrade BHMlS may address some of 

the problems wi th the system, other problems remain and the fol lowing 

fundamental problems wi th M I S  s t i l l  need to  be addressed: 

Controls over data report ing should be established. As presently 
const i tuted, M I S  i s  h igh ly  dependent on systems maintained by other 
organizations, and DHS does not have a procedure for enforcing i t s  
report ing requirements. M I S  data w i l l  continue to  be only as 
accurate and timely as the systems from which i t  receives data. 
Questions related t o  what, t o  whom, and how information should be 
reported need t o  be considered. 

There has been some confusion as to  what information should be 
col lected. Although most survey respondents indicated that they 
attempt t o  report to  BHMlS a l l  the behavioral heal th services they 
provide, over 20 percent said that they d id  not. Many providers 
explained they report only services funded by DHS. Others appear t o  
report a l l  services, regardless o f  whether the service i s  funded by 
DHS or another source. 

Once DHS has determined what the primary purpose o f  BHMlS should be, the 

Department should then consider whether the current system can be adapted 

t o  meet those needs. The new DHS d i rector  has indicated that the 

Department plans t o  l i m i t  the use of EHMlS i n  the future to  program 

informational purposes and w i l l  develop a separate system to  handle 

contract payments. I f  the ro le  o f  BtiMlS goes beyond that,  the current 

software used to  support BHIIlS might need to  be replaced. Often, when 

systems i n  other states or  agencies are determined t o  be e f fec t ive ,  they 

(1  1 DHS obtained this  funding through Chrysler F i rs t  Financial Services Corporation and 
makes quarterly payments on the loan from the i r  general appropriations. According to 
a DOA o f f i c i a l ,  i t  i s  not unconnon for  state agencies to seek th i rd  party financing 
arrangements. 



can be adapted to  meet other needs. For example, the Department of 

Economic Security (DES) obtained a system from the State of  Utah that 

allows DES to  do c l i e n t  tracking for the i r  developmentally disabled 

c l i en ts ,  Utah's system has a mental health component that DES d id  not 

convert. DHS should attempt to ident i f y  other systems that might meet 

the i r  needs and consider whether i t  would be more e f f i c i e n t  and ef fect ive 

to  adapt another system or modify the current system wi th the resources 

a t  hand. 

1. DHS should establ ish controls over data report ing. These controls 

should address questions related to what, to  whom, and how 

information should be reported to  BHMIS. 

2. DHS should determine what the primary purpose o f  BMlS should be, and 

then consider whether the current system can be adapted t o  meet those 

needs. 

3. DHS should attempt to  ident i f y  other systems that might meet the i r  

needs and consider whether i t  would be more e f f i c i e n t  and e f fec t ive  

t o  adapt another system or modify the current system wi th the 

resources a t  hand. 
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CHAPTER IV 

ACCESSIBILITY QF SERVICES 

The length of  time required for an adult SMI c l i e n t  to  access the 

comnunity behavioral health en t i t y  system varies great ly .  We reviewed 

the extent to which behavioral health e n t i t y  services were accessible; 

however, our e f f o r t s  were hindered due to  the inadequacy o f  data provided 

by two of the f i v e  en t i t i es .  Analysis of  service data from the three 

remaining e n t i t i e s  revealed some c l i en ts  obtained services the day of 

re fe r ra l  while others waited two months or longer. 

To address the question o f  service access ib i l i t y ,  our analysis focused on 

ident i f y ing  how quick ly  c l i en ts  receive i n i t i a l  services. Specif ical l y ,  

we compared the fol lowing: 

re fe r ra l  date t o  psychiat r ic  evaluation date, and 

re fe r ra l  date to  f i r s t  service date other than meeting wi th  a case 
manager . ( I )  

We requested the e n t i t i e s  to provide basic service information on a l l  new 

re fer ra ls  received i n  the last  quarter of  f i sca l  year 1990-91. Of the 

f i v e  e n t i t i e s  w i th in  the audit scope, only two, CODAMA and SEAMS, were 

able t o  f u l l y  comply w i th  our request for information; a th i rd ,  CCN, 

provided adequate information about psychiatr ic evaluations but not about 

f i r s t  services. ADAPT and EVBHA were unable to  ident i fy  the basic 

information needed t o  document the length of time new e l  ients waited for 

service. 

I n  evaluating the data, i t  should be noted that the e n t i t i e s  are not 

always responsible for  the delays c l  ients experience. For instance, 

( 1 )  The analysis focused on accessib i l i ty  a t  the i n i t i a l  psychiatr ic evaluation and f i r s t  
service other than case management because professionals working i n  the system 
i d e n t i f i e d  these areas as bottlenecks f o r  new referra ls  entering the system. I n  
addit ion,  case management services nay have been provided p r i o r  to  the service dates 
analyzed. 



although c l i en ts  i n  the county j a i  l and inpatients a t  both the Maricopa 

Medical Center and Arizona State Hospital can be referred to  the en t i t y  

and case managed p r i o r  t o  discharge, c l i en ts  cannot be evaluated and 

services cannot be provided unt i l they are released. Also, some delays 

are caused by c l i e n t  behavior. According t o  one intake specia l is t ,  

unstable c l i e n t s  are prone to  reschedule or postpone appointments. 

Results Bv Entity 

We found access ib i l i t y  o f  service varies among en t i t i es .  CODAMA c l ien ts  

i n  c r i s i s  appear to  access services quickly;  however, c l i e n t s  not i n  

c r i s i s  may wait .  Although CCN d id  not provide the data necessary to 

determine the length o f  time c l i en ts  waited for services, i t  d id  provide 

enough information about psychiatr ic evaluations to indicate that CCN 

c l i en ts  appear t o  wait longer for evaluation than CODAMA c l i e n t s .  SEAMS 

i s  general l y  able to  serve c l i en ts  more quickly than urban e n t i t i e s  

because the intake process i s  streamlined i n  i t s  rura l  comnunities. 

CODAMA reported receipt of  245 re fe r ra ls  for the last  quarter o f  f i sca l  

year 1990-91, but not a l l  o f  the re fe r ra ls  were included i n  th i s  

analysis. For example, c l i en ts  who refused services or fa i led  t o  show up 

for appointments, or for whom data was unavailable, were eliminated from 

the population.(') The average length of  time c I  ients waited for 

psychiat r ic  evaluation was determined for 127 re fe r ra ls .  F i r s t  service 

times were determined for 115 referra ls .  Analysis o f  these referra ls  

revealed that many c l i e n t s  wait over one month to  receive a psychiatr ic 

eva l uat i on and serv i ces other than case management . 

('I I n  the psychiat r ic  evaluation analysis, ce r ta in  re fe r ra ls  had to  be dropped for  the 
fo l low ing  reasons: some refused services (34); some were referred t o  another agency 
(25); some were determined not t o  be SHI (4); some had an i l l o g i c a l  date sequence of 
service p r i o r  t o  r e f e r r a l  (4); and f o r  others, no date o f  service o r  evaluation was 
reported (39). The l a t t e r  might happen f o r  several reasons. Service might not yet  
have been received o r  possibly service was provided but  not  yet logged. Twelve 
addi t ional  new c l i e n t s  were known t o  have been i n  j a i l  o r  the Arizona State Hospital. 
which vould l i m i t  t h e i r  rece ip t  o f  service. While not exact ly the same d i s t r i bu t i on ,  
r e f e r r a l s  were dropped from the service date analysis f o r  s im i l a r  reasons. 



Psychiatr ic evaluation - Our review of the timeliness of psychiatr ic 

evaluations revealed the fol lowing: 

Twenty-five percent of the c l i en ts  were evaluated by a psychiat r is t  
w i th in  one week of re fe r ra l .  

F i f t y  percent of  the c l i en ts  waited longer than one month for an 
evaluation. 

Some evaluations were performed the day of the re fe r ra l ;  however, one 
c l i e n t  waited 119 days for a psychiatr ic evaluation. 

The average delay between re fe r ra l  and psychiatr ic evaluation was 35 
days. 

The resul ts  o f  our analysis appear to  re f l ec t  CODAMA'S intake pol icy.  

CODAMA p r i o r i t i z e s  c l i en ts  and t r i e s  to  provide services most quickly for 

those i n  c r i s i s  or running out o f  medication. Those c l i en ts  that appear 

stable and have su f f i c i en t  medication wait s i gn i f i can t l y  longer. This 

philosophy may explain why a large number o f  c l i en ts  were seen w i th in  the 

f i r s t  week a f t e r  re fe r ra l ,  although one-half waited more than a month. 

F i r s t  service - Our analysis of  the time between the re fe r ra l  date and 

the date o f  f i r s t  service revealed the following: 

Thirty-one percent o f  CODAMA1s c l i en ts  received services w i th in  one 
week o f  re fe r ra l .  

For ty- f ive percent waitedmore than onemonth to  receive services. 

Some c l i e n t s  received services on the day o f  re fe r ra l ;  however, one 
c l i e n t  i n  the study group d id  not receive services u n t i l  135 days 
a f t e r  re fe r ra l .  

The average delay between re fe r ra l  and f i r s t  service was 32 days. 

The average time t o  obtain i n i t i a l  service was s l i g h t l y  less than the 

average time t o  obtain evaluation. The lower average wait for  service 

may resul t  from c l i e n t s  receiving medication or c r i s i s  services p r i o r  t o  

the i r  scheduled evaluation. 



Community Care Network. Inc. 

CCN reported receipt of  323 re fe r ra ls  for the last  quarter of  f i sca l  year 

1990-91; however, not a l l  of  the re fe r ra ls  were included i n  t h i s  

analysis.( ')  The average length of  time c l  ients waited for psychiatr ic 

evaluation was determined for 187 referra ls .  Analysis of  these referra ls  

revealed that most c l i e n t s  wait over one month to receive a psychiatr ic 

evaluation. CCN d i d  not provide the data necessary t o  determine the 

average length of  time c l i en ts  waited for services other than case 

management. 

k y c h i a t r i c  evaluation - Our review of the timeliness of psychiatr ic 

evaluation revealed the following: 

Two percent o f  the c l i en ts  were evaluated by a psychiat r is t  w i th in  
one week o f  re fe r ra l .  

Seventy percent o f  the c l i e n t s  waited longer than one month for an 
evaluation. 

a One evaluation was performed the day of the re fe r ra l ,  but one c l i e n t  
waited 167 days for an evaluation. 

The average delay between re fe r ra l  and psychiatr ic evaluation was 52 
days. 

During the period o f  our review, on average, CCN c l i en ts  waited a t  least 

two weeks longer than CODAMA c l i en ts  to  receive a psychiatr ic 

evaluation. According t o  CCN o f f i c i a l s ,  several factors may account for 

(1) Again, ce r ta in  re fe r ra ls  had t o  be dropped f o r  the fo l lowing reasons: solre refused 
services o r  d i d  not keep t h e i r  appointments (39); some were re fer red t o  another agency 
(3); two were detemined not  t o  be MI; some reported an i l l o g i c a l  date sequence of 
psychiat r ic  evaluation p r i o r  t o  r e f e r r a l  (4); some were i n  ASH o r  i n  j a i l  (4); and for  
others, no date o f  evaluation was reported (91). As w i th  C O W  c l ien ts ,  the CCN 
c l i e n t  evaluat ion dates m y  not have been reported f o r  several reasons. 



the longer wait. For example, although CCN now has responsib i l i ty  for 

conducting psychiatr ic evaluations, during the three-month period of our 

review, providers performed t h i s  function. Thus, CCN had l i t t l e  control 

over the process. CCN s t a f f  also a t t r i bu te  some of the delay to large 

caseloads. According to  one CCN o f f i c i a l ,  large caseioads impact the 

amount of  time case managers can devote to proactive a c t i v i t i e s ,  such as 

scheduling a c l i e n t  for a psychiatr ic evaluation. 

F i r s t  service - CCN d i d  not provide the information needed to  determine 

the average length of  time c l i en ts  waited before receiving i n i t i a l  

services. 

SEABHS 

Thi r ty  of  the t h i r t y - f i v e  new SEABHS referra ls  reported for the quarter 

were used i n  our analysis. Four c l i en ts  were dropped from the analysis 

because no date o f  service was provided, and one c l i e n t  refused service. 

The review indicates that many c l i en ts  were evaluated and received 

service w i th in  a week of re fe r ra l .  

P ~ v c h i a t r i c  evaluation - We noted the fol lowing about the timeliness of 

SEABHS evaluations: 

Forty-three percent o f  the evaluations were performed w i th in  one week 
o f  re fe r ra l .  

Twenty-three percent o f  the c l i e n t s  waited longer than one month for 
evaluation. 

@ While several c l i e n t s  were evaluated the day o f  re fe r ra l ,  one c l i e n t  
wa i t ed 77 days. 

@ On average, referred c l i en ts  waited 21 days for a psychiatr ic 
evaluation. 

F i r s t  s e r v i a  - Our review o f  the time between the re fe r ra l  date and the 

date o f  f i r s t  service revealed the f o l  lowing: 

* Sixty-three percent o f  SEABHS c l i en ts  received a service w i th in  one 
week o f  re fe r ra l .  



a Thirteen percent of  SEABHS c l i en ts  waited longer than one month. 

The longest wait for service was 58 days. 

On average, SEABHS c l i en ts  waited 10 days before receiving their  
f i r s t  service. 

I n  general, SEABHS i s  able to serve c l i en ts  sooner than CODAMA or CCN. 
SEABHS' shorter time frames are not surpr is ing because SEABHS' intake 

process d i f f e r s  from the metropolitan en t i t i es  i n  that those seeking 

assistance can v i s i t  SEABHS service providers (which have a high prof i le  

i n  the i r  smaller c m u n i  t ies )  d i rec t l y .  SEAMS' providers are also able 

to  i n i t i a t e  services for the individual c l i en ts  through SEABHS without 

the c l i e n t  needing t o  v i s i t  SEABHS. 

We were unable to  analyze EVBHA1s performance because of problems w i th  

EVBHAts data. EVBHA d i d  not provide us wi th  data on c r i s i s  c l i en ts ,  who 

are handled more quickly than other cases. Consequently, any analysis 

would be skewed. We also found other problems wi th EVBHAts data. For 

example: 

a EVBHA could not provide a l i s t  o f  a l l  new c l i en ts  referred to i t  
during the review period. 

a For those c l i en ts  EVBHA d id  ident i fy ,  the information was 
inadequate. For some c l i en ts ,  EVBHA of ten provided only the date of  
the c l i e n t ' s  f i r s t  service wi th  a referr ing agency p r i o r  t o  referra l  
t o  EVBHA. Because that date i s  not ind icat ive o f  EVBHA1s response, 
the length o f  time before receiving i n i t i a l  service could not be 
determined.(') For others, no date of service was provided. 

ADAPT.  la^, 

Due t o  lack o f  appropriate data, we were unable t o  analyze services t o  

c l i e n t s  i n  Pim County. Although ADAPT d id  make several attempts to  

provide us w i th  information, there were several problems w h the data 

that prevented us from conducting any meaningful analysis. 

( 1 )  Although NBHA subsequently offered to provide the f i r s t  service date a f t e r  re fe r ra l  
to  NW, suf f i c ien t  :Em was not avai lable  to conduct the analysis. 



ADAPT could not provide a l i s t  of  a l l  new c l i en ts  referred to  i t  
during the review period. 

Of the 80 new c l i en ts  that were ident i f ied ,  evaluation dates were 
provided for only 32, and service dates were provided for only 23. 
Therefore, no meaningful analysis was possible. 

Some of the problems wi th ADAPT data were the resul t  of  organizational 

changes taking place i n  Pima County a t  that time. During our study 

period, an ADAPT assessment team was reevaluating a l l  SMI adults enrol led 

wi th  ADAPT, i n  addit ion to  processing new re fer ra ls  and then passing both 

groups on to  the newly created case management contractor, Arizona Center 

for C l in ica l  Management. Thus, separating c l i en ts  actual ly  new to the 

ADAPT system and those being reass i gned was prob l emat i c. 

This chapter provides information only,  therefore no recomnendations are 

presented. 



CHAPTER V 

ACCESSIBILITY OF SERVICES 
TO SPECIAL POPULATIONS 

Our analysis indicates that most people with serious mental i l l ness  who 

are released from j a i l  or discharged from the Arizona State Hospital 

(ASH) or the Maricopa County Psychiatr ic Annex do enro l l  i n  the en t i t y  

system and receive cmunity-based services. In  fact ,  many appear to 

have already been enrol led i n  the system before the i r  arrest or 

hospi ta l izat ion.  However, some of these people, especial ly those i n  the 

j a i l  population, are lost  i n  the referra l  process and do not get the 

services they need. Coordination i s  improving between the e n t i t i e s  and 

the j a i l s  and hospitals.  

We were dhected by the Jo int  Legislat ive Oversight C m i  t tee t o  examine 

the exterrr to which behavioral health services are accessible to  

populations of the greatest need, including the j a i l  population. We 

expanded the scope o f  our review to  include pat ients a t  the Arizona State 

Hospi t a l  (ASH) and the Mar icopa County Psychiatr ic Annex, because they 

too are among those w i th  the greatest need for mental health services 

when they are discharged in to  the comnuni ty .  

To determine whether those i n  these special populations made a successful 

and t imely t rans i t ion  i n to  the en t i t y  system, we asked the j a i l s ,  ASH, 

and the Uaricopa County Psychiatr ic Annex t o  provide l i s t s  o f  persons 

they referred t o  the e n t i t i e s  during Apr i l ,  May, and June 1991. A t  the 

same ti-, we asked the e n t i t i e s  to  provide l i s t s  o f  the re fe r ra ls  they 

received during the same period. We then compared the l i s t s ,  and 

attempted t o  resolve any discrepancies by reviewing M I S  data and 

interviewing s t a f f  a t  the e n t i t i e s  and ins t i tu t ions .  



Our analysis was l imi ted to ins t i tu t ions  i n  Maricopa County because we 

were unable to  obtain re l iab le  information about referra ls  i n  Pima 

County. Pima County Jai l s t a f f  d irected our inquir ies to ADAPT, which, 

as discussed i n  Chapter I V ,  could not provide the information. 

The Jail SMI Pooulation 
And The Entitv Svstem 

Our review indicates that most people wi th  serious mental i l l ness  who are 

released from j a i  l make a t rans i t ion  in to  the ent i  t i e s '  comnuni ty-based 

care system. Some do not,  pa r t l y  due to  factors outside the control of 

the en t i t i es .  The e n t i t i e s  have taken steps to  ensure that fewer people 

are lost  through the cracks of the system. According to  j a i l  o f f i c i a l s ,  

these e f f o r t s  are making a posi t ive impact. 

Most o f  the SYI releases we reviewed were enrol led bv the e n t i t i e g  - We 

attempted t o  determine whether 74 SMI persons released from Maricopa 

County j a i l s  during Apr i l ,  May, and June 1991 received e n t i t y  services. 

Most are now enrol led i n  the e n t i t y  system. However, some refused 

services, or t he i r  service h is to r ies  could not be determined. 

Service h i s to r i es  for most of  the SMI releases could be determined using 

records provided by the j a i  I s  and the en t i t i es .  

Forty-six people (roughly 60 percent o f  the seventy-four releases) 
were enrol led i n  the e n t i t y  system. Twenty-seven were already 
enrol led i n  the e n t i t y  system before arrest ;  twelve more enrol led 
during the i r  incarceration or upon release; and seven were referred 
to  service providers where they could obtain services. 

Thirteen people (about 18 percent) refused services. 

Five people (or 7 percent) including two known only as Jane and John 
Doe, could not be tracked because the j a i  I s  could not provide enough 
information. 

Ten people (about 14 percent) appear to  have I f f a l l en  through the 
cracks." Three were not referred because they were i n  j a i  l for only 
a short time. The other seven were referred t o  the en t i t i es ,  
according t o  j a i l  s t a f f ;  however, the e n t i t i e s  and the M I S  system 
have no record o f  them and ent i t y  s t a f f  have no know ledge o f  these 
indiv iduals.  The current whereabouts and mental health status of 
these people i s  unknown. 



Factors outside the e n t i t i e s '  control may contribute to the problem of 

get t ing released MI individuals enrol led i n  e n t i t y  services. According 

t o  Maricopa County o f f i c i a l s ,  sane SMI inmates are released from j a i l  too 

quickly for the e n t i t y  to enro l l  them i n  the system. About one-half of 

those j a i l ed  are released in  24 hours, and the j a i  1 cannot hold anyone i f  

the person i s  released by the court. Even i f  someone i s  ident i f ied  as 

SMI, these hurr ied releases can lead to  fa i l u re  to n o t i f y  the en t i t i es .  

m r d i n a t i o n  i s  improving - According to  j a i l  o f f i c i a l s ,  coordination 

between the e n t i t i e s  and the ja i  I s  i s  improving. Some ent i  t i e s  have a 

structure to  ident i f y  and o f fe r  services to the SMI j a i l  population. For 

example, one Mar icopa County ent i t y  has designated a case manager to  act 

as j a i l  coordinator and v i s i t  both county j a i l s  one day a week to 

establ ish contact wi th  prospective c l i en ts  and maintain contact with 

ongoing c l i en ts .  Another en t i t y  has designated three case managers t o  

handle re fe r ra ls  from the j a i l s .  In  Pima County, one case manager has an 

o f f i c e  a t  the j a i l .  J a i l  o f f i c i a l s  report that these e f f o r t s ,  which have 

been i n  development for as long as seven years i n  some places, are 

beginning t o  have an e f fec t  on improving the t rans i t ion  from j a i l  to 

conrnunity services. 

I n  addit ion t o  the e n t i t i e s '  e f f o r t s ,  DHS has taken action. WS s t a f f  

have been meeting wi th  j a i  l o f f i c i a l s  for over a year, weekly a t  f i r s t  

and now monthly, t o  learn which inmates are i n  psychiatr ic un i t s  and 

determine how and where t o  place them i n  the comnunity-based system. DHS 

has assigned a program representative to work wi th  each county j a i l  and 

the e n t i t i e s  to  develop a coordinated process for connecting those i n  

j a i l  w i th  the en t i t i es .  To comply wi th  blueprint  requirements for a 

wr i t t en  plan, due February 1, 1992, which w i  l l ensure that each SMI 

person i n  the j a i l  population receives appropriate services, the 

Department has assigned a s t a f f  member to work wi th  j a i l  and Department 

o f  Corrections personnel i n  developing a d r a f t .  F ina l l y ,  DHS plans t o  

use a l l  o f  the avai lable new funding for f i sca l  year 1991-92 t o  develop 

a l te rna t ive  housing for speci f ied groups, including c l i e n t s  released from 

j a i  I. 



The ASH Pwulation 
And The Entitv Svstem 

Our analysis indicates that most pat ients discharged from ASH make a 

successful t rans i t ion  in to  the e n t i t y  system. However, although 137 

pat ients discharged during a recent three-month period were ei ther 

already enrol led i n  the en t i t y  system or had made the t rans i t ion  in to i t ,  

the status of  16 other pat ients could not be determined. I n  addit ion, 

some pat ients do not make the t.,nsition in to  the e n t i t y  system 

successfully. ASH iden t i f i ed  several pat ients wi th  poor outcomes, 

including readmission to  ASH. The hospital  also has several pat ients who 

are c l  i n i ca l  l y  ready for discharge but cannot be discharged because there 

are no su i tab le beds avai lable for them i n  community-based f a c i l i t i e s .  

Many ASH pat ients are d i f f i c u l t  to  place i n  other programs. Some have a 

h is to ry  o f  mental i l l ness  spanning 10 years or more, and have received 

most o f  the i r  treatment as inpatients. These pat ients are extremely 

dependent on the hospital  and consider i t  the i r  home. Elder ly pat ients 

who, i n  addit ion to psychiatr ic care, need medical care face an 

addit ional  problem because nursing homes are reluctant to  accept 

psychiat r ic  pat ients  and other SMI resident ial  f a c i l i t i e s  are unable to 

care for  the i r  medical needs. 

Most of the ~ a t i e n t s  we reviewed make a t rans i t ion  - ASH s t a f f  iden t i f ied  

a t o t a l  o f  153 adult  SMI c l i en ts  discharged during Apr i l ,  May, and June 

1991 w i th  re fe r ra ls  to  the e n t i t i e s  i n  the audit study group. As i n  the 

j a i l  population, we were able to  determine the outcome o f  most o f  these 

pat ients.  

One hundred thirty-seven pat ients (almost 90 percent) are enrol led i n  
the e n t i t y  system. One hundred twenty were already enrol led, 
th i r teen new c l i e n t s  enrol led upon re fe r ra l  from ASH, and four more 
were enrol led w i th  the e n t i t y  system a f te r  the i r  discharge. 

Sixteen pat ients (a l i t t l e  over 10 percent) could not be found i n  
e n t i t y  records. ASH reported these people were referred to  the 
e n t i t i e s ,  but the e n t i t i e s  and the 'BHMIS system have no record of 
receiving the referra ls .  The current status o f  these people i s  
unknown. 

S#le nat ients  had to ba rehosoital ized - Of the 153 pat ients discharged 

between A p r i l  and June, 35 were readmitted t o  ASH by mid-September. 



According to ASH'S Director,  th is  23 percent readmission rate i s  

acceptable for t h i s  type of pat ient.  However, ASH s t a f f  provided a 

synopsis o f  the reasons for readmission i n  each case, and i n  7 of the 35 

cases, there were problems wi th case management, coordination, and 

service provision. For example, one pat ient was placed i n  a supervisory 

care home where the amount o f  supervision was inadequate for the 

pa t ien t ' s  needs. Another pat ient was i n  an e n t i t y ' s  p i l o t  program u n t i l  

h i s  court-ordered treatment expired; however, when the p i l o t  program 

stopped t reat ing him, the e n t i t y  d id  not transfer him to  i t s  regular case 

managers. 

A v a i l a b i l i t v  o f  services i s  a problem - Another side to  the access ib i l i t y  

issue i s  the number of  pat ients who cannot be discharged when they are 

c l i n i c a l l y  ready because there i s  no place for them to  go. Ava i l ab i l i t y  

, f  appropriate resident ial  services i s  an especial ly d i f f i c u l t  problem 

for ASH pat ients because most o f  them require resident ial  f a c i l i t i e s  upon 

discharge. Such faci li t i e s  are l imi ted i n  some areas o f  the State. A t  

any g i ven t i me, ASH may have dozens o f  pat i en t s  who have reached the 

maximum benef i t  from the i r  hospital  izat  ion but must wait for an avai lable 

bed. Some pat ients can wait years for an appropriate bed. For example, 

ASH has an 81-year-old pat ient who has been c l i n i c a l l y  ready for 

discharge for about s i x  years. However, because she i s  per iod ica l l y  

d isrupt ive (she screams), nursing homes are unwi l l ing  t o  take her, and 

SMI f a c i l i t i e s  are not set up t o  take care of  a person her age. 

The Department o f  Health Services i s  attempting t o  increase the number o f  

avai lable beds by developing a l te rna t ive  housing for special groups. The 

Department has also opened new re-ent ry  faci l i t ies (REFS) i n  the 1990-91 

f i sca l  year t o  provide a resident ial  t rans i t ion  for persons recently 

discharged from ASH. Despite these steps forward, creat ing the needed 

number o f  resident ial  beds i n  Arizona w i l l  be challenging (see Chapter 

V l l l  o f  t h i s  report). 



According to  ASH, 76 patients were ready for discharge as o f  

October 9, 1991 . ( I )  Analysis of  the barr iers  to discharge shows that 26 

pat ients (over one-thi rd of  those ready for discharge) were wait ing 

because no appropriate bed was available for them. Some of these 

pat i en t s had spec i a I needs as a r esu I t of  cond i t i ons such as pregnancy or 

incontinence, or required a f a c i l i t y  for dual ly diagnosed c l i en ts  (such 

as those w i th  mental i l l ness and chemi ca l dependency) , wh i ch made them 

harder to  place. Five more pat ients remained a t  ASH due to 

administrative problems such as delays i n  the referra l  process. For the 

remaining 45 pat ients,  there was e i ther  no reason for not discharging 

them or they were not discharged for reasons that were unrelated t o  the 

e n t i t i e s  or the a v a i l a b i l i t y  of  services. 

The problem wi th a lack of  community services for former ASH pat ients 

w i l l  become more cruc ia l  i n  the future. According to the blueprint ,  only 

those w i th  documented medical necessity may be admitted to  ASH, and they 

must be discharged as soon as hospi ta l izat ion i s  no longer necessary. 

The b luepr in t  requires an evaluation of a l l  long-term ASH pat ients,  and 

sets time l i m i t s  for evaluating new c l ien ts .  These evaluations were 

being conducted during our study. A placement schedule must be 

established for pat ients who, according to  the evaluation, no longer need 

hospi ta l izat ion.  ASH already meets t o  plan placements for pat ients ready 

for  discharge, but a lack o f  avai table faci l i t i e s  hampers i t s  abi I i t y  to  

schedu I e p I acemen t s . 

Countv Annex Patlenb 
And The Entitv System 

I n  the past, some pat ients who received services a t  the County Annex have 

had p r o b l w  making the t rans i t ion  in to  the e n t i t y  system. However, 

Annex s t a f f  report that coordination of services between the Annex and 

the e n t i t i e s  i s  improving. 

( 1 )  This i s  a comprehensive l i s t  fo r  ASH, so sona patients my not be -1. However. the 
1 i s t  indicates the barriers to discharge that 941 patients can encounter. 



The Annex has 82 inpatient beds and provides c r i s i s  services for about 

800 pat ients a t  a time i n  Maricopa County. Many pat ients under court 

order for psychiatr ic treatment receive i t  a t  the Annex. The more 

serious involuntary cases transfer to ASH for long-term care, but most 

Annex pat ients are referred out to  the administrative e n t i t i e s  for 

comnuni ty-based services. During Apri I, May, and June 1991, the Annex 

provided services for a to ta l  of 1,756 pat ients . ( ' I  

Annex ~ a t i e n t s  have had ~roblems: however. services are imrov ing  

Delays i n  connecting pat ients wi th  e n t i t y  services have been a persistent 

problem according to  Annex s t a f f .  This i s  pa r t i cu la r l y  true for pat ients 

whose court-ordered treatment i s  expir ing. Annex s t a f f  a t t r i b u t e  much of 

t h i s  problem to Arizona's lack of  su f f i c i en t  resident ial  beds. Annex 

s t a f f  a lso expressed concern about the large caseloads of en t i t y  case 

managers (see Chapter V I  I, page 59). Annex s t a f f  said they sometimes 

delay re fe r r ing  pat ients from the i r  own case managers, who have much 

smaller caseloads, because some pat ients need more intensive case 

management than e n t i t y  s t a f f  may be able to  provide. 

According t o  Annex s t a f f ,  the e n t i t i e s  and the Annex work together to  

coordinate the t rans i t ion  for Annex patients. A CODAMA s t a f f  member 

v i s i t s  the Annex regular ly to  f a c i l i t a t e  pat ient t rans i t ions,  and CODAMA 

s t a f f  cooperate w i th  the Annex i n  expediting re fe r ra ls  for pat ients wi th  

special needs. I n  July 1991, the Annex set up a box for each en t i t y ,  and 

the e n t i t i e s  now stop i n  to  co l lec t  re fe r ra l  documents i n  the i r  box. I n  

addi t ion t o  these steps, the Annex t r i e s  to  refer pat ients before they 

are ready for discharge, to  al low the e n t i t i e s  enough lead time to  p ick 

up the re fe r ra l .  

This chapter provides information only, therefore no recomnendations are 

presented. 

( 1 )  We were unable to  evaluate Annex re fe r ra ls  by the same method used f o r  the j a i l  and 
ASH populations. Annex records are not ccmputeri zed, and a manual search of the high 
volume o f  pat ient  f i l e s  was not p rac t ica l .  Annex s t a f f  used a randon sampling method 
t o  create a representative l i s t  of re fe r ra ls  f o r  the purpose of  test ing e n t i t y  records 
f o r  v a l i d i t y  and completeness; however, the small nunber of re fe r ra ls  l i s t e d  was 
insuf f i c ien t  f o r  drawing conclusions about the Annex population. 



CHAPTER VI 

SERVlCES FOR THE HOMELESS 

$MI POPULATION 

Services current ly  avai lable to homeless %I adults are l imited. 

However, i n  the last  year, DHS and comuni ty  organizations have begun to 

focus planning e f f o r t s  on the problems facing homeless SMI people i n  

order to  increase services. 

No substantive data about the number of  homeless SMI people i n  Arizona i s  

avai lable,  and estimates vary s ign i f i can t l y .  There i s  no consensus about 

the s ize o f  the homeless population i n  general or what percentage of the 

homeless are seriously mentally i l l .  Estimates o f  the homeless SMI 

population i n  Maricopa County range from 2,400 t o  4,400.( ' )  One service 

provider i n  Pima County estimates that there are 750 to  1,500 SMI 
homeless persons i n  that county. Although homeless SMI people are not 

s t r i c t l y  an urban problem, there are fewer homeless persons wi th  serious 

mental i l l ness  i n  the State's more rura l  counties; therefore, our audit 

work focused pr imar i l y  on Maricopa and Pima counties. 

Services For The Homeless 
SMI Pooulation Are Limitad 

There are few services targeted spec i f i ca l l y  for the homeless SMI 

population. Outreach services for homeless SMI people are l imi ted and 

vary by en t i t y .  I n  addit ion, the need for res ident ia l  f a c i l i t i e s  great ly  

exceeds the avai lab i I i t y  . 

Qutreach sarvicttr, - Currently, outreach services for the homeless SMI 

population are l imi ted and vary by en t i t y .  There are only a few outreach 

programs that serve a small segment o f  t h i s  population. Because homeless 

SMI persons are t yp i ca l l y  the most treatment-resistant, outreach programs 

(1)  Based on research f o r  the Maricopa Association of Governments (MAG) Homeless Task 
Force. June 1991 report on the homeless, a task force spokesperson estimates the 
homeless population i n  the county to be 7,251 to 13,415. Of that  group she also 
estimates approximately 33 percent are SMI .  



are v i t a l  i n  serving th i s  group. Outreach workers must locate these 

people by v i s i t i n g  places where they congregate, such as shelters,  soup 

kitchens, or beneath bridges a t  r i ver  bottoms. Outreach workers 

t yp i ca l l y  contact homeless SMI persons repeatedly and attempt to gain 

the i r  confidence by providing them wi th minor necessities. For example, 

workers i n  one program we contacted give out water during the summer. 

With repeated contact over time, outreach workers may be able to  convince 

a homeless %I person to  accept treatment. 

Funding for outreach programs serving the homeless SMI population has 

decreased over the past several years.(1) DHS has targeted over $470,000 

to  serve homeless SMI individuals i n  f i sca l  year 1991-92 compared to  over 

$540,000 i n  f i sca l  year 1988-89. Although funding for these programs i s  

largely Federal money, some State funds are al located for these 

services. Our review of services indicates the extent o f  outreach 

a c t i v i t i e s  var ies considerably among the f i v e  e n t i t i e s  we reviewed. 

CODAMA Services - For f i sca l  year 1991-92, CODAMA i s  receiving 
$207,297 for homeless-related outreach programs through a State 
contract.  Seventy-five percent of  t h i s  f igure i s  Federally funded 
wi th  the other twenty-five percent coming from the State. CODAMA 
contracts w i th  Phoenix South Mental Health Center t o  provide outreach 
services for homeless SMI people.(2) I n  the p r i o r  f i sca l  year, the 
Phoenix South Psychiatr ic Outreach Project was the only homeless SMI 
outreach program funded by DHS i n  Maricopa County. The program 
served 881 homeless SMI persons -- 20 to  30 percent of  those 
estimated t o  need services. 

RIBHA'S outreach services for homeless SMI persons have f luctuated 
over the last  several years. Outreach services were provided by two 
subcontractor agencies i n  f i sca l  years 1988-89 and 1989-90. Funds 
for  contracted service were not avai lable i n  f i sca l  year 1990-91 
because EVBHA los t  t h i s Fede ra  I fund i ng . Consequent I y , EVBHA 
assigned several case managers t o  provide l i m i  ted out reach services 
i n  f iscal year 1990-91. However, these case managers stopped 
providing outreach services i n  Apr i l  1991 due to  large caseloads. 
The State has funded an EVBHA in-house team t o  provide 

(1 )  Projects for Assistance i n  Transition for  Honolessness (PATH) grants provide most of 
the funding f o r  DHS1s honeless 941 programs. However, th is  funding has been 
decreasing . 

(2)  Mr icopa  County also has a "drop-in" center (CHAPS) that p ovides case management and 
psychiatric services to honeless SMI people. However, th is  program i s  not an outreach 
program because i t  does not attempt to locate c l ients  and i s  not supported by funding 
for  the SnI honeless. 



outreach services i n  f i sca l  year 1991-92. Again, 75 percent of  the 
State's $81,440 contract i s  Federal l y  funded. EVWA i s  i n  the 
process of f i l l ing the two posit ions s lo t ted  to provide th i s  service. 

0 ADAPT, Inc. - For f i sca l  year 1991-92, ADAPT i s  receiving $181,077 
through a State contract. Again, 75 percent i s  Federally funded, and 
25 percent i s  State funded. ADAPT has contracted wi th  La Frontera 
for the Readily Accessible People Program to  provide homeless SMI 
outreach for the past several years. This program served 384 c l i en ts  
i n  f i sca l  year 1990-91, only about one-quarter to one-half of  the 
population estimated to  be i n  need. 

CCN - CCN does not receive monies spec i f i ca l l y  designated for 
home less SMI out reach programs and has no programs spec i f i ca l ly  
targeted for such services. According t o  a DHS o f f i c i a l ,  CCN d id  not 
request funding t o  provide homeless -%I services during f i sca l  year 
1991-92. 

SEABHS does not have a homeless SMI outreach program e i ther ;  
however, according to  the en t i t y  d i rec tor ,  t h i s  i s  not an area o f  
real need i n  southeastern Arizona. He estimates 90 percent of  a l l  
homeless SMI people i n  the four SEABHS counties are i den t i f i ed  
through contacts wi th  other local agencies. 

Residential services - Upon consenting to  treatment, homeless SMI people 

are i n  par t i cu la r  need o f  resident ial  services. According to  outreach 

program s t a f f ,  homeless SMI people need resident ial  services ta i  lored to  

meet the i r  speci f ic  needs. Many SMI resident ial  f a c i l i t i e s  are 

unequipped t o  deal w i th  t h i s  group. SMI indiv iduals are of ten d i f f i c u l t  

c l i en ts ,  and homeless shelters are of ten forced to  turn these people away 

because they "act out" i n  the shelter and become disrupt ive. 

Furthermore, some homeless SMI persons coming o f f  the s t reet  are unable 

t o  conform t o  the s t ructure required by many SMI faci  l i t i e s .  According 

t o  one program manager, some seriously mental l y  i l l people are unable t o  

deal wi th  treatment programming because for  them just ge t t ing  out o f  bed 

each day i 8 an achievement . 

There are only a few specialized resident ial  services, although many are 

needed. The June 1991 Mar icopa Association o f  Governments' (MAG) study 

i den t i f i ed  only 49 beds t o  serve between 2,400 and 4,400 homeless SMI 

people i n  Maricopa County. Recently, an 18 bed f a c i l i t y  was opened i n  

Maricopa County t o  serve the homeless SMI. Currently, Pima County has no 

beds spec i f i ca l l y  earmarked to  serve i t s  roughly 750 to  1,500 homeless 

SMI population. 



Steos Are Beina Taken TQ 
Increase Services 

I n  the last  year, DHS and comuni t y  service groups have focused on the 

needs of the homeless SMI population. A recently established DHS 

Homeless SMI Task Force i s  current ly working on a plan required by the 

Arnold v. Sarns court order blueprint  .(I) The blueprint  requires that 

the plan consider the number and types of services that need to  be 

developed, including specialized services for homeless SMI persons. 

After review by the lawsuit 's p l a i n t i f f s  and the court monitor, a f i na l  

plan w i l l  be developed. A l l  par t ies must agree on the plan and i t  must 

be implemented by September 30, 1995. However, addit ional  funding w i l l  

probably be needed t o  implement the plan. 

Although the b luepr in t  has stimulated act ion to address the needs o f  the 

homeless SMI population, i t s  res t r i c t ions  have also hindered the 

development o f  services. For example, recent e f f o r t s  to  obtain 

add i t i ona l beds for home l ess SM I peop l e have encountered prob l ems. MAG'S 

Homeless Task Force and the C i t y  of  Phoenix have been working together to 

provide addit ional  beds for the homeless SMI population i n  Maricopa 

County. HUD money was obtained to  fund three new resident ial  f a c i l i t i e s  

to  house 52 beds.(2) However, only 24 beds could be developed due to the 

court-imposed r e s t r i c t i o n  of  8 beds per f a c i l i t y .  Thus, 28 of  the 52 

planned beds cou Id not be developed, and some o f  the HUD funding had to 

be returned. According to  a s t a f f  person for MAG'S Homeless Task Force, 

HUD expressed disappointment a t  the loss o f  the 28 beds, given the need 

for the beds and the a v a i l a b i l i t y  o f  funding to  provide them. 

This chaptrr provides information only, therefore no recomnendations are 

presented. 

(1) The court order cal led for  the homeless plan to be completed by October 1, 1991; 
however, an extension u n t i l  January 1, 1992, has been given. As of January 10, a plan 
had not been f i n a l  i zed. 

( 2 )  Two of  the foci 1 i t i e s  were to house 20 beds each, and one was to house 12 beds. 
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CHAPTER Vli 

CASE MANAGEMENT 

The Arizona comnunity-based mental health system relies on case 

management to ensure that clients receive the services they need, and 

that services are coordinated and appropriate. Although we found that 

caseloads vary greatly among case managers, overall, caseloads are 

large. As a result, case managers cannot devote adequate time to 

individual clients. Limiting caseloads to comply with recently mandated 

standards will require many additional case managers and millions of 

do1 lars. 

Case Manaaement Is An 
Essential Part Of The System 

Case management is an essential part of Arizona's community-based mental 

health system. Case management services in Arizona are provided by 

administrative entities through cl inical teams.(') These cl inical teams 

are responsible for developing an individual treatment plan (ITP) for 

each client.(2) As part of the clinical team, the case manager has 

primary responsibi I i ty for identifying and obtaining services in the 

client's ITP. In addition, the case manager has the ongoing 

responsibility of monitoring the services provided to the client and 

assessing the client's progress in achieving his or her goals. 

To understand the case management function and workloads, we collected 

caseload data from the five entities. We also observed ten case managers 

performing a variety of functions, including visiting clients in various 

( 1 )  The c l i n i c a l  t e a  may consist of  a nurse, social worker, vocational therapist ,  
psychiatr is t ,  and care mangers. 

(2)  The Individual  Treatment Plan ( ITP) i s  a wr i t ten document describing services t o  
assist  the c l i e n t  i n  meeting ident i f i ed  needs, and the objectives and long t a m  goals 
to  be achieved. 



set t ings,  such as the county j a i l ,  Arizona State Hospital, treatment 

programs, pr ivate homes, supervisory care homes, etc .  In  addit ion to 

v i s i t i n g  c l i en ts ,  we also observed case managers speaking with c l i e n t s  by 

telephone, providing them wi th transportation to appointments, consulting 

wi th  other professionals about the i r  cases, assist ing c l i en ts  i n  securing 

basic needs, such as food stamps and lodging, and helping them i n  times 

of c r i s i s .  

Larae Caseloads Restrict 
Time With Clients 

Although caseload s ize varies, overa l l ,  caseloads appear large, which 

reduces the case manager's a b i l i t y  t o  provide c l i en ts  wi th  adequate 

at tent ion.  For the f i v e  e n t i t i e s  we reviewed, caseload size averaged 43 

c l i e n t s  per case manager; one case manager had a caseload o f  83 c l i en ts .  

Our observations confirmed case manager's comments that the large number 

o f  cases proh ib i ts  them from spending adequate time wi th  each c l i e n t .  

Caseload size - Using information provided by the four administrative 

e n t i t i e s  and the Arizona Center for C l i n i ca l  Management (AcCLO(') for 

September 1991, we found that 187 case managers handled 8,053 c l i en ts ,  an 

average o f  43 c l i en ts  per case manager. Caseloads ranged from 10 to  83 

c l i en ts .  Table 7,  page 61 shows case manager t o  c l i e n t  r a t i o  by 

agency . ( 2 )  

(1)  The administrative ent i ty  i n  Tucson, ADAPT, Inc. ,  contracts with the Arizona Center 
fo r  Cl in ical  Management (ACCM) to provide case management. 

(2)  These nunbers are not s ta t ic ;  they change as new cl ients  enter the system and others 
leave, and as a resul t  of case manager vacancies. 



TABLE 7 

Case Manager To Client Ratio 
By Agency As Of September 1991 

Nunber Of Case Total Nmber Caseload Range Of 
A~ency Uanaclersf a) g f  Cl ientstbl  Rat iotcy Case I oads 

ACCM 61 
EVBHA 22 
CODAMA 34 
CCN 59 
SEABHS 11 

(a) Number does n o t  inc lude supervisors who may have caseloads, o r  new case managers w i t h  
1 im i  ted caseloads. 

(b) Number excludes 202 c l i e n t s  served by supervisors and new case managers. 
( c )  Numbers are  rounded. 
(d )  Includes p i l o t  p r o j e c t  case managers. When these case managers are excluded, case 

manager t o  c l i e n t  r a t i o s  average 1 :58. 

Source: Of f i ce  of  the Auditor General, s t a f f  review o f  data provided 
by ACCM, EVBHA, CODAMA, CCN, and SEAMS. 

There are several reasons for the wide range i n  caseload size. For 

example, CCN has a p i  l o t  project that funds smaller caseloads. CCN 
caseloads ranged from 10 t o  28 c l i en ts  for the 11 case managers i n  the 

p i l o t  program during September 1991. I n  addit ion, ACCM has several case 

managers w i th  smaller caseloads because they are assigned c l i en ts  who are 

more d i f f i c u l t  t o  manage or because c l i en ts  l i v e  i n  rura l  areas. 

Case managers are l i k e l y  t o  continue to  carry large caseloads. I n  fact ,  

t he i r  caseloads may increase. Currently, only about one-half of  the 

estimated SYI population i n  Maricopa County i s  receiving case management 

services through the e n t i t y  system. Once a l l  other c l i e n t s  are brought 

i n to  the system, they w i l l  require case management services. I n  

addit ion, the "checkl istN o f  e l i g i b i l i t y  was recently broadened t o  

include personality and organic bra in disorders. Thus, an even greater 

number o f  people w i  l I quai i f y  for case management services. However, no 

add i t i ona I fund i ng has been des i gnat ed for case management serv i ces i n  

f i sca l  year 1991-92. Consequently, the c l i e n t  t o  case manager r a t i o  may 

increase. 



Larae caseloads l i m i t  time avai lable for c l i e n t s  - Large caseloads, as 

we1 I as the wide range of services case managers are expected to  provide 

impact the amount o f  time case managers have to  spend wi th  the i r  

c l i en ts .  I n  addit ion to  ident i fy ing and obtaining services for each 

c l i e n t  and monitoring the services provided, case managers are 

responsible for evaluating each c l i e n t  every 90 days. Therefore, they 

need t o  spend enough t i me w i t h each c I i en t to  adequate l y assess the 

c l i e n t ' s  level o f  functioning. However, a l l  o f  the case managers we 

observed indicated the i r  caseloads are too large and they are unable to 

spend enough time wi th  the i r  c l i en ts .  Some case managers complained that 

they must spend a t  least 30 percent of  the i r  time on paperwork. Two of 

the ten case managers we observed stated that they have not been able to 

meet some of the i r  c l i en ts  because they have not had the time. One of 

these case managers (with a caseload of 71 c l i en ts )  to ld  us that he i s  

only able to  process new intakes and provide services for those who "make 

enough noise to  get h i s  at tent ion."  The fol lowing case example 

i l l u s t r a t e s  the var ie ty  of  functions case .anagers perform during the 

course o f  a day and the l imi ted amount of time they have t o  spend wi th  

thei r c l  ients.  

We spent the day w i th  one case manager who had a case l oad o f  50 
c l i en t s  . The pace a I l day was f rant i c even though the case manager 
had scheduled and inned the day e f f i c i e n t  l y .  He began the day 
ear ly  by transport a c l i e n t  to an appointment and then rushing to 
attend a t ra in ing  session on housing for the seriously mentally i l l .  
Back i n  the o f f i c e ,  the case manager f ie lded phone c a l l s  and d id  
paperwork simultaneously. One of the c a l l s  was from a c l i e n t  who 
wanted to  see a doctor because she was very depressed. The case 
manager imnediately discussed the c l i e n t  wi th  a psychiat r is t  and was 
able t o  schedule an appointment for t h i s  c l i e n t  la te r  i n  the day. He 
then transported another c l i e n t  to an appointment, and went back to 
the o f f i c e  where he returned three phone c a l l s  from other c l i en ts  who 
had cal led about the i r  medications while he was out.  The case 
manager also spent about f i v e  minutes each wi th  two addit ional 
c l i en ts .  The case manager explained that he normally t r i e s  t o  spend 
about 30 minutes wi th  each c l i e n t ;  however, on t h i s  par t i cu la r  day, 
he was already running behind schedule and could not spare the time. 
I n  fact ,  the case manager d id  not break for lunch. 

I n  the afternoon the case manager v i s i t ed  several c l i en ts .  One of 
them l i v ~  i n  an apartment wi th  only mattresses on a concrete f loor .  
The case anager wanted t o  t a l k  wi th  the landlord about t h i s  c l i e n t ' s  
l i v i n g  condit ions; however, the c l i e n t  feared being evicted i f  he 
c r i t i c i z e d  the s i tuat ion.  After v i s i t i n g  w i th  t h i s  c l i e n t  for about 



20 mlnutss, the case manager drove to  v i s i t  another c l i e n t  to ensure 
t h i s  c l i e n t  was taking h i s  medication. This c l i e n t  i s  s t i  l l paranoid 
and believes h i s  medication i s  k i l l i n g  him. The c l i e n t  does not want 
to  par t i c ipa te  i n  a treatment program. 

The case manager next attended a meeting at  a treatment f a c i l i t y .  
One c l i e n t  involved i n  the program had been l i v i n g  i n  a supervisory 
care home, and the discussion focused on whether t h i s  c l i e n t  was 
ready for independent l i v i n g  and what problems t h i s  c l i e n t  might face 
i n  an independent l i v i n g  s i tuat ion.  Following the meeting, the case 
manager returned b r i e f l y  to  h i s  o f f i c e  and attempted to  c a l l  two more 
c l i en ts ;  however, he was unable to  reach e i ther  of  them. He then 
went to  v i s i t  another c l i en t  who i s  l i v i n g  independently and has a 
job. The case manager spent about 10 minutes ta lk ing  wi th  the 
c l i e n t  about how he was doing and whether he was having any 
problems. The c l i e n t  appeared to  be doing we1 I. After t h i s  v i s i t ,  
the case manager planned to pick up a prescr ip t ion for a c l i e n t  and 
v i s i t  another c l i e n t  a t  home. 

The case manager t o l d  us that t h i s  was a typ ica l  day for him. He had a 

number o f  unplanned c a l l s  t o  which he had t o  respond and more work than 

he could r e a l i s t i c a l l y  handle. He also noted that he s t i l l  had to  

complete paperwork about the day's a c t i v i t i e s ,  and t h i s  most l i k e l y  would 

be done a f te r  hours. 

Lower Caseload Ratios Will 
R e i r e  A Substantial Increase In Fundinq 

By 1995, addit ional  case managers as well as addit ional  funding w i l l  be 

needed t o  reduce the size o f  caseloads t o  the levels required by the 

b luepr in t .  By September 1995, most caseloads w i l l  be l imi ted t o  25 

c l i e n t s  or fewer. Caseloads wi th  intensive c l ien ts ,  (those more 

d i f f i c u l t  t o  t reat ) ,  w i l l  be l imi ted t o  10 c l ien ts .  However, as 

i l l u s t r a t e d  i n  Table 7, page 61, none of the f i v e  agencies we reviewed 

are close t o  achieving these caseload rat ios.  We found caseloads average 

almost double the number speci f ied by the b luepr in t ,  and almost 90 

percent o f  the case managers have caseloads o f  more than 25 c l i en ts .  

Consequently, many addit ional  case managers w i l  l be needed. For example, 

according t o  the b luepr in t ,  Maricopa County w i l l  need approximately 459 

case managers t o  serve an estimated population o f  11,589 SMI people i n  
1995. As o f  September 1991, there were only 115 case managers i n  

Maricopa County. As a resul t ,  funding for  case management salar ies 



i n  Maricopa County alone would have t o  increase almost $8 m i l l i o n  

annual l y  t o  provide the estimated number o f  case managers needed by 

1995.(') DHS bel ieves that  some e f f i c i enc ies  i n  cc s management may be 

poss ib le  through be t te r  interagency coordinat ion or  other means. I f  

e f f i c i e n c i e s  are  possib le,  the cost o f  meeting the b luepr in t  caseloads 

standards may be s i g n i f i c a n t l y  less. 

RECOMMENDATIONS 

WS should study whether e f f i c i enc ies  can be rea l ized i n  case management 

through interagency coordinat ion.  

(1) The current average mid-point salary of  a Maricopa County case manager ($23,022, 
excluding employee-related expenses) was mult ipl ied by 344 ( the estimated nmber of 
additional case managers needed by 1995) t o  arr ive a t  the $8 mi l l ion  amount. 



CHAPTER Vlll 

ARIZONA LACKS SOME NEEDED SERVlCES FOR 

THE SERIOUSLY MENTALLY ILL 

I n  addit ion to  the need for more case management services described i n  

Chapter V I I ,  we also i den t i f i ed  other services that seem to be lacking i n  

Arizona. Residential beds appear to  be the area of greatest need. Other 

services, including dental care, are also needed. 

Residential Services Arg 
Lackina In Arizona 

The lack o f  resident ial  services was a recurring theme throughout the 

review. Case managers and other professionals re i terated the need for 

more resident ial  services. The blueprint  requires that a var ie ty  of 

housing and resident ial  options be provided for SMI persons. The State 

does not have a su f f i c i en t  number of  resident ial  beds for the number o f  

c l i e n t s  who need them, and some c l i en ts  are current ly  l i v i n g  i n  sett ings 

that w i l l  not be avai lable i n  the future due to  blueprint  res t r i c t ions .  

Blueprint  reauires res ident ia l  services - The blueprint  requires DHS t o  

plan for ,  develop, and maintain a var ie ty  o f  housing and resident ial  

options. By 1995, a l l  c l i en ts  are to  be receiving the housing and 

res ident ia l  services that can reasonably benef i t  them. Cl ients  are to  be 
integrated i n to  the c m u n i t y  i n  resident ial  programs o f  no more than 

eight people, or i n  apartment sett ings where no more than 25 percent of  

the apartments are occupied by c l i en ts .  Cl ients  current ly  l i v i n g  i n  

supervisory care or boarding homes are to  be evaluated and moved t o  

a l te rna t ive  housing i f  appropriate.(') The blueprint  defines several 

( 1 )  The blueprint l i m i t s  each residential f a c i l i t y  to eight or fewer c l ients ,  and almost 
a l l  supervisory care h m s  currently have more than eight residents. According to the 
blueprint,  approximately 900 SMI people l i v e  i n  supervisory care settings i n  Haricopa 
County. To canply with the blueprint,  alternative housing w i l l  have to be found for 
many of these c l ients  by 1995. 



d i f f e ren t  types of resident ial  programs. For example, intensive 

resident ial  programs are s taf fed on a 24-hour basis wi th  a high s t a f f  to 

c l i e n t  ra t i o ,  and provide vocational and other support services; 

semi-supervised group l i v ing arrangements are minimal l y  s taf fed,  and 

al low c l i e n t s  to  function as part  o f  a household and develop the i r  

independence; and supported l i v i n g  provides support services to  c l i en ts  

who l i v e  on the i r  own. The blueprint  d i rec ts  DHS to develop housing that 

w i l l  be f l e x i b l e  enough to meet each c l i e n t ' s  needs as those needs 

change. 

Residential f a c i l i t i e s  are l im i ted  - Arizona has an insu f f i c ien t  number 

o f  res ident ia l  beds. The blueprint  contains estimates of avai lable beds 

a t  the end o f  f i sca l  year 1990-91 and projected needs for each type of 

bed. According t o  the b luepr in t ,  a t  the present time, Arizona has only 

235 intensive 24-hour beds, although i t  w i l l  need 1,145 beds Statewide by 

1995. S imi la r ly ,  the State has only 350 semi-supervised beds, compared 

to  a need for 4,905 semi-supervised beds by 1995. I n  addit ion, the State 

has no supported-living beds, and 2,943 w i l l  be needed. 

se aanaaers r e w r t e d  the i r  f rust rat ions - Our discussions wi th  case 

managers and other professionals revealed f rust rat ions i n  connecting SMI 

persons wi th  resident ial  services. We met wi th  case managers and other 

e n t i t y  s t a f f ,  State hospital and County Annex psychiat r ic  s t a f f ,  and 

pat ient advocates. The insu f f i c ien t  number of  resident ial  beds compared 

t o  the number o f  pat ients who need them was mentioned repeatedly i n  these 

interviews. They t o l d  us that some resident ial  programs are unwi l l ing  to  

accept c l i e n t s  w i th  special needs. These programs refuse c l i e n t s  who 

might be d isrupt ive,  such as those coming out o f  inpatient 

hospi t a l  i r a t  ion and those w i  t h  substance-abuse problems . Also, some 

c l i e n t s  arc, placed i n  less r e s t r i c t i v e  environments than are c l i n i c a l l y  

recomnended because not enough 24-hou r supe rv i sed beds are ava i l ab l e i n 

some areas. 

Case managers and others also c i t ed  the fol lowing spec i f i c  problems 

related t o  res ident ia l  placements. 

F a c i l i t i e s  for the dual ly  diagnosed SMl/substance abuser are i n  short 
supply. I n  k r i c o p a  County, the only opt ion avai IabIe for 



detox i f i ca t ion  i s  LARC, the Local Ambulatory Reception Center, which 
i s  not appropriate for some SMI c l i en ts .  

The Department of  Economic Security's program for the mentally 
retarded has a statutory provis ion that i t  can accept people only t o  
the l i m i t s  of  i t s  resources. Thus, some SMI indiv iduals who are also 
mentally retarded may wait as long as four years t o  transfer from ASH 
to a fac i  l i t y  for the dual l y  diagnosed mental l y  i l l/mental l y  retarded. 

UiS i s  takina s t e m  t o  increase the nunber of res ident ia l  beds - DHS 

plans to  use new funding i n  f i sca l  year 1991-92 to  develop a l ternat ive 

housing. The Department obtained $5 m i l l i o n  i n  new funding and intends 

to use most o f  i t  for t h i s  purpose.(') The a l ternat ive housing w i  l l be 

for c l i e n t s  who are homeless, i n  j a i l ,  i n  ASH, or i n  supervisory care 

homes, wi th  the supervisory care home residents being the lowest 

p r i o r i t y .  The Department i s  current ly get t ing proposals from the 

e n t i t i e s  on how they w i l l  develop t h i s  housing, and i s  also working on 

developing a method to  v e r i f y  that the new beds are going to  these 

targeted populations. 

Other Services Arg 
Also Lacking 

I n  addi t ion t o  resident ial  services, some other needs o f  the SMI 

population are not being adequately met, including dental care and other 

services. Under the blueprint  requirements, DHS w i l l  have t o  work t o  

increase the access i b i l i t y  o f  a l l needed serv i ces . 

Improved dental care for  t h i s  population i s  one area o f  d i r e  need c i t ed  

by case managers. For most SMI people the i r  only medical or dental 

coverage i s  through AHCCCS, and the only dental procedure AHCCCS w i  1 l 

cover i s  tooth extract ion. One case manager c i t ed  a c l i e n t  wi th  an 

abscess who had no dental treatment option other than extract ion. 

Addit ional ly,  for those c l i en ts  who have lost  a l l  o f  the i r  teeth, AHCCCS 

w i l l  not provide dentures. Under these l imi ta t ions,  case managers cannot 

ensure basic physical care for the i r  c l i en ts .  

( 1 )  $1.2 n i l l i o n  of  the $5 n i l l i o n  w i l l  be required t o  pay the court  monitor 's 
adminis t ra t ive  costs. 



According to  case managers and blueprint  project ions, several other types 

of service are not avai lable i n  su f f i c i en t  quantity to meet the needs of 

a l l  SMI c l i en ts :  

a educational services, such as teaching c l i en ts  to manage thei r  
budgets and teaching famil ies about mental i l l ness ;  

day treatment programs; 

a drug treatment programs; 

a vocational, supported work, and work adjustment programs; 

a mobile c r i s i s  s tab i l i za t i on  teams; and 

a programs t a i  lored to  the needs of e lder ly  c l  ients.  

The b luepr in t  requires DHS to work d i l i g e n t l y  to increase the 

access ib i l i t y  o f  needed services. The blueprint  further d i rec ts  that 

c l i e n t  treatment plans i den t i f y  unmet needs for services and that these 

needs be comnunicated to  M S .  DHS w i l l  then be able to  address these 

unmet needs i n  planning for future services. 

RECOMMENDATIONS 

This chapter provides informat ion only, therefore no recomnendat ions are 

presented. 
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CHAPTER IX 

OTHER STATES' PROGRAMS FOR THE 

SERIOUSLY MENTALLY ILL 

Structures for de l iver ing and paying for services for the seriously 

mentally i l l  vary widely from state to  state.  Furthermore, each state i s  

unique i n  the way i t  provides case management services, targets 

populations with special needs, and controls the expenditure of  s tate 

funds. Although Arizona's system i s  s imi lar  to  systems i n  some other 

states i n  some areas, the administrative e n t i t y  system i s  unique to 

Arizona. No other s tate has t h i s  system. 

Methodology 

The May 8, 1991, resolut ion directed us to  compare Arizona's 

administrat ive e n t i t y  system wi th the mental health service del ivery 

systems i n  other states. We conducted a telephone survey o f  ten mental 

health service systems i n  other states and reviewed contracts and other 

documentation pertaining to  those systems. We selected Colorado, Utah, 

Washington, Oregon, Ohio, Vermont, New Hampshire, Rhode Island, and 

Orange County, Cal i forn ia,  because the i r  systems were h ighly  regarded by 

one or more of the experts we interviewed.(') We selected the tenth 

system, Monroe County, New York, because i t  was described as the 

country's largest experiment w i th  a capitated system. A national 

study(2), which rated care o f  the seriously mentally i l l  i n  a l l  50 

states, ranks a l l  o f  the states we surveyed among the top 16, and 

(1) Mental health systems were selected f o r  the survey through interviews w i th  the 
National Council o f  Connuni t y  Mental Health Centers, the National A l l iance f o r  the 
Mentally Ill, Arizona's court-appointed noni t o r  f o r  the Arnold vs. Sarn decision, and 
the Di rector  o f  the Arizona Department o f  Health Services. 

(2) E. Fu l l e r  Torrey, H.D., e t  a1 ., care o f  the Seriouslv Mentallv Ill: A Ratina o f  State 
Proaramp, 3rd ed. ( j o i n t  publ icat ion o f  Public C i t i zen  Health Research Group and 
National A l l iance f o r  the Hental ly Ill, 1990). The report  ranks states based on 
hospi ta l  services, outpat ient and comuni ty  support services, vocational 
r ehab i l i  ta t ion,  housing, and services t o  ser iously enot ional ly  disturbed chi ldren. 



ranks New York among the top lo . ( ' )  The study ranks Arizona i n  a t i e  for 

38th place. Even though the states we surveyed were highly ranked, the 

national study reports that no s tate i s  even d o s e  to  achieving the ideal 

system o f  services overa l l .  

SMI program budgets, s ta f f ing ,  and the number of  c l i en ts  served could not 

be compared re l i ab l y  based on our survey. We asked each state or county 

to  provide these f igures for the i r  SMI programs. However, some reported 

budget f igures that included state hospitals or programs that serve other 

populations i n  addit ion to  the seriously mentally i l l .  Some could 

el iminate duplications from the i r  f igures for the number o f  c l i en ts  

served; others could not.  As a resul t ,  the f igures reported could not be 

compared . 

Structure Of State Systems 

Arizona's administrat ive e n t i t y  system i s  unique among the states we 

surveyed. One-half o f  the states we surveyed provide services through 

county-based systems, and the others contract d i  rect l y  wi th  pr ivate 

service providers. However, one county we surveyed, l i k e  Arizona, 

contracts w i th  a p r iva te  organization that i n  turn contracts for a l l  

services. 

Four states (Oregon, Washington, Utah, and Ohio) and Orange County 

reported that the s ta te  provides funds to counties, which are responsible 

for e i ther  providing services d i  rect l y  or contracting w i th  pr ivate 

organizations for service del ivery.  In  Washington, the s tate contracts 

wi th  nurlti-county coa l i t ions  ca l led Regional Service Networks, which are 

not permitted t o  provide d i rec t  services unless they are the only or the 

most cost-ef fect ive provider avai lab1 e .  

The other four states (Colorado, New Hampshire, Rhode Island, and 

Vermont) and Monroe County have systems that re l y  on contracts with 

( 1 )  Ca l i fo rn ia ,  where Orange County i s  located, ranked 31st i n  the study. However, Orange 
County was highly recommended by one of  the experts we interviewed. 



pr iva te  companies. A l l  four of  these states contract d i r e c t l y  with the 

comnuni t y  mental health centers that provide services t o  the mental l y  

i I I .  In  Monroe County, a pr ivate organization cal  led Integrated Mental 

Health ( I W )  was established to coordinate mental health services for 

Monroe and another county. Like Arizona's administrative en t i t i es ,  1W 

does not provide services d i rec t l y ,  but contracts wi th  other companies 

for services. 

Case Manaaement 

Arizona assigns a case manager to every SMI c l i e n t .  Some other states 

also do t h i s  but most do not. Although case managers i n  every system 

perform functions s imi lar  to  Arizona case managers, we d id  not i den t i f y  

any other systems l i k e  Arizona that place case managers w i th  an e n t i t y  

that contracts for  services but does not provide d i rec t  service. 

I n  s i x  o f  the systems we surveyed (New Hampshire, Washington, Rhode 

Island, Utah, Orange County, and Monroe County) case managers are 

generally assigned only to  c l i en ts  who need them. Need i s  determined by 

c l i n i c a l  teams or  by c r i t e r i a  such as enrollment i n  Monroe County's 

capitated system. Vermont, l i k e  Arizona, assigns a case manager to  every 

SMI c l i e n t .  Ohio intends t o  do th is ,  but does not yet have 100 percent 

assignment. I n  Colorado and Oregon, every c l i e n t  has someone assigned to  

perform the case management function, but t h i s  may be handled by the 

c l i e n t ' s  therapist rather than by a specialized case manager. 

I n  a l l  the systems we surveyed, case managers are responsible for helping 

c l i e n t s  obtain access t o  the services they need. I n  addit ion, case 

managers i n  three states (New Hampshire, Vermont, and Ohio) provide some 

d i rec t  services such as psychotherapy and s k i l l s  t ra in ing.  Arizona case 

managers are also responsible for helping c l i e n t s  access needed services, 

and provide what appear t o  be d i rec t  services, including moving c l i en ts '  

belongings t o  new homes, helping c l i e n t s  set goals, and taking c l i e n t s  on 

social  and recreational outings. 

I n  a l l  but one o f  the other systems we surveyed, case managers are 

emp l oyed by the serv i ce providers . However, Orange County ' s case 



managers are employees of the county. According to the Orange County 

Mental Health Director,  t h i s  arrangement helps the county monitor 

services and strengthens the system. 

Contract ina Pract ice 

The basic form of  Arizona's contracts with the administrative e n t i t i e s  i s  

not unusual among the systems we reviewed. Other states use a var ie ty  of 
methods for determining contract to ta ls  and making payments, including 

var ia t ions of Ar izonaf s fee-for-service arrangement. However, some other 

s tatesf  contracts contain provisions that Arizona's contracts lack. 

These provisions target the c l i en ts  to be served and define the 

expenditures that may be funded. The contract provisions of other states 

may also give these states more control than Arizona over the use of 

s ta te  funds. 

U n t r a c t  form and  rice determination - Arizona's contracts specify a 

number o f  un i t s  for a var ie ty  of  services as wel l  as a u n i t  p r i ce  

determined by negotiat ion. The e n t i t i e s  may provide any combination of 

services that adds up to  the to ta l  amount o f  the contract. Other states 

use s imi la r  contracts, although each system we reviewed had d i f fe ren t  

c r i t e r i a  for determining the to ta l  contract amount. The two counties we 

surveyed have d i f f e ren t  types o f  contracts: Monroe County serves some of 

i t s  most severely i l I c l  ients under a capi tated system, paying a defined 

amount per c l i e n t  per year for a l l  services the enrol led c l i e n t  requires; 

and Orange County has some cost reimbursement contracts under which i t  

reimburses the contractor for a l  lowable expenditures up t o  a maximum 

allowable cost per u n i t  o f  service. 

Although negot iat ing pr ices and contract t o ta l s  i s  not uncomnon, some 

system have more formal methods for determining contract amounts. I n  

Colorado, u n i t  pr ices for services are based on a s t a t i s t i c a l  formula 

that determines the average actual cost o f  services statewide. Other 

systems base the contract t o t a l  on a var ie ty  o f  factors, including the 

population o f  a geographic area, prevalence o f  the ser iously mentally 

ill, prior-year funding, and operating costs o f  the contractor. I n  some 
systems, the contract t o t a l  can be increased by rewards for reducing the 

use o f  s ta te  hospi ta l  beds or  for high performance, or decreased by 

penalt ies for overuse of hospi ta l izat ion.  
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Taraetina c l i e n t s  to  be served - Arizona's contracts wi th  the 

administrative e n t i t i e s  do not specify the number of c l i en ts  to be 

served, although they do define the number of  services to  be provided. 

Because some other states'  contracts are more speci f ic ,  they may provide 

more opportunity to ensure that c l i en ts  wi th  the most need are served. 

In  two states, contracts ident i f y  several categories of  c l i en ts  and 

speci fy  the number to be served i n  each category. New Hampshi re 

speci f ies the number o f  c l i en ts  and what percentage o f  the overal l  

caseload each category w i l l  be. New Hampshire's categories are based on 

the nature and severi ty o f  the c l  ients '  mental i l lness. Washington 

speci f ies the number of  c l i en ts  and service hours to  be provided to each 

o f  several underserved groups, including the disabled, e lder ly ,  and 

minor i ty  populations. Vermont's contracts include a space for the name 

o f  each c l i e n t .  

I n  some states, contractors are penalized for fa i ' lure t o  meet target 

numbers o f  c l i e n t s  served. For example, Colorado can penalize 

contractors i f  they do not meet 93 percent o f  the target number. 

However, contracts wi th  these provisions generally provide contractors 

wi th  an opportunity to  renegotiate the target numbers during the term of 

the contract. 

Controll inqi expenditure? - Arizona's contracts wi th  the administrative 

e n t i t i e s  broadly require funds t o  be used for performing the contracted 

services; however, they do not specify which expenditures are acceptable 

or requi re  repayment o f  unexpended funds. Other states have more 

r e s t r i c t i v e  contract provisions. 

Five o f  the systems we surveyed do more t o  l i m i t  the expenditure o f  State 

funds. Colorado speci f ies the number o f  s t a f f  hours and do l l a r  amounts 

that can be spent on consul t a t  ion, education, vocational and 

homebu i Ider s programs, and case management. Three states (New 

Hampsh i re, Rhode I s land, and Ve rmon t ) approve I i nu- i t em budgets and 

permit s h i f t i n g  o f  funds only i n  l imi ted amounts or w i th  s ta te  approval. 



New Hampshire's contracts also l i m i t  the amount of  individual funded 

sa la r ies  t o  $120,000 per year. I n  Orange County, cost reimbursement 

contracts provide funds only for allowable expenditures as defined by 

s ta te  and Federal standards. 

RECOMMENDATIONS 

This chapter provides information only,  therefore no recomnendations are 

presented. 



CHAPTER X 

ANSWERS TO LEGISLATIVE QUESTIONS 

I n  d i rec t ing  t h i s  study, the Joint  Legislat ive Oversight Comni t tee 

i den t i f i ed  eight issues of concern. Due to time l im i ta t ions  and the 

complexity of  these issues, we were not able to  address each issue and, 

therefore, p r i o r i t i z e d  our work to focus on those issues o f  greatest 

concern. The study focused on the del ivery of  services to the seriously 

mentally i l l  population rather than a l l  behavioral heal th services. A 

b r i e f  response to  the eight issues follows and, where possible, 

references to  related chapters i n  the report are presented. 

1. The degree t o  which services provided through the behavioral heal th 
e n t i t v  svstem are ~ Ianned.  taraeted for ,  and accessible t~ 
m l a t i o n s  of areatest need includina pppulations o f  the Uar icom 
and Pim Countv Yental Health i a i l  un i t s  and honeless shelters. 

We conducted work t o  determine the access ib i l i t y  o f  services to  the 

seriously mentally i l l .  We found most SMI c l i en ts  are able to  access 

services; however, some are lost  i n  the re fe r ra l  process and do not 

obtain the services they need. The length o f  time i t  takes those who 

do connect w i th  the e n t i t y  system to obtain i n i t i a l  services varies 

from one day to  several weeks. For addit ional  information on the 

extent o f  our analysis, see Chapter I V ,  page 37. 

We also reviewed the access ib i l i t y  and a v a i l a b i l i t y  o f  services to  

spec i f i c  subpopulations o f  the seriously mentally i l l  including those 

who are homeless, i n  j a i l ,  or i n  ASH.  We found that services for 

homeis88 SUI persons are pa r t i cu la r l y  lacking although increased 

a t ten t ion  i s  being focused on t h i s  population. 



Most people wi th  serious mental i l l ness  who are released from j a i l  or 

discharged from the Arizona State Hospital do enrol l i n  the en t i t y  

system and receive comnun i ty-based services . However, some SMI 

people, especial ly those i n  j a i  I, are lost  i n  the re fe r ra l  process. 

Coordination among DHS, the en t i t i es ,  the j a i  I s  and the hospitals i s  

improving and helping SMI indiv iduals make a t imely t rans i t i on  in to  

comnunity-based services. For addit ional information on these 

subgroups, see Chapters V and V I .  

I n  recent years, e f f o r t s  to  plan and target services for those most 

i n  need have increasrd considerably. However, many services remain 

l imi ted,  including case management and resident ial  services. 

Chapters V I I  and V l l l  address these areas i n  greater d e t a i l .  

The e f f i c iencv  and cost-effectiveness o f  the a b i n i s t r a t i v e  e n t i t y  
~ v s t m  re la t i ve  t o  other ex is t ina  mental health service del iverv 
S~Steas, 

We conducted a f inancial  review o f  how three o f  the e n t i t i e s  expend 

the i r  SMI monies. Our review (discussed i n  de ta i l  i n  Chapter I ,  page 

11) raised concerns i n  two spec i f i c  areas: 

a. r e s t r i c t i n g  the use o f  'learned but unexpended funds"; and 

b. adequately def ining administrative costs to  ensure a l l  
appropriate administrative costs are readi ly i den t i f i ab le  
and comparable among en t i t i es .  

We a lso conducted a l imi ted survey o f  several states noted as having 

good ~ v i o r a l  heal th programs. However, we found i t  d i f f i c u l t  to 

d o  comparisons among other systems because each system i s  d i f f e ren t  

and unique i n  the way i t  provides services for each program. 

Consequently, the information gathered i s  i nsu f f i c i en t  t o  make a 

determination on the e f f i c iency  and cost-effectiveness o f  Arizona's 

administrat ive e n t i t y  system re la t i ve  t o  other s tate 's  mental health 

system. The informati * about other states'  systems i s  presented i n  

Chapter I X .  



. The extent t o  which competitive biddina ~rocedures are w l o v e d  i n  
the orocess o f  contractina w i th  administrative e n t i t i e s  and of 
~ybcont rac t ina  w i th  d i rec t  service ~ r o v i d e r s .  

According to  the Of f ice of  SMI Manager, DHS follows the procurement 

code when contracting wi th  administrative en t i t i es .  I n  1987, the 

last  time contracts were awarded, there was no competition for en t i t y  

contracts. DHS' contracts wi th  the e n t i t i e s  have been i n  place 

almost f i v e  years and w i l l  expire June 30, 1992. The newly appointed 

DHS Director has indicated that she plans to work toward making the 

system more competitive i n  the upcoming contract cycle. 

Currently, the e n t i t i e s  are not required t o  comply wi th  the 

procurement code when contracting wi th  provider agencies. However, 

i t  i s  the Department's in tent ion that the e n t i t i e s  comply wi th  the 

procurement code. To determine the extent t o  which competitive 

bidding procedures are followed by the e n t i t i e s  when contracting w i th  

d i rec t  service providers, we requested the e n t i t i e s  t o  provide us 

w i th  documentation o f  the i r  contracting process. Based on the 

information submitted by en t i t i es ,  i t  appears they have established 

procedures t o  al low for competitive bidding. For example, most 

e n t i t i e s  advert ise for proposals, de ta i l  the qua l i f i ca t ions  required, 

specify proposal evaluation factors, and the re la t i ve  importance of 

each factor.  However, due t o  lack of  time, we could not review any 

of the bids received by the e n t i t i e s  to  determine whether they are 

complying w i th  the procedures they have established. 



4. The f isca l  and manaaerial imolications. whas i z i na  accountability, 
and the re la t ive  merits o f  providing d i rec t  services throuah each of 
the followina Droviders: 

a. a h i n i s t r a t i v e  ent i t ies ;  

b. subcontractors: and 

c. purchase service oools. 

Lack of time and resources prevented us from addressing th is  quest ion. 

5. The adepyacv o f  exist ina mechanism for acrow~l ishina the fol lowing 
phiectives aivina s ~ e c i a l  attent ion to  the uniaue Droblems where 
there are m u l t i ~ l e  a h i n i s t r a t i v e  en t i t i es  wi th in one county; 

a. m r d i n a t i o n  and standardization o f  services: and 

b. nonitorina. evaluation and analysis o f  delivered services 
t o  assure confornitv t o  established standards and 
p r i o r i t i e s .  

Maricopa County i s  the only county that has mult iple administrative 

en t i t i es .  The Maricopa County Department of Health Services also 

o f fers  services to those with serious mental i l lness.  I n  addition, 

e f fo r t s  have been made to improve coordination of services among the 

en t i t i es  i n  Maricopa County. For example, according to one ent i ty  

representative, the three Maricopa County en t i t i es  developed an 

inter-ent i t y  agreement to  faci  l i tate c l  ient transfers from one ent i ty  

to another. 

Currently, Arizona's system has few program standards. However, the 

blueprint cal I s  for the State to ensure the qua1 i t y  of a l l  services 

for seriously mentally i l l  people within Uaricopa County, and some of 

the blueprint requi remnents speci f ica l  l y  address standardization of 

services. For example: 

rules governing the development of individual treatment plans 
(These rules are to govern the application for services and the 
development and implementation of ITPs and shal l  set forth 
timelines for each step i n  the ITP process); 

developing standards for residential programs; and 

dra f t ing  rules that w i l l  govern the standards for a l l  
nonresidential programs. 



The blueprint  also c a l l s  for DHS to  design a comprehensive system of 

monitoring, evaluation, and qua l i t y  assurance that shal l  include 

provisions for appropriateness, ind iv idual izat ion and effectiveness 

o f  services. Once t h i s  system i s  i n  place, DHS w i l l  have a mechanism 

to measure whether services conform to  standards and p r i o r i t i e s .  

However, a t  present there are no standards for comparison. 

6. The extent t o  which ex is t ina nanaaeme n t  information svstems meet thg 
needs o . the administrative en t i t i es .  and d i rec t  
service oroviders. 

We found the DHS management information system (BHMIS) fa i  I s  to  meet 

the needs o f  the Department, the administrative en t i t i es ,  and service 

providers. For further discussion, see Chapter I l l ,  page 27. 

7. Whether service developnent contracts between the administrat ive 
e n t i t i e s  and the D iv is ion  are s u f f i c i e n t l v  delineated and monitored. 

I n  f i sca l  year 1990-91, the Div is ion awarded over $8 m i l l i o n  to  

administrative e n t i t i e s  through service development contracts to  

develop and provide new and/or expanded SMI program services. We 

reviewed these contracts and found they lack deta i led information. 

The contracts contain broad and nonspecific information on the 

services the e n t i t i e s  are to  provide, sparse budget information, and 

unclear and nonspecific contract language. I n  addit ion, the service 

deve l o p e n  t and de l i very p l an (the document that de l i neates the 

services the e n t i t y  w i  l l provide) appears incomplete, lacks spec i f i c  

data on service levels and c l i en ts ,  f a i  I s  t o  c lear ly  delineate the 

respons ib i l i t ies  o f  the en t i t i es ,  and lacks standard formats. 

The Div is ion 's  f i sca l  monitoring of service development contracts 

also appears weak. The l imi ted f inancial  information the e n t i t i e s  

are required t o  report i s  insu f f i c ien t  t o  i den t i f y  the actual costs 

associated w i th  each project.  Since the contracts were f ixed rate 

reimbursement contracts, the e n t i t i e s  were reimbursed not for actual 

expenditures, but for submitting the service developnrent and del ivery 

plan and monthly a c t i v i t y  reports. Thus, i n  most cases, DHS does not 



know the actual cost of the programs the ent i  t i es  provide. DHS 

r ecogn i zes the weaknesses i n the serv i ce deve l opmen t con t rac t s and i s 

current ly  reviewing other options to  d i s t r i bu te  service development 

funds for f i sca l  year 1991-92. 

We also examined the steps taken by the Department to  implement the 

recomnenda t i ons made i n our November 1989 rep0 r t (Per f o rmance Aud i t 

Report No. 89-10) addressing contract monitoring and provisions, and 

found the Department con t i nues to  have de f i c i enc i es . Weak and 

inef fect ive contract monitoring persists.  I n  addit ion, contract 

provisions continue to  exhib i t  the same weaknesses previously 

ident i f ied ,  although the Department plans. t o  overhaul i t s  en t i t y  

contracts for  f i sca l  year 1992-93. For further information on these 

def ic iencies, see Chapter II. 

8. Whether taxpibyer interests are s u f f i c i e n t l v  ~ r o t e c t e d  includina the 
uacv o f  oubl ic  access t o  the infornat ion concernina how o u b l i ~  

funds are d i s t r i bu ted  bv the Div is ion t o  each e n t i t v  and then e i ther  
u t i l i z e d  bv the e n t i t v  i t s e l f  for  the ~ r o v i s i o n  o f  d i rec t  services or  
d is t r ibu ted  t o  ent i t v  &contractors. 

Public access t o  information on the e n t i t i e s '  use o f  publ ic  funds i s  

l imi ted t o  the extent that such information i s  disclosed by DHS or 

pursuant to  a report such as an audit .  Although we were able to 

obtain a l  l the f inancia l  information we requested from both DHS and 

the e n t i t i e s ,  administrative e n t i t i e s  are pr ivate,  nonprof i t  agencies 

and, as such, would not have t o  provide information t o  the general 

publ ic .  I f  the e n t i t i e s  were State agencies, information on the i r  

use o f  funds would be publ ic  information and, therefore, accessible. 

However, as pr iva te  agencies, the e n t i t i e s  may take a more 

propricctrry view o f  the i r  responsibi l i t y  for  pub1 i c  disclosure. An 

analysis o f  our review o f  e n t i t y  finances i s  discussed i n  Chapter I .  
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*s.'?i, CTJ : ,q..i$!y,~ ARIZONA DEPARTMENT OF HEALTH SERVICES 
- 

I 2 .  Office of the Directo 
Flrn SYMINOTON, GOVERNOR 
ALETXEA 0 CALDWELL, DIRECTOR 

January  2 4 ,  1992 

Mr. Douglas R. Norton 
Auditor General 
2700 North Central, suite 700 
phoenix, AZ 85004 

Dear Mr. Norton: 

Thank you for the opportunity to review and respond to the draft of 
the performance audit of the Behavioral Health Administrative 
~ntity System. We verbally responded to Mr. ~ i l l  Thompson and Mr. 
Pete Francis Monday, January 20th. 

Many of o u r  comments were i n c o r p o r a t e d  i n  your final draft. 

General Comments 

While the study would have been more balanced had all the entities 
been reviewed, w e  believe that you covered the major issues due to 
your broad selection and samples. 

L i k e  the 1988 performance audit, we found the report to be useful 
as we set about to improve the behavioral h e a l t h  system i n  Arizona.  

The Department has very few disagreements with the findings and 
comments in the report, as it generally agrees with this 
administration's findings and our subsequent testimony tothe ~oint 
Legislative Oversight Committee on ~ehavioral Health Services on 
November 20, 1991. Another major report "Progress and 
Accountability - Arizona's Service System for Individuals wi th  
Serious Mental IllnessH (Clegg and ~ssociates, Inc., November 1, 
1991) critiques the behavioral health system and recommends 
improvements. 

C h a ~ t e r  1 - Financial Review 
We agree with the analysis, bzt regret that the total indirect 
costs including those of subcontraztors could not be reflected. 

In reality, the amount of unexpended funds may be greatly reduced 
since the receivables from the state agencies, both ADHS and 
AHCCCS, are not current, but the  entities have had to continue 
funding their subcontractors. 

Thr Deparrmenr of Heal~h Scrvicee iu cln Equai Opportunrty Affirmative Action Employer.  

8 State Health Building 1740 West hdarns Street Phoenix, Arizona 85007 



Mr* Douglas R, Norton 
January 2 4 ,  1992 
Page 2 

The audit does not acknowledge or consider the difficulties ADHS 
experienced in mounting the Title XIX Mental Health Programs for 
Children or the administrative time consumed responding to the a 
requirements o f  the Arnold vs. Sarn court suit and subsequent court 
monitoring requirements. These factors overburdened the 
Department's administrative capacity and contribute to the 
continued lack of attention to entity contract and program 
monitoring activities for both state and federal funds. The 
Department is developing a performance contracting and monitoring a 
approach that will far exceed the recommendation of the audit 
report. The Request For Proposal for competitive bids for regional 
behavioral entities will be issued by February 15, 1992. The audit 
work wil be completed by January 31, : - 3 2 .  In the interim, the 
Department has engaged the audit firm of Ernst & Young to do a 
focused audit of the largest entities to determine fund balances 
for all state funds, and to review accounting and internal control 
practices. They are also assisting the Department in developing 
financial audit tools, training internal audit staff, and reviewing 
the claims reconciliation process in the Department. 

The Department has further, within the constraints of the current e 
contracts, required the entities to produce the many outstanding 
financial reports for federal funds within 30 days from January 28, 
1992. 

The performance contracting system will include : 

- Quality assurance plans and reviews; 
- Professional credentialing review processes; 
- Outcome measures; 
- Uniform financial reports; 
- Prior approval of cost-based rates; 
- Uniform cost reports to justify rates; 
- Defined allowable costs for administration; 
- A requirement that unused funds be returned to the state; 
- A s ina le  third party payor claims processing and adjudication 
system; 

- Uniform data reporting to confarm to state and fedearl 
requirements; II - Managed care and capitation principles; and 

- The development of a Regional Behavioral Health Plan with 
identified -3rget populations 



Mr. Douglas R, Norton 
January 24, 1992 
Page 3 

gther Comments 

Because the system of selection will be a competitive bidding 
process and because the checks and balances ( e . ,  the 
accountability of the system will be c l e a r l y  defined), we do not 
believe that the recipient should be treated as grantees. Further, 
that would not be practical under the Title XIX Medicaid 
requirements. 

Follow up, though belated, is occurring on January 28th to attempt 
to recover overpayment funds from both entities referenced in the 
audit. 

Xn summary, the Department has tightened up the existing system but 
is focusing its resources on contract preparation; systems 
requirement analyses, followed by the installation of a third party 
processor; developing outcome evaluation, program evaluation; and 
compliance sudit instruments for the performance contracts; 
training providers and entities in submitting accurate claims; and 
developing a "business officeM capable of processing and 
reconciling claims on a l l  sources of Funds. 

Jnformation Systems 

The vast major i ty  of t h e  statements in the review were on target 
and were known t o  the Department. There are a few conunente to be 
made regarding the nexpectationM of BHMIS and the current status of 
the system. 

- On Page 28, "User survey indicates BHMIS is not meeting the needs 
of the administrative entities and service providers: 

We do not have, nor are we aware of, any needs analysis done 
related to BHMIS serving the needs o f  the administrative 
entities. As mentioned in the S)acksround section, BHMIS was 
designed to Vrack and monitor chronically mentally ill clients 
and to provide the Division with information on all behavioral 
health programs.* It does that to some degree and should not be 
held up to a standard that was not in the original legislative 
intent. It is true that during the original design of BHMIS 
multiple reports were developed with both the Department's and 
entitiest needs in mind. Those reports are still available but 
are not utilized by either party. 

- It should be mentioned, other than in a footnote (Page 30), that 
the hardware and software platform selection process was dictated 
by the Department of Administration (DOA). The criteria under 
which the Department operated are still in place. It i s  a 
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specific declaration of the DOA which could be quoted in the , audit, if appropriate. 

- There are multiple indications of the lack of wcompleteness~l of 
the data in BHMIS, while it is a management issue regarding the 
entities input of the data, the entities complaining about the 
reliability of the BHMIS data seems misplaced. The data is 
unreliable due to the fact that the entities have not supplied (I 

BHMIS with reliable, complete data. If the entities are paid 
based upon reliable data being input to BHMIS, then the data 
would be much more reliable. 

- The BHMIS system was converted from the TBM VSE operat~ng system 
to the IBM VM operating system an January 15, 1992. As part of a 
the conversion effort, a stress test was conducted. Seventeen 
users have been on-line simultaneously. These users executed 
pre-defined scripts that attempted to cause table lock-out and 
on-line contention problems. The results obtained were 
impressive -- even to the technical personnel involved. All 
timed responses to the screen were less than three seconds and no 

a 
lock-out conditions occurred. Since the system has been live, we 
purposely ran a resource intensive batch reporting process during 
the time that multiple users were on-line. The users (aware of 
what we were attempting to find out) reported that there was nno 
noticeable degradation of response timew with the batch process 
running. Responses which previously were timed at two to five 

a 
minutes without a batch process executing simultaneously, were 
three seconds or less with the batch process executing, 

- On Page 33 it r?ntions a software conversion in October 1992. We 
know of no cc-.version scheduled for that time frame. We are (I 
planning on n9w interfaces to a third party claims processing 
system being on-line in July of 1992 with the bulk of the new 
data related to Title XIX claims beginning to impact the system 
in October. 

The Department will review the inconsistencies and inadequacies of 
some of the current case management programs. It will seek to 
determine the populations that need case management and to review 
both the centralized vs. decentralized approaches to case 0 
management and the quality and quantity of the case managers as 
recommended. 

The Department has appointed a new Assistant Director of Behavioral 
Health Services and is assisting in re~rganizing the Division to 
provide the technical, professional, and managerial leadership and 
overaight to a statewide regionalized behavioral health system that 
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will experience significant changes in 1992. It has contracted for 
technical assistance to develop its business functions, review 
prevalence rates, review and/or develop service plans for the adult 
seriously mentally ill (SMI) and children's population; select and 
implement claims processing and payment systems; and prepare and 
negotiate new contracts and intergovernmental agreements. The 
goals are service integration and accountability for 1992. The 
Department, in conjunction with AHCCCS, is preparing t o  implement 
t h e  Title X I X  prcgrzm f ~ r  t s e ~ - i o u a i ~  aentaiiy i eduir 
populatione in October of 1992. We believe that should the ~uditor 
General choose or be requested to conduct another performance audit 
of the Division in 1993 that the results will be positive and 
demonstrate great progress. 

Sincerely, 

Director 



Description of Behavioral Health Claims 
Processing System Schematic 

Please find attached the most recent copy of the ~ehavioral Health 
claims Processing System schematic. 1 would like to briefly 
doscribe the key business activities and interfaces underlying this 
system. 

1. There are a number of key objectives to be derived by the 
claims processing system, Among them a r e :  

a. A more rapid and accurate mechanism to reimburse 
the direct serv ice  prov ide r  for services 
rendered and to track claims in process. 

b. Creating a uniform mechanism of contracting for 
provider services, establishing service rates, 
and providing accountability of available fund 
balances and other financial reporting. 

C. Providing a single systern/single point of data 
entry mechanism to capture not only claims data 
but also client demographic, evaluation/outcorne 
data and program evaluation and planning data .  

2. Capitation The system identifies two levels of capitation: 

a.  AHCCCS, for Title XIX funds, and if possible 
other state agencies currently maintaining 
budgets for the delivery of behavioral health 
services, will c a p i t a t e  monies to ADHS based 
upon formulary as to membership enrollment, 
program type, etc. 

b. ADHS, for all registered client services, and 
for all services that lend themselves to Eee- 
for-service billing, will capitate monies to the 
Regional Behavioral Health Authorities 
(Administrative Entities) based also on some 
determined capitated formulas. 

3 .  Jntakes  and Assessments The entities will identify new 
clients and provide intake services and information on 
these clients, In addition, the entities will assess the 
clients and, where appropriate (e .g .  court monitored SMI 
clients) w i l l  perform t h e s e  assessments an a prescribed 
frequency. 

4 ,  egtment Plans The entitles will have the 
reeponsibility of developing each client's Individual 
Treatment Plan (ITP) and the authority to approve the ITP 
and authorize services. The service plan detail from 
each approved ITP will be sent (input) to A D H S .  ADHS will 



electronically disseminate these approved services to 
each appropriate service provider in the form of a letter 
of authorization and to the claims processor (TPP) for 
future adjudication of provider service claims. In 
addition, a report will be generated daily for each 
entity identifying all Letters o f  Authorization sent the 
previous day. 

*Note here, that it is not the intent o f  ADHS to review 
and give f i n a l  approval of t h e  treatment service plan, 
only to capture and disseminate the data. 

5 .  Service Rates It is the intent of ADHS t h a t  capped 
maximum service rates be established for specific 
services. This will be done to insure fiscal 
responsibility and controls within the claims processing 
function. In addition, entities may negotiate service 
rates with individual providers. 

To provide a quality review function and to promote 
uniformity within the delivery system, the entities will 
send (input) their negotiated provider service rates to 
ADHS, ADHS will maintain a data base of current rates 
and electronically transfer a11 approved rates to the 
claims processor for subsequent payment of prov ider  
service claims. 

6. Claims Submission and Pavment Service providers w i l l  
submit their claims directly to the TPP claims processor 
using e i t h e r  hard copy or electronic media. Using the 
information sent to it from ADHS (client, authorized 
service plan and approved rates), the claims processor 
will adjudicate and pay the claims. These payments will 
be made directly from the claims processor to the 
provider. 

The "going-inft assumption on the timing of claim payments 
is that all claims received by the TPP through the close 
of business on each Friday will be adjudicated and paid 
(i. e. checks written and mailed) within ten working days. 

7, Feportinq of Encounter Datq On a weekly basis, the 
claims processor will electronically transfer all 
encounter data to ADHS. This data will include detail 
services either paid or denied as well as all claims 
received awaiting payment (RBUC1s). This encounter data 
will contain appropriate information to identify the 
service plan authorizing the payment as well as the 
actual cost of the paid service. 



ADHS will use this data to close the "feed-back" 
information loop to the client case manager as well as 
for financial reporting and capitation analysis. 
Standard production reports will be generated from this 
information. 

In addition to ADHS receiving this information each week, 
the TPP will also provide diskettes containing the data 
respective for each entity and possibly the larger 
providers so t h a t  management and ad hoc reporting can be 
facilitated a t  t h e  entitylprovider locations. 

8 .  case Manawment, O / A  and Tr/B A specific objective of 
this proposed system is to not impede or disrupt the case 
management activity and/or rapport developed between the 
client, the case manager and the service provider. The 
required quality assurance and utilization review 
functions between the entity, case manager and .service 
provider will, as is currently the case, continue. 

The goal of this system, from a claims processing and 
encounter reporting perspective, i s  to return information 
to the case manager as rapidly and as accurately as 
possible. This will be accomplished through single 
source entry, uniform data flows, electronic data 
transfer and standardized reporting. 





TITLE XIX  BEIIAVIORAI, IiEALTlf WORK r l d N  
ADULT MENTALdrEALTlt 

i n  1991 the Ariznna Legislature passed SR 1317, Chapter 265E, which approved funding for the Arizona Health C u e  Cost Containment System (AHCCCS) to develop ;1 
~o impiement an adult mental health program with subniission o f  the plan to Ihe Lagislalure i n  December 1991. 

Thc AHCCCS administration is the single stale agency for T i t k  XIX funded services with responsibility entire Medicaid prognm. The Arizona Department of 
Senices (ADIIS) is the designated slate agency to plan and administer publicly fundtd behavioral services. This mandated responsibility covers all Arizona residents 
efigiblc for scwices from providers in  the communily behavioral health network. 

The rquircd addition of n.enlal h d t h  Medicaid coverage for Title X IX eligible seriously rnenhlly ill (%I) adults has been significantly innunced by a 1981 class action suit 
aganst the Arizona 1)epartment of Health Services, the Arizona Slate Hospilal and the Maricopa County H d t h  Servicu on behalf of Lhe SMI. I n  1985, the Maricopa County 
S v ~ r i o r  Col~r; ruled on behalf of the plaintiff class. This ruling was upheld by the Arizona Supreme Court, requiring the defendants to set forth a comprehensive system of 

for all SMI clients by  1995. This is fully detailed i n  a negotiated document entitled 'Blueprinl: lmp~emenling Services to the Seriously Mentally UI,' and signed into order 
by Judge Bernard Dougherty on May 6 .  1991. 

The class action siipulates that ADHS seek and obtain all the funds required to fully meet the 1995 larget, an amount totaling over $200,000,000. In order to whance the 
of federal Title X IX and other non state dollars, ADtiS seeks AHCCCS Administration support to iniliate Title XIX coverage one year earlier than October 1993, as stipulated 
when the presenl federal waiver expires. By implementing federal Tille XIX coverage for SMI adults in  October 1992, Arizona wil l  be able to obtain significant new federal 
dollars a ).ear car'tcr. I n  anticipation of these federal dollars, ADHS has negoliated an understanding with the court monitor and the plaintiff that ADHS wil l  only request what 
i t  can realistically defcctd wrtli~n 11% h i ~ d ~ c ~  ~,rrori~,es vcrcus Ihr 965,000,000 in new stale support, as presently rquired by the "l i lue~xinl" for the 1992-1993 budget year. ?.his 
undersl;indlng 11 15 h w i ~  181t.ird and w111i 1 1  I \  IIIC A I ) I I S 3 \  c.omnlrlnrenl to further develop services in Maricopa County, as well as the other Arizona Counties, (ha[ follou, a 
creative regroiial j,tcvc.r,tton ttr~vrn p\yci,crux 141 r r t lab i l~~a l~vc  111(nk1, b a d  on sound managerial and administrative support systems. 

'l311s work plat1 1s bated trr, the gcnc~al rnrplrmcntatron fratruwork that had previously been discussed and agreed upon by AHCCCS, ADHS and the GovemorBs office. Willtin 
each activity .4L)kiS ha=, ~tsponrrb~lrtrcs for ~ h c  scr iws iy  mentally ill (SMI) and AHCCCS has respot~sibilities for the elderly cnrollcd under the long term cam program (ALTC). 
The issues related to the nonscriously mentally ill (Non-SM1) and Non-elderly ALTC member wil l  need lo  be addressed at a later date. For lhis reason h e  N o n - s ~ ~  am included 
only where ac!ivities must be completed within the time frame of this work plan. 

This work plan includes a breakdown o f  proposed consullant use urd msls, r chart identifying individual asks, their responsible agencies, and the end dates a h .  



'CONSULTANT USE AND ESTIMATED COSTS 

Primary responsibility fm SMI adults will be under [he direct supervision of ADEIS stafc responsibility for elderly ALTC rests with AHCCCS. Managed care principles wit1 
be an integral component of the SMI program, and a negaiaied fee reirabutsment used in the fir* year. Afler experience rating information is compiled oa the first year, a 
upi t - :d  based reirnburscment system is planned for October 1993. In all instances, coordination between ADHS and AWCCCS. their administrators or designated consultana, 
is essenl~al. 

AHCCCS and ADHS have idenlified areas in which they will be utilizing the services of consullants. The consulianl adivitics and estimated costs are as  folbws: 

AHCCCS ADIIS 

DESCRIPTION 

ALTCS service deliveryloperations 
Program GOSIS and rate category 

BTIMATED COST DESCRIPnOt4 
LewintlCF 

S 87,000 Prevalence mtes 
80,OOO Review of olher states 

Titk XIX Design (subject to AtICCCS review) 
f 167,000* Program/Outcorne evaluation model 

NIX & Montgomery Ryland, Inc. (Admin.& hflS) 
Req.  arialysis for claims management system 
Review of cunent clain~s systems and "clean up'; 

New claims processing 
Selection of Third I'arty Admin~stralor 
Conversionllmplemenlation 
Financial & Data required lor capitation 
Modify BNMIS 

Totzl Eslirnatpd Consullant Costs: 
SR5.000 already expended. 

" Does not include cost of third party administrator; to be determined later. 
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AHCCCSIMI IS 

AHCCCS 

Govunol 

ADl IS 

ADHS 

ADtlS 

ADHS 

ADHS 

hlsmh 2, 1992 

Apnl 1. 1992 

April 1. 1992 

April I .  1992 

Apnl 10. 1992 

TITLE XlX MENTAL HEALTII PLAN - TIMELINE 

L r g h h i v e  impkmcaWPn +by AHCCCS d ADHS. 

EsILn*s ALfC P o + h  to bc st&. AHOCCS h.1 corn(ruc1cd I - d l  lo be mscd br mirvthg &c ALTC pop.l.~wn m bc m- rrryig uunptrm. 
AHCCCS rJ e r a k t  c d i  recads br lbc ALTCS proglun lo ddunrinc cLc number of cfdaly ub wiU uw brig km 

R C V ~ W  cxin*g 4 Fcdcnt rrb. regu&ians r d  M m k r  f lu1 &Y 10 inpkmeding Titk XIX Lrdi ad* Lc*.vionl huu c b w .  rim horn, -1. 

R - i r c h  v r c g u u c -  4cfi&ion of -s&)c' from O m  of A h -  Mlomq Ccrcnl m k b l f o f  Ezccu~ivc Onia and k g .  .F br a&ks (& AM-) 

[ k vcbp  a d  ksuc a nn* Ralw.( fk Propoul for R c g i o d  RJerrcd h v i d c n  thll rapuiuchc * k g :  Rcgiaul n d .  . r s a s m a  pbm; rvrlci.i r d  p c r b m n c r  
by and indcpadcd, qlnfifiad a d i  im; cridrvc 8h.r dl ADHS hndr arc d for speeifnd and urricu; mifarm dau rcpning. culnliud R.,,,~~- 
m d  n w . r r r n ~  hnccPnr; provider ~ r u a i c  k v c l ~  r d  other pcrbmu~c ruponsai l i l iu u daigned by ADHS. 

Scrvicc D c l l v c ~  Dcrign - AHCCCS and ADHS rmnl ~eviev he i r  criuing pognmscf fk .dc~ ivcry  m d c l 1  lo rcmrnmodalc mrsc.1 b l t h  M i c c s  b, shf l  &I,, .n) ALTC 
eMcrlr. This should include c b r  s&a(cmcnlr d r d m i n u t n l i m  and b d m g  f lnr turc IS wcU u client i d c n ~ ~ f i d i n n  end Ilow. (hor c l ~ &  mrc &n(,rd hrrubl -1 hullh 
p d k m s ,  wh.1 is &c appmpnak sating br u r c .  who i g  rcsponsiblc lor uan l i na l~o .  o f  a r c ,  rnd how the ~nd~vidual acluaYy rDcctvrr cam ) 

Dcrclop Sh4l Rovider Nduort .  ADIlS nus1 dc6nc l l ~ c  provider ~ W w k  =.q*lruncnls (or mental h a l l h  rcrvicu providcn. along v l ~ h  r w m r n c n t J  br long tcm .,,d aru,c 

errr vvldcn. This includcs dercloping pmv~dcr &work rcquircmcnte, and dewdoping* pruridcr uiuor(r cvalual~on pDccdurc ro cnsurc cornpliincc 

Dacnnirnc rhc ptcnt ia l  ¶my of aduh mcrUl hclkh scfficcs md funds under thc pfognrn opcwnr of T i l e  XIX b a r d  on suncy o f  sralu w i ~ h  high urcol T,tlc XIX lor mcnul 
llrr l th D c q n  scrvicc package foi ShSMI and ALTC rldcrly 

Asrcrs current ADHS prognms and prnvidcr nunurk for Sbll rduCs, imkdiag Chi1 Pi]ol bjc l l t r ,  l o  d d e m ~ n c  rudmcss lor m u g  rcqummtnu serving hsc .&lls 
r h ~ \  s n  pro@& to bc clig~blc lor Talc XIX mental llcrhh cart. 

Cwrm t k  prnalrnce n r u  of aduks in A- uho could rcccirc m e a l  h-W wwicu imm u r L  T i k  XIX p m g n m  oplkn (l@ u( of au bow courrcr 
(and v.IaJaic prcvakncc d u  of Thlc X IX  alrwdy cS& cbldrcn). 

Dcfmc 1oc.1 Shll p o p h ~ i o r  (Titk XIX and w Tltk XIX) by diagnostic end iuulcul cI.ssiCutioa 



TITLE XI% blENTAI, IIEAI,TII PLAN - TIA lELtNE 

& o o a ~ i b k  &n&i.oo&fg 

ADtlSIAllCCCS April 10. 1992 

ADHSlAHCCCS April IS. 1992 

lvns I. 1m 

June I. 1992 

ADtIS June I. I W 2  

Gotcrnor I OIfice June I, 1992 

AliCCCS July 15. 1992 

AIfCCCSIADl1S A~I~USI I. 1992 

AD1 l S Augmtl 3. 199' 

AD){$ August I .  I992 

November 27, 1991 

& t i v i l ~  

b l o p  crlimatc o l T i k  XIX fcdcnl *ndir% r*.ihbk r d . r  cumnt T i k  XIX o p h  for SMI  d UTC cldcrly. d a ~  with cg i rmkn l  alimCcJ Lnn Ih m t y  much. 

B n c d  a rrview mfvnrious cptiDn. br W i g  iodcnl  wd arc N~CI kads 46s TTitk XIX opiaD ik a& nr-l hahh sec*icu rd ramrncnd u o p c k  for Arkerr &I 

rr able phibtophy md A e  ropriru~~nc. d die YIlweprin('. Reurmilc 'BLrpinl' )o p m p , d  unk p J u g o  md lkn review ud mbc euinm~~ u d  dvcrigtion ol 
'Blwcprh' s c n i c u  a y i d  new i b m i a ~ i a n .  

Dnfi initial A14CCCSIADIIS IOA which &rmu &. rr rpon rbU ia ,  and stnndards k r  Ilr 9h l l  Program 

Indir l  I lCFA  (hrsible Wmiurr) S ~ h i t t a l .  In orJcr Cor Iltca41* d l  hoUl pmgmrn to be implencdcd I ICFA muu agreeto #he -ram hiy ud uy iL l t bn  ratu.  Should 
any *pi l iLCJ WJ~VCN be nocurary far the imp I cRC lU ia~  01 Ihe ncnw l  h l r h  &wognm. k c  WII be dcwbpad u d  n c p t h t d  & HCFA. 

Dcvchymrn~ ljy ADIIS of s slrtcwidc. umlom c h h r  procuring Iyrtcrn !ha1 mll IJC mcd by bll Rcpional Prclcrrcd f ' r o v i k n  mnd he ir  r bca *nc ton rndmsnagd  by third 
party chirnt  adt~iuiirln4or. 

Cornplclc m~dirustions of  the cumrr  Rchsrmml Ilcallh maruccnicnt lnbmrr t im snd its idcrlacc with M IS  pro;nm# k AllrCCS. Lhe Arizima Dqunment o f  Eoonomic 
Scruricy (DES). and lhe n g ~ n a l  h c f c n d  Fravidcn, rerul~ing in s rriore clfa*ivc r)rlem lor clicnr rcrcmlr,  rcnicc provision and -r t  upocily. 

DNC(OI\ sn craluarion dcs~gn l o  ddcrminc ellicicncy, cllicaey and cosl-bncffl ratios of  T I I ~  XIX nicnlsl b l l h  scrvicc dcl~bcry tu SLll r dub .  

Authorizing Lcgislalion lor ShlUALTC Pmgnnls 

h i l u l c  I lCFA  Ncgd~mlionr 

FmaILc AtlCCCSIADIIS IGA 

Candwl S M I  Pxognm %rl-Up Acl iv i l i * ;  Rukr Aaicndncrr* 

lmplcmcnt mn l u s i b k  cmnponcntr b r  hpmv ing  mmapr i r l  and fmamcial opcnting ryslcn~r in ADl lS  lor clicnl t nck i q .  ckirns p m w r u g .  c k n l  ad~udiucion. pmvidcr 
mblPm. and qualily assunnu 

Errurc en ibnn collornimnce of ~ g i o n l  &havan1 I lmhh  P i c k 4  Prwidcn M H S  rn8ngcri.l d opemmp syskmr. 



AHCCCS 

A D I ~ S  

AHCCCS 

AHCCCS 

AII('CCS/ADIlS 

AllCCCS 

AIlCCCS 

MICCCS 

AllCCCS 

A r g m  17. 1992 

Scpcnbcr 1. 1992 

October 1. 19P2 

(kbk I, 1992 

(klobcr I ,  1m 

Novcmbcr 1. 1992 

Novcmbcr 1. 1991 

Nnvca~tkr 2. 199? 

Novcmbcr 2. 1992 

Dacmbcr 1. 1992 

~~~b~ .nd & n c  n c @ i ~ c d  Cec re- xyslem lor chc Shl l  Pmgmr a d  d h  AHCCCS lor Ra*oddogy and fox fiwl imp& a s u m c n r .  FI.\ wsm& 
fee re&nc& schcduk lo be k p k m ~ * d  OClObCr 1. 1992. 

Obub HCFA A u b o r h m n .  

Eaocution o f  a c r p v c m n ( l l  mgrmxncnts witb DESIDD. CMDP. other rWc agcmiu. Irdiar, T n h  d o r  Indim H u h h  Scwkcr. ud A- CauMicr 

~ ~ ~ b p  A L ~ S  Pmridn Nohrcrt. AflCCCS mru delihe the provider navaL p c q u i r r n ~ t r  for mcnfal h a k b  scnrca pnuvidcn, abmg wiU~ rcgkaa& far he vm .nd 

.c& povh, mi, achdu Jcnbpk pavidcr wrvork scqmlrmenrs, d developing l provider ncirolt  crahulwn p a c d u c  to  c r u m  compturcc. 

Imp!-I Shfl hkot.1 I l aAb  h o g r a m .  

Dcvclop ALTC P m p m  Oycnrinms and Contruh, This cut m v d v e ~  lhc dcf id inn a d  + l c d t i a n  of  prognm opcn l i o .~  incluhng use manage- rquirc-t,, 
u a i h t i ~  rcqr i rcmulx wch as prior au1hori7~1~km. gricvancu 1nl any Iedcnl  rcquircmcds for -1 kl th  scmiax. hbo i UIU bsk. M C C C S  k c -  I ~ C  in1~m.1 
opcmwns for thc prognm. 

I n i~a t c  Conlractor Requwcmcnu ( I i a t h  PlandBchavionl l i u k h  k k m d  P ~ v & ~ ~ G ~ v c m m t n l ~ )  and Agroerncots br ALTC Prupram. Progrun Contmctor rrr(uircmcntr 
am rpccjfid in #he Comprchem~rc Scwua  Dclivcry P l ~ n  (CSDP) Annwny. P q n m  Contnclon -ivc uphlcd CSDP rcqaorrmcnu and must -pond to AHCCCS 
spo5fy~.gthcir pbns b r  urconfliancc. A c o n t ~ c l  is thcn cxccu4cd I n  addilion. AIICCCS will n d  l o  amend the ICiA'r w i ~ h  Inbal govcmcMS. Thc -qromti,n mcl, t . l  
h b h  scnlccr n31u ~ h c  CSDP and rauking mnlnct occurs in lh15 Lark 

Dcr<bp Scwicc Dchvcq Dcs i~n,  Non SMI nnd Nun Eldcrly A l  TC. Scrvtcc lkh,cry Allcrnaltvs 

Falc Pale Plan Amcndmcnl for SMI pmgnm with I4CFA. I n  edJ111on. AtlCCCS mlcs ntay nud l o  bc amcndd 

Fin.wjal h{~agcmc,n1 Plan lor ALTCS. Financial and ul i l iut ion mportmgby h g m m  ComIndon must bc rcvucdlo accommod~k RC.lll h u h h  s c w k  Rcportk cbnga 
.re &f& and comnumiutcd lo Prognm Conlrrclon in this lask Pbns fof c r a l u * b  a d  tnoniloringof h g n m  C o f l l ~ l a ~  mwapcmenl a( mcn(.l bcahh s c n k s  am .1~, 
ckvclopcd hem. 

Devcbp ALTCS Cnpihl~on Rdu. I n  Ibis Irsk. u p i r t i o n  pyarcnl  djudmmls to P m p n n  C o n l n d o n  nans11y b accomnod*c m c u l  k l t h  K& am -ICJ *I(O 

the ntc-sc(tbrg ~IOCCSS by I ~ C  A~~CCCS a n u q  

Develop ALTCS Cnppcd Feefor Scrricc khcdutc. in this lark. Ihc u p p i  fcefor-scnicc schcduk nwds l o  be r c v k v d  b r  payncllx m d c  co cliclcr uho Lure w, Rqnn 
Comtnctor A wpmnlc k c  u clkablnbd br cxb -1 h a h b  a d  sub- k c  s c w k .  



TITLE KIX MENTAL IIEALTII PLAN - TIUEI,INB 

Iunc 1. 1993 

July 1. 199l 

July I ,  1993 

luly 1 .  IF93 

Dcvcbp ALTC Plognm FLuncL\ Muupemd F m m ;  E v n * n t i  and Modorkg a d  P m g m  ContmL. 

Definc ALTCS hlmug.cmesr Inlomrtwn Sydcas; Systcrn Mo&Fi*iom. 'l%e addilion of nlcd h k h  S ~ W ~ U  WIN hpla boch lk long I c m  cam m m * g c w r  
(LEMICATS) a d  the rrur PWMIS syskmr. The prognn wiU also impact the sysicrps used for c w o d c r  1 ~ ~ 4 \ m g  by [be Program Cor*nccon. ~~~~~~~h~~~~ 

M ~ k s c  ry- arc dcfiud and impkacntcd in thb (uk. 

I k r c b p  Ervocc bclrvcr) Llcrlgn. Non SMI and Non Elilcrir A L l C .  Fmal S c r u ~ c c  Dcllrcry hludcl 

I ~ i i p l r rm~o l  Elderly A L I C S  hlrntal  l i ra l th  Program. 

Fllc h t c  Pka Amcndmcnr for cklcrly ALTCS yrugnm with I iCFA and cofrtfucl Program Stan Up A c l t ~ ~ l i c r  hi rhc rhn c l c r ch  progmm cllcnlS, prov:jcrr *,c L h l  . 
rrurr be mlomcd o f i hc  scrviccr to be o i k r d ,  prymcnl pohcus an3 a u l t ~ o n ~ ~ t i o n  rcquucnlcaks In addrilon. AtiCCCS rulr i  rm! nccd lo k .mcdd 

Thc purpsc o l  t h~ r  aclivlty 1s lo dctcrniinc the clilcacy el f  rclcctcd opltons w l~ lch  w l l  bc ~mp!cmcnrcd 1% nun caputu l  s c n u c r ,  ~ u I I ~ ~ , , , ~  pr,,,irp,cs lor Sh , l  
adults on OcWbcr I. 1992 l k  Lcy clcrnenc is lu tcsi Ihc dcyrcc lo which 1l1c Sklc * a t  s u c c c ~ r f ~ ~ t  r i d  provldc an objcc~ivc rrpn c a d  to plbcy ,,,dcrr. nc pru6uc, ,rum 
rhlr pt,rsc should hc a11 cvalualmn r cp ln  lhrt pmCnlS kcy kndlligr and rcco~nnicm~~lions fur 1811fjruvutg lhc Iyncm This pharc should 1-d to .,, ongebl c,l~llOl) PrUCCL, 

dcsipgd ID hcililaic wmlrmnicaliun wilt1 policy-makcrs. rcclpic~~ls and utl~cr involved gmups 


