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PROLOGUE

The Alabama Resource Allocation Modeling Project was a
strategic planning process. Strategic planning should foous
on particular target populations, identify objectives for
that planning population, describe alternative means for
reaching these objectives, weigh the effectivensess and cost
of these varimuﬁAmeans, and, given current and anticipated

resources, suggest new directions for service development,

Strategic plans should not be thoughkt of as the sole
product or end point of a strategic planning process. In
view of the imperfect planning technologies and information
available to planners, strategic plans should be made To bhe
challenged. Thus a strategic plan should only be one step
in an ongoing policy process. As such, & strategic plan
should stimulate and erncourage policy analysis and debate by
making explicit the values, causal inferences, and data

estimates that go into planning.

The computer implemented resource allocation model waed
in this report is a new technology. It forces us to
confront how little research actually exists to support the
causal inferences and parameter estimates that strategic
planning reguires. Nevertheless., strategic plang must he
made if resources are to be invested in ather than a totally

subjective manner.
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" In this contex;, the w;ﬁaurce allocation model uﬁeérhaﬁ
& number of benetits,. First, it has the virtue of forcing
planners to make explicit their values, causal inferencos
and data estimates., Second, because of 1ts computer
implementation, it allows scenarios that take into soCcount
alternative values, causal inferences, and data estimates to
he explored and evaluated. Finally, it provides an
organizing facusAfor future planning and research efforts.
This focus can result in improved model input and output and

can contribute to an ongoing and continually improving

strategic planning effort.

This report does not recommend a specific resource
allocation strategu for Alabama. Instead, it presents for
consideration by policy makers, several productive and
efficient possibilities sugogested bu the resource alloecation
model. HSRI believes that confidence can be placed in the
Judgment that these strategies will be more productive and

efficient than others,

The specific predictions of the model should be viewed
more cautigusly and in the context of the baseline
application present in the report. & conservative margin of
error should be assumed for predictions in ragard to client
movement, service utilization, or service cost. Moreover,
becauss random @rrors are more likely to cancel each other
out when numbers ars larger, the more specific the

prediction, the less confidence should be placed itn 1t. In
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other words, model predictibns probably will be more
accurate for all clients, than for clients at a particular
functional level, and more accurate for all costs than for

costs for a particular service.

HERI wishes to thank the members of the alabama
Resource Allocation Planning Project task force, who made an
extraordinary contribution to this project. In particular,
we wish to thank Ingram Gomillion and Greg Carlson, who

provided the project with both quidance and support.



Alabama Resource Allocation Modeling Project
HSRI - =Bage 4

SUMMARY
In 1984 the Alabama Department of Mental Health and
Mental Retardation (DMH) initiated a comprehensive planning
process. The goal of this process is to produce plans and
plan updates to assist the DMH in providing cost effective
services to Alabama citizens. The planning process is a
comprehensive one addressing the areas of child and adult

mental health, mental retardation, and substance abuse.

This report describes work to plan adult mental health
services carried out by the DMH from September of 1984 to
the present. This work was done in collaboration with the

Human Services Research Institute (HSRI).

The project involved an Enumarafion and categorization
by functional level of clients of the DMH. Following this
alternative groups of services or service packages were
designed for clients at the various functional levels.
Costs were also develaped for each service package. To
estimate the effectiveness of each service package a set of
outcome measures in the form of transition probabilities
selected from a database developed by HSRI was assigned to
each package. The current DMH budget for the planning
population was also estimated. Given these data, the HSRI
Resource Allocation Linear Programming Model was employed to
find affordable and cost effective strategies for the DMH.
These strategies were refined tusing the HSRI Resource

Allocation Simulation Model.
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" The components of system cost effectiveness, as

determined by the HSRI models, are defined as follows:
0 system cost refers to the total DMH cost of providing,

for specified time periods, the services called for in
the Alabama service package options.

0 suystem effectiveness refers to the extent to which
client functioning is improved or prevented from
dgteriorating.

The model application was able to both approximate the
current suystem and to suggest several affordable stfategies
for the Alabama DMH that should improve system cost
effectiveness. First, the strategy coming closest to
describing the current system was one that combined
"Adaptive" inpatient services (e.g. traditional therapies)
with "Pasic" (fundamental) community services for the lower
functianing clients. For higher functioning clients,
"Basic" services best described the present system. The
findings further indicated that there may be a shortfall of

community residential services, at least in some geoagraphic

aAreas.

The model application produced alternative strategies
which pointed to possible new directions for Alabama. These
strategies would initially cost more than Alabama is
currently spending, but they would be more cost effective.
Although the model predicted that system costs woulqsrop

. . . . g
aver time, those predictions were questioned from observed

W
inaccuracies in the model.
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THE PLANNING PROCESS AND TASK FORCE

The Alabama mental Mealth sustem resource allocation

planning project was guided by a task force of mental health

praofessionals convened by the DMH, The task force for this

praject consisted of the following members:

Horace Allen

Greg Carlsom

Dr. James .. Dill

Dr. Layton B, Daorman

Dr. Johkn Goff

Ingram Gomillion

Dr. Edward Wimbrough

Jay Muller

Dr. Frazier Rolen

Mary Lee Rice

Chris Retan

Administrative Services Coordinator,
Eryce State Hospital, Tuscaloosa

DMH Central Planning Section,
Administrative 8Services Division,
Montgomery

Executive Director, Alabama council
Community Mental Health, Birmingham

Executive Director, Jefferson-
Blount-3t. Clair MH/MR aAuthority,
Birmingham

Chief Psychologist, Bryce State
Hospital, Tuscaloosa

Project Manager, Directaor of
Research and Planning,
Administrative Services Divimiaon,
Montgomery

Clinical Director, Searcy State
Hospital, Mt. Vernon

Division of Mental Iliness and
Substance Abuse Community Programs,
Alabama MH/MR Department, Montgomery

Director of Mental Health Programs,
Jefterson-Rlount-5t. Clair MH/MR
Authority, Pirmingham

Director, Division of Community
Mental Illness and Substance dbuse

Community Programs, Montgomery

Director, Aletheia House, Birmingham
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Davjd Smith Staff Assistant to the Director,
i Searcy State Hospital, Mt. Vernon
Jerry Lovett Directaor, Northuwest alabama Mental

Health Center

Gary SBtoackdale Intensive Treatment Director,
Fastside Mental Health Center

THE ALABAMA MENTAL HEALTH SYSTEM

For the purposes of this planning effort, the Alabama

mental health system was defined by the tazk force as

including the community mental health centers and Pruyce,

Bearcy, Northern Alabama Regional, Greil, and the
Thomasville Adult Adjustment Center. A& list of the

fraom which data were collected, the number of cases

sites

samplead

at each site, and the total client snrollment at each site

are shown in Table 1.

DATA COLLECTION

Six types of input information had to be developed for

use by the model:

1. Numbers of clients, by functional level, currently in

the mental health system ("snapshot').

the system (arrivals).

2. Numbers of clients, by functiornal level, arriving to

3. For each functional level, descriptions of servirce

package option (SP0) components, and costs.

&, Estimates of SPO effectivenesss (transition
probabilities).

o 8 An estimate of the current Alabama DMH hudget for the

planning population.

= Gtatements of system objectives.
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THE PLANNING POPULATION

The planning population for this project was defined as
those persons aged 19 and over, with mental i1liness, either
currently in the Alabama mental health system or likely to
become clients in the next three years (the planning time
period dé horizon). Forensic inpatients were sxcluded [wIl
the planning task force because their court invmlvemen? was

deemed to reguire special planning.

THE CLIENT DATA FORM

Working in consultation with the task force, HSRI
developed a client data instrument for the data collection.
tne form was completed for sach client in the targel sample
by & clinician or case manager knowledgeable about the
client in question. The form consisted of 11 items which
required the person filling out the form teo rate the
client’s functional level using the Resource allocation
Funectional Level Scale, and to provide certain other
demographic and clinical information. The data items

included in the form are shown in Exhbibit 1.

A copy of the Resource Associated Funectional Level
Scale is shown in Exhibit 2. This scale has been shown to
have good inter—rater reliability when used by coders given
minimal training (Leff, Cohler, Swartz, and Shlessinger,

1985) .



EXHIBIT 1
ALABAMA CLIENT DATA FORM ~
CURRENT ¢-).
- ARRIVAL { )
1) PROGRAM/FACILITY:
INPATIENT ( ) RESIDENTIAL ( ) OUTPATIENT TX ()
DAY TX () DAY ACTIV. ()
2) CASE NUMBER: ) 3) AGE:
4) SEX: MALE 1
FRMALR 3
5) LAST KNOWN OR CURRENT COUNTY OF RESIDENCE:
6) IF INPATIENT, COUNTY IN WHICH CLIENT
INTENDS TO LIVE AFTER DISCHARGE:
7) PRINCIPAL DIAGNOSIS: SCHTZOPHRENTA 1
AFFECTIVE DISORDER PSYCHGTIC 3
“AFFECTIVE DISORDER NONFSYCHOTTG 3
PERSONALITY DISORDER a
ORGANIC BRAIN SYNDROME 5
SUBSTANCE ABUSE 5
OTHER: (SPECIFY) T
8) SRCONDARY DIAGNOSIS: SCHIZOPHRENIA 1
AFFECTIVE DISORDER PSYCHOTIC 2
AFFECTIVE DISORDER NONPSYCHOTIC 3
PERSONALITY DISORDER 4
ORGANIC BRAIN SYNDROME 5
SUBSTANCE ABUSE 6
OTEER: (SPECTFY) 7
NUNR g
9) AXIS III DX/MEDICAL
(3 MOST SIGNIFICANT)
10) FUNCTIONAL LEVEL: DANGEROUS,/UNABLE/UNWILLING COOPRRATE| A
UNABLE TO FUNCTION DUE TO STMPTOMS |~ §
*See attached copy of LACKS ADL/PERSONAL CARE SKILIS c
RAFLS to assist coding. | LACKS COMMUNITY LIVING SRTLLS D
NREDS ROLE SUPPORT/TREATMENT
FOR ROUTINE STRRSS g
NEEDS ROLE SUPPORT/TREATVENT
YOR EXTREME STRESS F1
FUNCTIONS ADEQUATELY BUT SERESTY 7
SYSTEM INDEBENDENT G
11) MENTAL HEALTH TRRATMENT | YES 1 DMH FACILITY 1
IN DMH SYSTEM on 1/29/89 noO 2 CMAC/CMEC FACILITY| 2

(FOR ARRIVALS ONLY)

12) NAME AND TRLEPHONE NUMBER OF

PERSON FILLING OUT THIS FORM: . ‘-

-10-

FOR CODING
() ) )
1 2 3
)
&
£
5
0
6
() €)Y (O
7 _8 9
() ¢) ¢)
10 il 12
)
13
£
14
LD
15
() ()
16 17



EXHIBIT 2
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(1) Dangerous . ' 7%;5
Danger to self, others, or property of value. Unable or unwilling to control
violent, aggressive, or escape-seeking behavior. Requires continuous {24-hour) -

supervision, high staff/patient ratio, locked or limited-acccess facility.

(2) Unable to Function, Current, Psychiatric Symptoms (Acute)

If suicidial or homicidal, is able/willing to control impulses with assistance.
Symptoms result in behavior that is seriously disruptive or dangerous, and/or

prevent role functioning. Examples of symptoms: lack of reality testing, ;
ballucinations or delusions, impaired Judgment, impaired communication, er manic
behavior. May be able to carry out some activities of daily living. Requires
continuous supervision, moderate staff/patient ratio, limited-access facility.

(3} lacks ADL/Personal Care Skills

Symptoms no longer result in bahavior that is seriously disruptive or dangerous.
{Nuisance behaviors should not be considered seriously disruptive or dangerous).
Lacks sufficient ADL and/or perscnal care skills to carry out role functions.
Skills lacking because: 1) never mastered, or 2) atrophied through disuse from:
creation of extreme dependency, neglect, lack of motivation. Requires continuous

(24-hour) prompting, skill training, and encouragement. Moderate staff/patient
ratio needed. '

{4) Lacks Community Living Skills

Able to carry out ADL personal care skills. Role functioning impaired by lack of
community living skills, such as: housekeeping, money management, using public
transportation, ability to engage in competitive employment, maintaining
interpersonal contacts. Require regular and substantial (e.g2., 2 or more hours
per dqy), but not necessarily continuous training, prompting, and encouragement.

(5) Needs Role Support and or Training

Can perform role functions, at least minimally, in familiar settings and with
frequent support to deal with the ordinary stresses of everyday life; e.g., can

perform housekeeping tasks, although may need the regular assistance of a
roommate, homemaker—aid, etc., or can work outside of sheltered situations with
an understanding employer or on-site support or counseling. Becomes
dysfunctional under the stresses associated with the frustrations of everday life
and novel situations. Requires frequent (g.g., weekly) information,

encouragement, and instrumental assitance.

(6) Needs Support/Treatment to Cope with Extreme Stress or Seeks Treatment to Maintain
or Enhance Personal Development

(a) Can perform role functions adequately except under extreme or unusual stress.

At these times, the support of natural or generic helpers such as: family,
friends, clergy, or physician, is not sufficient. Mental health services
required for the duration of stress.

(b) Can perform role functions adequately, but seeks mental health services because
of feelings of persistent dissatisfaction with self or personal relationships.
Intensity and duration of treatment can vary.

(7) Systems Independent

Can cbtain support from natural helpers or generic services. Does not require or
seek mental health services.

Resource Associated Functional Level Scale (RAFLS), by H. Stephen Leff, Ph.D. This

material has not been published and all rights, including copyrights, are reserved.
September 25, 1984.
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HSRI staff trained case managers and clinicians at a
one day meeting in Birmingham how to complete the client
data fTorm. Instructions were provided both oralluy and in
writing. Questions raised during the data collection
process were referrved to either DMM Central Office staff or
HSRI.

SAMPLING METHOD FOR ESTIMATING CLIENTS IN THE SYSTEM AND
TREATED ARRIVAL RATES

Clients in the System

To estimate the number and functional levels of
planning population clients in the Alabama mental health
system at the start of planning period, the Client Data Form
was used to take a "snapshot" of 188Y% of clisnts in the
state hospitals and approximately 10% of clients in
community mental health centers on January 15, 1985,

Arrival Rates

To estimate the rate at which clients in the planning
population arrive for service from the Alabama mental health
system, Client Data Forms were completed over a two ueelk
pgriod, beginning January 146, 1984, for 100% of PRersons

arriving for service at sites defined as in the system.

Clients were assigned a functional level which
reflected their level of functioning on the day they arvived
in the sustem and not at the time that the client data form

wass filled out,
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To avoid double countiﬁq clients, client records weres
checked to insure that clients who were in the syUstem at one
site on January 15 and who arrived for service at another in
the period from January 15 through January 29 were szcludecd
from the count of arrvivals. This was necessary bhecause
movement. by clients in the snapshot data is assumed hu the

planning models.

Latent Demand A -

In addition to those clients in and arriving to the
mental health system there is a pool of parsons who qualify
to be in the planning pepulation, but wheo, for various
reasons, do not receive services. This pool is often
referred to as the latent demand. The latent demand
constitutes a potential source of new demand For services
which is often induced to become "expressed” demand whaen
additional or more accessible or acceptable services are
implementad, Therefore, it is desirable to estimate the
extent of the latent demand so that palicy decisions about
how it should he served can be anticipated. Where resources
are abundant a decision to serve some or &ll of the latent
demand can be made. Where resources are in short supEly,

limitations must be placed on services to meet this demand.

Latent demand can be operationally defined as the
difference betwesn the total number of persong who gualify
to be in the planning population minus the number who are

actually receiving services at some point in time. The
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latter number can be prmjac%ed for any planning period using
the HSRI model. HSERI has developed a method for @stimal ing
the total number of chronically mentally ill persons in a

state. At the present time the data needed for HSRI to
estimate Alabama’s latent demand are not available. Once
the data for are available, HSRI will estimate the latent
demand for various time periods so that the policy
implications of this demand can he considersd. These

analyses will be presented in a supplemental report.
CLIENTS IN AND ARRIVING TO THE MENTAL HEALTH SYSTEM: RESULTS

Table 2 shows, for inpatient and community based
ambulatory services, the number of clientsz at each
functional level in the Alabama mental health system on the
day of the snapshot, and the number arriving in the two week

arrival study.

The next tables are presented to provide a more multi-—
dimensional picture of the clients at =sach functional level.
Table 3 presents, for the sample of inpatients currently in
the system, the distribution of diagnoses for each
functional level. Table 4 shows the same information for
the sample of current CMHC clients, -- persons who were
clients of the Alabama system on the day of the "snapshot.®
Tables 35 and & indicate the distribution of diagnoses by
functional level for the two week sample of peErsons arriving

to state inpatient units and CMHCs, respectively .
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TARLE 3

FUNETIGNAL LEVELS BY DIASNDSIS
FOR INPATIENTS-"CURRENT"

(UNADJUSTED)
DIAGNDSIS
AFFECT.  AFFECT. PERSON,  ORBAN- 5us.,
§CHIZ. PSYCHD.,  NONPSY,  DISORDER ICITY ABUSE OTHER TOTAL
) 1 i 1
FUNCTIONAL LEVEL N FL N N FL N N N N FL N OFL
DANGEROUS 67 631 11 1% 2 2 2 2 9 91 2 U 13 170 106 100X
UNABLE TO FUNCTIGH
DUE TO SYMPTOAS B eHL %4 104 B 11 12 Y 1B% 201 S5 11 58 &% 934 1001
LACKS ACTIVITY OF
DAILY LIVINE SKILLS 04 3102 413 216 21 158 284 & 1% 57 101 §77 100
LACKS COMMUNITY
LIVING SKILLS 195 620 24 B B 3 12 41 31 101 B 3% 39 121 317 1001
NEEDS ROLE SUPPDRT 91 44 3B f8% 8 81 % 4L 12 &1 8 41 32 15T 208 1o00%
SEEKE TREATHENT 2% I 10 120014 7 3 #8456 7L 15 191 Bl ibR
MEMTAL HEALTH
SYSTEM INDEPENDENT ¢ o ¢ o0 00 0 0 0T 0 0T 0 Of 0 o0
TOTAL 1254 201 63 48 403 35 214 2218
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TABELE 4

FUNCTIONAL LEVELS BY DIAGNOSIS
FOR CMHC CLIENTS-"CURRENT®

{UNADJUSTED)
DIAGNOSIS
AFFECT.  AFFECT.  PERSON.  ORGAN-  SUB.
SCHIZ, PEYCHD.  NONPSY, DISORDER  ICITY ABUSE QTHER TOTAL
[ i i ] i i I
FUNCTIONAL LEVEL N kK FL N FL N FL N FL N OFL K FL N FL
DANGERDIS 0 51 0 02 2 41 0 04 HX & k8 221 3 100
UNABLE TO FUNCTIDN
DUE TD SYNPTOMS WL 807 14 BL 17 100 5 315 9% 6 41 11 7T 159 1001
LACKS ACTIVEYTY OF
DRILY LIVING BKILLS 120 714 8 St 10 &% 3 24 12 74 1 1% 15 91 {10 100%
LACKS COMMUNITY
LIVING SKILLS B 5 M My 7 w200 4115 SE05 200033 1% 34 1004
NEEDS ROLE SHPPORT 241 381 37 B 126 1BY 53 8L 1B 3% 14 2L 193 WX 703 100%
SEEKS TREATMENT B8 157 32 51 129 220 52 91 7 1% 1B 3L 248 4L 594 100%
MENTAL HEALTH
SYSTEM INBEPENGENT L& ¢ o1 0 0 2 1z o0 0% 1 AL 14 7BL 18 1007
TOTAL 73 145 53) | 133 11 30 38 1584
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E(5!
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TRELE 5

FUNCTIONAL LEVELS BY DIAGNDSIS
FOR INPATIENTS-"ARRIVALS®
{ADJUSTED T ONE MONTH)

DIAGNDSES

AFFECT.  AFFECT.  PERSON.  ORBAN-  SUB.
SCHIZ. ~ PSYCHD.  NONFSY.  DISORD. 1CITY ABUSE OTHER TGTAL

x [ 1 i I 1 i z
N FL N FL N FL K FL N FL N FL NFL  NF

DANGERDUS

UNABLE TO FUNCTION
DUE TG SYHPTOMS

LACKS ACTIVITY OF
DAILY LIVING SKILLS

LACKS COMNUNITY
LIYING SKILLS

NEEDS ROLE SUPPORT

SEEKS TREATHENT

NENTAL HEALTH
SYSTEM INDEPENDENT

TOTAL

14 54 6 3 2 8 ¢ 0x 2 BZ 0 0% 2 8L 1T 1001

36 494 12 161 4 5L 0 01 6 BL 6 BL 10 141 37 1001

41000 ¢ 0L 0 04 o 0 0 0% D 6L 0 0L 4 100%

2 3% 0 04 0 0 0T 0 0% 0 0T 4 87T & 100%
¢ 0 0 0 2 X0 0 2 11X 10 541 & 220 1B 109

00 0 0 0 0k 00X 0 0T 2 1000 0 0% 2 0oL

O 0 0 ox o0 02 0 0r 0 02 0 0L 0 07 0 1007

36 ig ] 0 10 18 20 80



TABLE 6

FUNCTIONAL LEVELS BY DIAGNDSIS
FOR CHHL CLIENTS-"ARRIVALS®
(RDJUSTED TQ ONE MONTH)

DIAENOSIS

AFFECT.  AFFECT.  PERSON.  ORGAN-  5UB.
SCHIZ.  PSYCHD.  NOWPSY.  DISOROER ICITY ABLSE OTHER TOTAL

i 1 1 p 1 1 4 i
FUNCTIONAL LEVEL N FL N FL N FL M OFL N FL N FL N FL N FL
A1) DANGERDUS 4290 4 8L & 13 2 MO0 A7 2 & 10 2% 48 1001
B(2) UNABLE TO FUNCTION
DUE TO SYMPTGHS 1B 257 14 181 18 2 2 3 s BL 4 8L 14 181 78 1007

C(3} LACKS AETIVITY OF
DAILY LIVING SKILLS 18 312 2 3 8 M1 2 3L 4 71 & 10¢ 18 L 5B 1007

D&} LACKS COMMUNITY
LIVING SKILLS 16 170 4 & 20 20 4 410 11 & 732 3 92 1o00n

E{3) NEEDS ROLE SUPPORT 1B 8 8 3 3% 241 34 {51 b 3 12 5L 100 43% 234 1002

F(&) SEEKS TREATMENT 23 0 0 %4 201 ¥ 7B nu 5y

r

~3
-0
ra

631 464 1007

6(7) MENTAL HEALTH
SYSTEM INDEPENDENT 6 0 0 02 4 102 2 5% 0 0T 0 0% 34 85 40 1002

TOTAL 76 32 202 78 4 o4 406 574
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" Shown in Table 7, for {hm wample of current inpatients,
are breakdowuns by age for each functional level. Table &
provides similar data for the sample of current CMHC
clients., Tables 9 and 10 show these data for far the two
week sample of arrivals to state hospitals and CMHC &,

respectively.
SERVICE PACKAGE OPTIONS

Together with HSRI project staff the tasi force
developed a list of all those services +hat clients of the
Alabama mental health system might need. Table 11 lists
these services and provides definitions for each. DHMH unit

costs were also estimated for each of thece SEPVICRS .

The planning task force then developed service
packages for each functional level to reflect three possible
levels of service comprehensivenmss and intensity; Rasic,
Adaptive, and Promotive. These levels are described in
detail below. Table 12 presents an overview of the sSErviCce
package component costs and units of service for each
functional level and service package option. (Note that the
costs shown are therefore not total social costs, Total
social costs would be the costs to all agencies,
institutions, and individuals of the services shown, and the
costs of infrastructure services such as police and fire
protection.) A more detailed description of sach service

package option is contained in appendix &,



TABLE 7

FUNCTIONAL LEVEL BY ABE
FOR INPATIENTS-"CLRRENTY

(UNADJUSTER)
AGE
19 70 34 33 T &4 63 AND OVER TOTAL
4 1 z 4 4 1 i

FUNCTICNAL LEVEL N FL 19-34 N FL 35-84 N F a5+ N FL
A1) DANBERQUS 4 384 &L 30 874 y4 14 15 3 107 1007
B(2) UMABLE 7D FUNCTIGN ' -

DHE TO SYMPTOMS 237 2oL M 405 281 M 292 L 3 935 100N
C{3) LACKS ACTIVITY OF

DAILY LIVING SKILLS 122 21 1B 249 44y 22 201 I3k 38 372 100
D4y LACES COMMUNITY

LIVING EKILLS 137 3% 20 137 435 14 43 14 Bi 37 1004
E(5} NEEDS ROLE SUPRORT 102 491 13X k{] a6%  10% £0 i} 7 208 100
Fi&) BEEKE TREATHENT L s b1 38 442 4, 1 11 111 B2 10¢%
B{(71 MENTAL HEALTH

SYSTEM INDEPERDENT b 301 i 4 407 174 1 101 0% W 100%

TOTAL 587 100% $ED 100% St4 100% 271
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TABLE 8

FUMCTIGNAL LEVEL BY ABE
FOR CMRC CLIENTS-"CLRRENT*

-22-

{UNADJUSTED)
ABE
19 10 34 35 10 &4 63 AND DVER TOTAL
11 X [ 3 1 1 )
FUNCTIONAL LEVEL N R 19-34 N FL 35-64 N FL b5+ R
DANSEROUS 12 33 b 19 33% 2 i] 141 41 36 1002
UNABLE TD FUNCTION
DUE TO SYMFTOMS 71 L 7e) 1 84 51 Bl 12 B 7 16% 1012
LACKS ACTIVITY OF
DAILY LIVING BKILLS &0 392 74 30 33 Bl 20 127 18X 170 100%
LACKS CoMMUNITY
LIVING SKILLS 130 411 181 183 327 15 22 non 3t 100
NEEES RELE SUPPORT 245 384 3% 414 9k 39 44 6% 33 04 1007
SEEKS TREATMENT 273 4L 34 297 S0L 287 2 LTI 394 1001
MENTAL HEALTH
SYSTEM INDEPENDENT i2 677 1% b 334 1% 0 01 [ 12 1001
TOTAL BO4 100% 175 100% 127 981 2006



G183

Bi2)
Ci3l
B4

E(5)
F(6)

B(7)

TABLE 9

FUNCTIONAL LEVEL BY AGE
FOR INPATIENTS-"ARRIVAL"
{ADJUSTED TO ONE MONTH)

ABE
19 T 34 35 70 44 55 AND OVER TOTAL
| 11 11 T 1 .1
FUNCTIONAL LEVEL NoORL 19-34 NOFL 354 N OFL 45+ R
DANBERLLS I I TR T (R S 2% 1007
UNABLE TO FUNCTION
DUE TG SYMPTOHS 22 30 34 2 s T 10 14 B 7% Lo0z
LACKS ACTIVITY OF
DALY LIVING SKILLS 2 s 3 2 S0 W ¢ or o & 100
LACKS COMMUNETY
LIVING SKILLS 6 1002 9 60z o 0 o1 o1 & 1001
NEEDS ROLE SUPPURT “oor m ¢ n 2 0n Im 20 1001
SEEXS TREATMENT . 2 1002 31 6 0 o ¢ o1 01 2 1007
MENTAL HEALTH
SYSTEN INDEPENZENT 0 0o o0 o (IS A o o
TOTAL b4 1007 S 1007 12 1001 132
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E(3)
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TasLe 10

FUNCTIONAL LEVEL BY RGE
FOR CHHC CLIENTS-“ARRIVALS®
{ADJUSTED TO ONE MONTH)

-24-

ABE
19 10 34 35 10 A4 &3 AND OVER TOTAL
1 1 1 X H H 1
FUNCTIONAL LEVEL N FL 19-34 N FR 3564 N FL £5+ N A
DANBERDLS 20 42 LY 20 421 hY4 B 171 200 48 100K
UNABLE TQ FUNCTION
DUE TO SYNFTOHS 26 33 5% 44 a1 b B2 151 1’ 100K
LACKS ACTIVITY OF
DAILY LIVINE 5KILLS 24 411 4% 30 521 A 4 Lo 10y 3B 1001
LACKS CONRUNITY
LIVING SKILLS 34 59 9L 32 351 8L b 7L 13 72 1oL
MEEDS ROLE SUPPORT 150 L 23 88 3L i B by ST 236 1007
SEEKS TREATMENT 282 BT 491 180 391 44 b 1 15 468 10902
MERTAL HEALTH _
SYSTEM INDEPENDENT 24 501 4 14 354 3 2 )2 Y 4 1001
TOTAL 370 100% 410 1607 40 1001 1020



TABLE 11

SERVICE COMPONENT DEFINITIONS

RESIDENTIAL SERVICES

1.

Intensive Treatment: A 24-hour per day hospital-type
treatment of the acutely psychotic person provided in
state hospitals, general hospitals, and crisis
stabilization units.

Assisted Living Alternative —- Hospital: A residential
facility on state hospital grounds providing care,
rehabilitative activities, and living space for persons
so disabled as to be unable to live independently.

Nursing Home: The term "nursing home" shall mean nursing
home, rest home, convalescent home, and related
institution regardless of what they are named or called,
which provide chronic and/or convalescent care for not
less than twenty-four (24) hours in any one week to two
or more individuals not related by blocd or marriage to
the owner and/or administrator. Chronic and/or conval-
escent care includes care given because of prolonged
illness or defect, or during recovery from injury or
disease and shall include any or all of the procedures
commonly employed in waiting on the sick, such as
administration of medicines, preparation of special
diets, giving of bedside care, application of dressings
and bandages, and carrying out of treatment prescribed by
a physician. Nursing homes shall be classified as
"Skilled Nursing Homes" and "Nursing Home."

Transitional/Group Home: A certified residential facil-
ity operated and staffed by a community mental health
center under a contract with the Department of Mental
Health/Mental Retardation. The home provides eligible
clients with a short-term intensive program. This
program generally is directed at enabling clients to live
more independently in the community by offering a service
program including vocational, education, social, recre-—
ational, and community integration activities. This fac-
ility is staffed to provide 24 hour per day coverage and
designed to provide support and active rehabilitation
programming but less than constant supervision for cli-
ents who are not so symptomatic and/or socially disabled.

Intensively Staffed Transitional Home: A certified
residential facility with 3 shifts per day, capable of
providing around the clock support and supervision and
might house patients with significant residual psychiat-
ric symptoms and/or social deficits, perhaps as they are
coming out of the hospital but not yet in total
remission.

-25-



10.

' Foster Home: A certified facility operated by a

—-26=-

P

responsible individual to provide room, board,
transportation and recreation for former institutional
patients. Various levels of supervision are provided by
different foster homes in accordance with the needs of
the clients. Support services {medical, psychological,
social and vocational) are provided by appropriate
community resources., Foster homes vary in size (2 to 20
clients) and program {custodial to transitional).

Boarding Home: A facility which provides, for a fee,
room and board for three (3} or more persons nineteen
(19) yvears of age or older, not related to the owner or
manager by blood or marriage, and who do not require the
medical and nursing service provided by a nursing-home.
In the boarding home there may be available general
supervision, social activity, and other limited
supportive services as well as limited medical attention
of the nature an individual would receive if he/she were
living in his/her own home.

Assisted Living Alternative -- Community: A residential
facility in the community providing care, rehabilitative
activities, and living space for persons so disabled as
to be unable to live independently.

Cooperative Apartments: An apartment complex of several
units with frequent staff visits to provide necessary
supportive content and monitoring of functioning and
treatment. Access to social, recreation, and other
coammunity resources is provided.

Independent Living: a living situation such as support
apartments wherein the client lives virtually independent
of the service system, but has frequent contact with case
managers or other staff in situations requiring outside
support and/or interventions.

TREATMENT SERVICES

1.

Outpatient Psychotherapy: Includes the following
services provided by public or private organizations and
as defined by DMH/MR:

-Individual Therapy

-Family Therapy

~Collateral Contract
-Psychological Testing/Assessment
=Group Therapy



"Eme rgency Crisis Intervention: The availability of

trained staff person(s) to assist and support patients
and clients during period of acute symptomatology or
reduiring immediate attention; services include telephone
crisis work as well as emergency room contact.

Day Treatment: A milieu treatment program which is goal
oriented, has written admissions and continuation
criteria and has the expectation that the client will
improve. <Clients must have a psychiatric diagnosis and
must be involved in scheduled activities and therapy
sessions within a structured program.

Day Activity: A stabilization, resocialization and
ma intenance program which involves the clients in-.
activities which include custodial care, nutrition,
medical checks, and skill building activities.

Medication Maintenance: Scheduled periodic evaluation of
clients/patients with regard to their medication treat-
ment by a physician and other trained medical personnel.

Medical/Dental: Scheduled and "as needed" medical and
dental care.

REHABI LITATION SERVICES

1-

Sheltered Workshop: A facility designed to focus on
establishing and maintaining work skills with emphasis on
maintaining self-help and community adjustment skills.
Also might include a work station for disabled clients
actually performing work tasks in industry.

Work Station Industry: A program providing employment
and training opportunities in an actual production
situation in an industry or other private concern.
Generally individuals earn wages based upon their level
of production.

Job Placement: The location of possible jobs in the job
market consistent with the abilities and aptitudes of the
patient/client. May include actual training programs to
acquire needed skills.

Evaluation: Includes the process of the identification
of vocational skills and aptitudes of patients/clients
through the administration and scoring of wvocational
assessment instruments.

Daily Living Training: Specialized training programs for
patients to regain skills in daily living for purpose of
acquiring those social and personal care skills necessary
to live as independently as possible.

-2
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SUPPORT SERVICES

1.

Case Management: Case management is the activity of
providing and assuring continuity of care for those whose
mental disability and living situation prevent them from
utilizing resources within themselves, within their
living situation, and/or within their communities so that
they function in a healthy, appropriate way. Case
management includes information, referral, advocacy,
needs assessment, case planning, arrangement of transpor-
tation for the client, monitoring of the client's
progress and redetermination of a client's unmet service
needs.

Social Club: A designed activities program to allow for
recreational and social development of patients usually
away from their living situations.

Family Support: Services provided by qualified staff in
the client's home or other location, which emphasizes
skills development of family members that they can use in
caring for the patient.

Probate Court Liaison: This includes a qualified pro-
fessional by agreement of the center and Probate Court,
to act as liaison between the Court and the community
mental health system. The Probate Court Liaison's main
function is to assist families (petitioners) who seek
commitment to the State institutions by exploring cam-
munity alternatives and coordinating the activities of
the Court, the local mental health professionals, and the
State Department of Mental Health institutions when
inpatient care is indicated.

Hospital/Community Liaison: A program designed to assist
in pre-discharge planning for all patients returning from
the hospital to the community and to assure that a
continuum of services is available to all patients upon
return.

Residential Assistance Service: A program to provide
assistance to disabled individuals in locating temporary
or permanent housing consistent with their income and
disabilities.
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It s important to rem;mhewq also, that the terms )
Basic, Adaptive. and Prowmotive, refer primarily to the range
of services in a service package, and nolt to the therapeotic
guality of their component services. For example, the
institutional care that Basic service packages include may
be of high aquality., Howsver, Pazitc serviceg packages lack
community based residential, vocational, and trezatment
alternatives to institutiaonal care. For this reason, their
rehabilitative potential is judged to be less than that of

Promotive services.
Basic Service Package Options

Pasic service packagss include the services needed to
assure the health and safety of clients and communities,
Pasic services can include room, board, phuysical health
care, and psychoactive medications. While various forms of
psgchmthérapg and rehabilitation may be provided in Pasic
service packages, the services provided are, on the whole,

neither community based nor intensive.
Adaptive Service Package Options

Adaptive service packages include basic services and
services designed to adjust or adapt clients to their
current level of functioning. Adaptive services arg
primarily the traditional psychotherapies: milis=u,

individual, oroup, etc.

_30_
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Promotive Service Package Options
Fromotive service packages include services

specifically designed to improve the client’s level of

include basic

Fromotive service packages can
as activities

functioning.

and adaptive services, but focus on areas such

of dailgwliving training and vocational training. Fromotive
in the main community based. )

services, are,

Current Service Package Options

Current service packages describe the Current status of
for persons at

services in the Alabama mental health system
each functional level. A mix of orisntations i1s reflected
in these service packages. This mix is discussed in detail
in the " Baseline" aApplication section below.
mocel

TRANSITION PROBABILITIES
allocation

eSO e

A major component of the HSRI
This database

its service effectiveness database.
{known as transition

ievel

is

consists of probabilities

probabilities) showing the chances that mentally disabled
rereiving a

a specific functional
services will improve in
Transition

the same.

paersons in
particular combination of

FEYresns, or remain

functional level,

probabilities were estimated by translating results of

individual program evaluation studies into a common language
implications for policy

20 that their
This

ano combining them
aquestions could be guantitatively summarized.
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methddolmgg was suggested b; the literature on data
synthesis. A detailed ftechnical description of the
methodology can be found in the paper contained in Appendix

B, Description and Field Test of & Mental Health Sustem

Resogurce Allocation Modesl.

Bg-ﬁsing these data synthesis technigues it was
possible to derive transition probabilitiss from the
findings of almost one hundred separate evaluation 9fudie5,
both published and unpublished, of services foar saverely
mentally ill persons, ranging from hospital inpatient
services to crisis hostels and hal f-way houses. The studies
chosen addressed those individuals who were Judged to have
major mental illness and/or marked functional impairment as
a result of mental illness. This group includes, but is not
limited to, the chronically mentally i1l and contains
persons with more intermittent mental illness. Table 13
shows the transition probabilities used in the model
analyses presented in this veport.

Disappearance Rate

une of the transition probabilities that must be
estimated for the resowce allocaticon modeliing is the rate
at which clients disappear from or drop out of the mental
health system. Buch pergsons refuse or dizcontinue care
against the advice of caregivers, and usually little is
known of their status unless and until they return far

services. Analysis of previous modeling proajects and recent



INITIAL

FL

TRBLE 13
TRANSITION PROBABILITY COMPUTATION

TABLE

FOR ALABAMA {USING NEAN DISAPPEARANCE RATE)

DESTINATION FL AFTER 1 MONTH
B(2) LC(3y D4} EIS)  F(B)

617)

FL

DISAP DEATH SHM Sud

Alh)
Al
BIZ} B
B2} A
B{2) P
Ci3) 8

Ci3) A
fiyp

D{4} B
Diar &
b4} P

E{3} B

B 0.8
AlL) £ 0.8
P07

492 (.0098 9,027 0.0009 0.0751 0.0207
452 0 0.0474 0.007% 0.0790 0.0009
£og 0 0.0919 0.1749 0,0019 0.0029

0 0.2217 0.0582 0.6633 0.0081 0.0154

0081 0.1543 0,2125 0.2330 0.2498 0.0930
0967 0.1715 0.010Z 0.0071 0,2940 0.3481

0 0.0432 0.%05% 0.0127 0.0009 0
0 0.0324 0.8420 0.0088 0.0413 0.0403
0 0.0186 0.7800 0.0049 0.0814 0.0794

0 0.0405 0.000% 0.9058 0.0648 0.0077
6 0.0522 0 0.%77 g 0
0 ) 0 0.9104 0.0453 ]

00,0123 0 @ 0.9288 0.003

E{3) & 0.0038 0.0065 0,0019 0.0038 0.9193 0.0095

E{3) P

Fis) B

0 0.0056 0 0 0.%343 0.0047

¢ 0.0325 0 0 0 0.8854

Fia) A 0.0045 0.0175 0 0.0018 0 0.8938

Fi&y P

0 0 0 0.0085 0.0055 0.9022

00,0123 0,003
0 0.0123 0.003
0 0.0123 0.003

0
0
0.042

]
0
0
0

0
0

9
]
0

0
0
0. 005

0.026 0.003
0,026 0.003
0.026 0,003

0,032 0.003
0.032 0,003
0.032 0.003

0.037 0.003
0.037 0.003
0.037 0,003

0.032 0.003
0.052 0.003
0.052 0,003

0.079 0.003
0.079 0.003
0.079 0.003

1 0.984
1 0.984
1 0.964

10.971
1 0.971
1 0.97%
I 0.963

1 0.963
1 0.983

1 0.9
1 0.%6
I 6.%

1 0.943
1 0.%45
1 0,945
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daté-qenerated by HMBRI's national study of communi ty support
program clients suggested that the disappearance rate
obtained from the data synthesis was too low due to the fact
that persons likely to disappear from service are also

unlikely to agree to participate in evaluation research.

Consequently, an estimate of client disappearance rates

under the current Alabama system was obtained from a

convenience sample of & community mental health centers.
The steps in fhis process were as follows:

1. First, the centers were asked to estimate the total
number of clients who disappeared from their service
systems in one year, A disappemarance was defined as a
client discontinuing or rejecting care against the
advice or without the approval of treatment staff.
This number was assumed to be an approximation of the
total number of client episodes annually ending in
disappearancea.

e Next, the centers were asked to estimate the total
number of clients served in a year. This number was
assumed to be an approsimation of the total number of
client episodes in a year, including those carriod
over from the previous year. This assumption was
supported by the fact that for five of the =ix
centers, the estimates reporited excesded the numbers
of admissions reported by the centers in 1985, o
the sixth center, the number of client episodes
gstimated was equal to the number of admissicons
reported, suggesting an undercounting of episodes for
this center.

3. Global disappearance rates were then computed for each
center by dividing the estimated number of spisodes
ending in disappearance by the estimated total number
of episodes.

4. Next, of the total number of clients who disappeared,
centers were asked to estimate what percentage
disappeared from each functional level.

3. These percentages were then multiplied by a center’s
glebal disappearvance rate to estimate that center’s
disappearance rates for sach functional level.

-34-
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byl Finally, for each functional level, the mean af the

) six centers’ disappearance rates was taken as the
estimate of the disappearance rate for that functional
level to be used in the model.

Table 14 shows the disappearance data collected from
gach center and the disappearance rate computed. The
transition probabilities used in the model analyses
presented in this report were adjusted to reflect the
disappearance ra#es shown in Table 14. This was done by
subtracting the Alabama disappesrance rates from the sum of
all prubabilities for each functional level (i.e. i.84), and
distributing the remainder (1 ~ disappearance rate) so as to
maintain the same proportionality among transition
probabilities observed in the transition probabilities

gleaned from program evaluation research.
DOLLAR RESOURCES

An estimate of dollar resources currently availabhle for
services to persons in the planning population was developed
in consultation with Central Office zmtaff from the DMH
budget for fiscal year 1985-86 and the 1935 Systems Plan.
Monies for substance abuse programs and child and adolescent
services were excluded from this estimate. Given these
exclusions the current DMH mental health budget was
estimated to be approximately 79.7 million dollars for adult
hospital services and Z21.5 willion doliars for adult
community mental health services. An additional 18 million

dollars were estimated to be available to CMMO s from a

-35=



Fi12
F1 rate

F2 1
F2 rate

F33

F3 rate

F4 3
F4 rate

F5 %
F5 rate

Fé 1
Fé rate

Total ¥

Total #
Served

Total §
Dis.

ghilton/
Sheiby

0.150
0.037

285

Wiregrass

0.063
0.023

0.063
0.023

1666

THELE 1 4

DISAPPEARAMCE RATES BASED OM 6 AREAS

H.W. AL
MHE

0.010
0.001

0.0:0
0.001

0.0
0.0

el

3
0

0.050
0.005

g.100
0.019

1.000

1534

200

Kobife Jeff./Blount/

0.014
0.004
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variety of sources. These estimates yieldsd a total buddge t

of approximataly 111.2 million doilavs.

To estimate the largest possible Gudget availatile to
the DMH, the fiscal uyear 198487 budget reguest and pilans
adopted by the Capital Construction Committees were usad.
After eﬁéluﬁions for substance abuse and child and
adolescent services, “"high—side" budget estimates of 8?.3
million dollars in hospital funds and S4.6 millien iﬁ
community funds (185.8 million total) were aenerated. When
another 10 million dollars was assumed from CMHC FEVENUES,

the estimated total was 115.8.

To generate a "louw-side” budget estimate, the FY 1984&-
87 mental health budget submitted by the Governor was used,
It was assumed that the cuts in this budget wouwld be
distributed evenly to ail services. Once again, funds for
substance abuse and child and adolescent services were
excluded. This process yielded low-side estimates of 75,7
million dollars for hospital serviees and 19.7 million
dollars for community mental health services. Again, when
another $i8 million dollars was assumed for CMHC =, the low-
side total mental health system budget was estimated to be

1@2.4 million dollars,

These estimates served two DUy pases . First, they were
used to operationally detine affordable strategies. That
is, resource allocation strategies were sought that would

not require resources greatly in sxcess af those currently
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avajiable. Seconcd, the current resource estimate was
compared with model projections of resources spent under
strategies thought to approximate the current service sy termn
as one means of finding a "baseling" stratesguy for the
Alabama mental health system. These baseline mocel

applications are described in detail below.

OBJECTIVES

Rational resource allocation planning requires explicit
statements of system objectives. For this project several

objectives were entertained. These are as follows:

Ma jor Objectives

1. Maximize net forward steps. This aobjective was
operationally defined as the sum of all those forward
steps predicted for clients under a given strategy,
minus the sum of all those negative ones predicted
under that strateqy. Note that  for any sevvice
package option, the transition probabilities HSRI has
derived from research studies predict that some
clients will advance in level of functioning one or
more steps, some will move backward one or more steps,
and some will remain at the same lgvel.

Note also, that this strategy counts all forward steps
equally. Thus a movement from Functional Level 1 to
Functional iL.evel 2 counts the same as one from
Functional Level & to Functional Level 7.

e Keep costs in an affordable range. A number of
strategies were explored for this project. Howsver,
in keeping with the affordability objective, most of
the strategies exuplored in depth were ones
approximating the range of estimated current Alakama
expanditures and possible budgets for 1986-87,

3. Maximize effectiveness—-cost. Effectiveness-cost was
defined as the ratio of net forward steps to predicted
system costs, The higher & system’s effectiveness—
cost ratio, the maore efficient the suystem.
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Secﬁﬁd Order Objectives

4. Maximize the number of client episodes ending in
persons reaching system independence. Pelow we
describe how each of the strategies selected for
presentation performed on this objective. However,
strategies were selected for presentationp primariliy
based on the first three objectives. This 1% because
we judged that the objective of maximizing the number
of episodes ending in persons reaching system
indepaendence does not give enough weight to client
progress, and maintenance of progress, within the
system. As noted, maximizing net forward steps counts
all forward steps equally and does not have the same
bias. -

5. Minimize the number of hospital beds used. Onre
again, we did not select strategies for presentation
based on how they performed with respect to this
objective, however, we do report on thig objactive.
This is because we judged this objsctive to have the
opposite problem to the objective directly above.
That is, this objective weights too heavily client
movements from the lower functional levels.

APPLYING THE HSRI RESOURCE ALLOCATION MODEL

The HSRI Resource Allocation Model can be thought of as=
consisting of several components: a conceptual framework,
input data, a mathematical formulation, and computer
implementations. The conceptual framework and mathematical
formulations are described in detail in Appendix B. The
input data have bheen desgscribed above. In this section we
present a brief description of the two microcomputer

implementations that embody the model.

The first is the HSRI lingar programming model (HSRILP)
model. Given estimates of a system’s resources and ite

objectives, this model finds strategies for assigning
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clignts to service packages that go as far as possible in

reaching (i.e. optimizing) these objectives.

The second microcomputer program is the HSRI simulatian
model (HSRISIM). HSRISIM refleclts the same conceptual
structure as HSRILP, and it uses the same data. HMowever,
HSRISIM-gequires that the wuser instruct it as to what
clients get what service package options. Usually HSRI uses
HSRILP to find candidate resource allocation strategi@s ancl
then emplouys HERISIM to gain a refined understanding of the
strategies and how slight modifications in the strategies

affect their performance.

HSRILP and HSBRISIM both operate on IEM compalible
microcomputers with 640K and both require LOTUS 1323, HERILF

alse requires a math chip and additional programs.
RESULTS OF MODEL APPLICATIONS

Table 15 summarizes the results of model applications

selected for presentation.
The "Baseline® Application

Strategy 1 is a "baseline" application. It suggests
the service packages the current Alabama mental health
system is providing. This baseline application was
developed by a process of successive approximation guided by
available data. Two criteria were used in searching for a

baseline strategy. First, a strategy was sought that used
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appﬁdximatelg the same number of inpatient hospital beds as
used by the current system (about 270p beds, not including
forensic beds). Second, a strategy was sought that consumed
approdimately the same dollar resources as the current

Alabama system (111.% million dollars).

In gearching for a baseline stratequ it was necessary
to use different combinations of the service packages
developed by theAPlanning Task Force. It should be |
remembered that these service package options were designed
not to represent the current system, but rather to suggest
different options for the future. Nevertheless, it was felt
by Task Force members that some combination of Basic and
Adaptive service package options would best approximats the
service packages currently offered to most clients by the

Alabama system. Consequently, various combinations of these

service package options were euplored.

The strategy coming closest to describing the current
system was one that combined Adaptive inpatient services
with Basic community services for Functional Levels A
through C. Adaptive transition probabilities were used for
this reconfigured set of services, designated "Current
Service Package." For Functional Levels D through F, Basic
Service Packages best approximated the baseline criteria.
The Pasic transition probabilities were maintained for these

RBasic Services Packages,
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This baseline stralegqy used I59, 828 intensive treatment
hospital days and 707,695 assisted living alternative-
hospital days at a cost of approdimately 27 million dollars
for the former and 58 million doliars Tor the latter., These

projections result in a predicted hospital utilization of

2651 beds at a cost of 8% million dollars.

The baseling strategy uses a larger number of beds than
currently are used for the planning population in Alabama’se
state hospitals alone. However, the planning population
currently is known to wse an undetermined number of private
general and specialty hospital beds, which could account for

some of the difference observed for number of beds.

The residential and non-residential service costs under
the baseline strategy are 48.%5 and 3.1 miliion dollars,
respectively, or a total of V1.6 million dollars. This is
considerably more than the estimated current budget amount
af 31.5 million dollars. However the PBasic Service Package
generates aimost a million transitional group home days in
excess of those estimated to be available (spe Table 16,
below) at a cost of almost 41 million dollars. It this
amount is subtracted from the projected total, the baseline
cost for community services is reduced to approdimately J30.&
million dollars, and the total system cost to $119 million
dollars, which closely appraximates the estimatec

exipenditures of $111.7 million,
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Table 16 further illustrates the relationships between
the baseéline strategy and available services by comparing
results of the strategy to the 1984 Alabama Systems Plarn,
The total number of inpatient hospital days is very similar,
There is a wide disparity in community regidential service
days. Non-residential communi ty services from both

frameworiks approximate sach athar, although the baseline

strategy tends to predict higher wutilirzation.

These findings suggest that the current asystem is
offering to clients at functional levels &-C only the
institutional component of Adaptive service packages. The
findings for community services, particularly those for
residential services, suggest that, in the community, many
clients are receiving service packages that are not well

described by either the Basic or the Adaptive service

packages developed.

One explanation for this may be that the planning task
tforce did not develop service packages for Alabama’s rural
areas. Althouah, the planning task force raecaognized the
necessity for conceptualizing rural services in a different
manner from urban ones, it was unable to come up with rural

sErvice packages in this planning cycle.

Figure 1 is a cumulative qraph showing hospital,
community residential, community non-residential, and totai

costs for Strategy 1. Figure 2 is a cumulative graph whick

predicts number of clients at each functional level for both
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TABLE 16

ALSIM MODEL RESOURCE QUTPUT: 5YSTEMS PLAN FRAMEWDRK
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AVAILABLE 379,163 575,204 0 105,134 104,145 0 439,825 175,414 14,786 48,633 11,805

DIFFERENCE {119,335} 132,449 0 950,567 284,954 1,842,405 (209,233) 53,943 (172,712) 57,269 237,521
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Strategy 1. The downward slope for both graphs show that

the similation tends to underestimate clients and costs over

time.

This ig particularly due to the dramatic drop in number

of clienﬁs at Functional Level T from start—up to the
average for Year One. There are several possible
explanations: 1) the snapshot estimate may have been -
unrepresentative, 2) there may be a flaw in the transition
probability estimates for this functional level, and 3) some

clients in the sample may have been mistakenly coded ag

Functional Level 2.

Over time we may improve our ability to model the
current sustem. However, the baseline strategy described
above, which posit that the current Alabama meantal health
sustem i; providing service package options to its clients
that are between Pasic and Adaptive in their levels of
rehabilitation potential, except in the residential Areaa,
seems a not unreasonable depiction of the current suystem.
Given this as a starting point, this report turns next to

the question of how this strategy could be improved.
New Directions for the Alabama Mental Health System

Following the selection of a validation strateqy, HSRI
implemented multiple LP and simulator modesl applications to

find affordable combinations af service packages that would

be more productive than the current one. Strategies & and 3
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are those strategies found to be most promising given

Alabama’s current budget constraints.

Poth strategies would cost more than Alabama is

currently spending. However, both would also be more cost
effective than the baseline strategy. Approaches to the
shortfall shown for thess strategies are discussed in the

sections below on targeting and demonstration projects.

Strategy 2 provides the cuwrrent service package option
to clients at Functional Level a. in fact, the Planning
Task Force decided that, al the present time, no
Alternatives to the the current service package option
shouwld be considered for this Functional Level, due to the
difficulties of providing community based services to
clients at this Level. Clients at Functional Levels P and ¢
are assigned to Promotive service package options, clients
at Functional fevel! D receive Adaptive service packages, and

clients at Functional Levels E and F receive Pasic service

packages.

Strategy 2 is the least costiy alternative sitrategy
discovered using the data estimated for this project. It
begins with an annual budget of 139 million dollars. The
strategy uses 819 intensive treatment beds by diverting
haspital episodes to Assisted LLiving Alternatives in the
community where they account for 488 beds. Hospital and
regsidential costs are each about 37 million dollars, while

non—residential costs are almost 55 million dollars. Py
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Year 3, this Strategy 2 predicts total costs will be down to
87 million dollars, however, this prediction is Judged to be

overly aptimiatic and should he viewed in the vontest

af the
baseline simuiation which shows the model to be under
predicting clients and costs over time.
The cost effectiveness for Strategy 2 (net forward

steps per cost) is dramatically higher than feor the Raseline
Strategy. Furthermore, Strategy & projects that mary
clients (3739 in the first gear) will reach Functional Level
7 and thus leave the system. The baseline stratequ showsd

no clients attaining system independence.

Strategy 3 differs fram 2 in offering the RPasic service
package option to clients at Functional Level ¢ and the
Fromotive ssrvice package option to clients at Functional
Level F, yhich maximizes net forward movement, is less cost
effective than the minimized resource strategies, but

delivers more clients to Functional Level 7 (S977 in the

first year and 24,735 by the third Lear).

This strategy uses, in the first year, a total of 1633

inpatient beds, of which 681 are intensive treatment and 951

are Assisted Living Alternative beds in the hospital. These

strategies call for an additional 519 Ancsisted Living

ALternative beds in +the commurl ty. Thus the total number of

beds is similar to the current beds available but the
location differs, However, this difference in setting has

implications for longterm outcome and the two tupes of
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Assisted Living Alfernatives (Fospital and commuanity) should
not be viewed as conpletely interchangeable, Clients

treated in the community will be more likely to progress in
level of functioning than those treated on state hospital

grounds.

Responses to Budget Constraints

Targeting ) .

One response to furding constraints is targeting funds
to those clients deemed to be the neediest. Usually these

are clients at lower levels of functioning.

Strategies 4,9, and & represent szimulations targeting
services for the lower functional levels A& through D. These
analuses were conducted to sxplore alternative strategies in
light of budget constraints. Thus. for instance, if DMH
funded services for functional levels A through D, using a
baseline strateqy (SBtrategy 4), first year costs would be
$146.9 million, a reduction of $10 million dollars from a

baseline strategy {(Strategy 1) in which the DMH bears costs

for all six functional levels.

Strategy 9 iz a version of Strategy 3 that funds

services for Functional Levels & through D only. The cost

differential between Strategy 2 and Strategy % is about $12

million daollars for the first YEar.

Strategy & is & version of Strategy 3 that limits DMH

costs to the lower four furctional levels. The cost
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difference betueen strategy 3 and Strategy & in the first
year is dramatics the limited group strategy costs neariy
$48 million dollars less than full coverage of all

functional levels., These findings suggest that targelting

DMH dollars to specific groups is a plausible option.

It should be noted, however, that targeting will only
work as predicted if services, paid tor by other sources,
are provided to those clients who are not prioritized for
Department of Mental Health Funds. Otherwise, targeting
services to lower functioning clients and not providing
services to higher functioning ones can result in phenomena
like rapid recidivism and "homelessness. "

Demonstration

A second approach to budgetary limitations is the use
of demonstration projects. This approach directs funds to
certain substate areas rather Fhan specific client

subgroups.

Demonstration approaches are particularly appropriate
because the predictions made as to the efficacy of a
strategy assume that the service packages called for by fthe
strategy will be provided in toto. This merans that
providing only one of several service packages called for by
a strategy, or only one of the servicres in a s@ervice package
can nat be expected to have the result predicted for th@.

entire strateqy.
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This point is emphasirzed hecause states often engage irn
the piedemgal implementation of service systems., This is
often an effort to equitably distribute rescurces that are
too minimal for everyone to receive all of the components of
a comprehensive system. Unfartunately, this approach,
althoughwequitable, may be short sighted, since it puts in
place services that will pot live up to the claims mads for
them. A better approach, given limited resources, chld bhe
to provide comprehensive service packages to demonstration
sites and then strive to expand the concept hased on the

demonstrated effectiveness of the sy tems,

Details of Suggested Strategies

A number of Figures follows below. These graphically
illustrate the implications of the Strategies shown in Table
15. Separate sets of figures are presented to illustrate
different aspects of a strategy’s 1mpact on clients, costs,
and services., Where appropriate, data for the current
system or start of the planning time frame are presented.
These data are followed by data for alternative strategy
planning uyears. These years are labeled "ALT YEARS" in the
araphs. Note that the Y=axis scales for these graphs change

from graph to graph.

and non-residential services change for each planning
gear under strategies 2 throwgh 4. These figurss
present cumulative graphs and also show total systan
costs,

o Figures 3 ~ 7 show how cogts Tor hospital, residential,

0 Figures 8 — 9 show how the numbers of clients at earh
functional level change anmually over the planning
periad under Strategies » and 3.
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Figures 18 —~ 11 depict trends in the wutilization of
residential services.

Figures 12 - 13 present the trends in the wutilization
of treatment services,

Figures 14 - 15 present the trends in the utjilization
of rehabilitation services.

Figures 16 - 17 show trends in the dtilization of
suppirt services.

Several points in regard to the above strategies bear

making.

aQ

Although Strategies 2 and 3 suggest that after a period
of operation costs might appraximate the current system
budget, or even reduce it, this is based on the
assumption that institutional costs would be reduced
drastically in a relatively short period of time, and
that these institutional dollars would follow clients
to the community. These assumpltions are almost
certainly too optimistic about the time frame for the
radical changes shown in Table 15. The results shown
could only happen over a longer period of time, and
would depend very much on the rate at which new
community services could be implemented.

In the baseline strateqy, as well as in the alternative
strategies presented in the next section, intensive
treatment, as defined in Table 18, includes state
hospital, private hospital and crisis stabilization
beds. Should crisis stabilization beds e the
treatment of choice., additional cammunity services
would be necessary. Should private hospital beds hbe
vwsed, costs shown would probably be higher, given that
such hospitals charge higher per diem rates than those
charged by state hospitale or projected for crisis
stabilization units.

As noted above, the costs shown are only DMH costs.
Total social costs for these strategies would be much
higher. To compute total social costs it would be
necessary to determine unit costs for services such as
boarding homes and medical/dental care. It would also
be desirable to estimate unit costs for infrastructure
services such as police and fire protection. These-
tasks wers beyond the scope af the current project.
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Alabama Resource Allocation Modeling FProjerct

! Page -
HSRI ’

The amounts of service required by each of the
strategies 1s presented in the HSRISIM {labeled ALSIM) rough
output contained in Appendisx . These outputs are labeled
according th the service packages assigned to each
functional level (e.g., C,C,0, B, R, B). The amounts of
SEPViCEEwPequiPEd by each strategu can be found in the
tables labeled Resource Dutput Table. HRNote that Appendix G

also containg selected examples of HSRILP rough output

(labeled ALLP).
GEOGRAPHIC CONSIDERATIONS

Table 17 and 18 present, by community mental health
center, the number of clients currently in and arriving to
the Alabama mental health system. Some of the rural CMHCs
may not have sufficient client volume +o provide, on a local
basis, alj of the services their clients reruire. In such
cases 1t may be necessary to create larger service areas.
These multi-catchment area service areas should meet two
criterias first the catchment areas should be accessible
enough to each other for clients from one catechment area to
attend services in another; second, the total number of
clients in each service area should be as large as possible.
Once such service areas are defined, HBRI will use HORISIM
to identify service needs and costs for the various multi-—

catchmeant area service arcas.
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